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S430 

At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


V y hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 

or  all  new  Honda  S2000,  your  ^^hard  to  find^^  car  could 
be  just  a phone  call  away.  After  all^  your  patients  don^t 
like  waiting... Why  should  you? 


1<888<234<1234 


TMAIT  Has  What  It  Takes 


The  Texas  Medical  Association 
Insurance  Trust  has  been  looking 
out  for  the  special  needs  of  Texas 
physicians  since  1955.  Our  45-year 
commitment  to  protect  and  serve 
TMA  Members  by  providing  personal 
insurance  products  remains  deep- 
rooted  and  unchanged. 

However,  we’ve  worked  hard 
through  the  years  to  evolve  and 
strengthen  existing  products,  as  well 
as  introduce  new  plans  to  match  your 
changing  needs. 

Today  we  offer  1 1 exclusive 
insurance  plans  designed  with  your 
long-term  financial  security  in  mind. 


Whether  you  need  high  limit 
term  life,  office  overhead  expense 
or  long-term  care  insurance,  you  can 
count  on  high  quality  coverage  and 
competitive  rates. 

You  can  also  count  on  flexible, 
professional  services,  like  the  option 
to  have  a personal  insurance  agent  or 
the  option  to  contact  TMAIT  directly. 
You  can  also  enroll  in  our  plans 
through  the  mail  at  your  convenience. 

Whatever  your  needs  are,  we’re 
confident  we  have  what  it  takes  to 
give  you  the  best  insurance  and  the 
best  possible  service. 


Call  us  now  toll  free  at  1-800-880-8181 
Dept.  2201  for  more  information. . .or 
visit  our  website  at  www.tmait.org. 

Big  responsibilities. . . 

Big  decisions. . . 

Get  solid  financial  protection 
for  your  family  from  TMA. 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Assodation 


Endorsed  by 


^Tex 


TexasMeclical 

Association 


Public  health 
accomplishments 

Most  of  us  take  things  like  clean  water,  clean  air,  and  clean  food  for 
granted,  but  it  hasn’t  always  been  that  way.  The  advances  in  public 
health  made  in  the  last  100  years  are  nothing  short  of  remarkable. 

By  Johanna  Franke 


Courtesy  of  the  University  of  Texas  at  Austin  School  of  Nursing  Southwest  Center  for  Nursing  History 


The  Journal 


Area  income  as  a predictor  of  preventable 
hospitalizations  in  the  Harris  County 
Hospital  District,  Houston 

By  Baby  Wl.  Djojonegoro,  MPH;  Lu  Ann  Aday,  PhD; 


Anna  Fay  Williams,  PhD;  Charles  E.  Ford,  PhD 
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Medical  Economics 

Children’s  insurance  24 

The  Children’s  Health  Insurance  Program  gets  off  the  ground  in  Texas  this  coming 
May,  providing  more  children  of  low-income  families  with  the  insurance  coverage 
they  need.  It  will  have  the  protections  of  a government-run  program  without  the 
hassles  of  Medicaid,  officials  promise. 

By  Johanna  Franke 


Legislative  Affairs 

The  cost  of  mandates  32 

Do  legislative  mandates  requiring  health  plans  to  cover  certain  diseases  result  in 
better  health  care,  or  do  they  just  drive  up  the  cost  of  insurance?  A state  legisla- 
tive panel  plans  to  find  out.  One  of  the  first  things  the  committee  has  to  determine 
is  how  many  mandates  actually  exist. 

By  Ken  Ortolon 


Technology 

Texas  telemedicine  48 

The  large  number  of  rural  counties  in  Texas  makes  our  state  a natural  for  the  use 
of  telemedicine  to  treat  patients,  and  physicians  are  making  the  most  of  a rap- 
idly changing  technology.  The  possibilities  for  individual  physicians’  practices 
are  exciting. 

By  Alice  Adams 


Legislative  Affairs  Page  32 


Technology  Page  48 
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Already 
the  largest 
pediatric  hospital 
In  the  country,  we're 
adding  1.2  million  square  teet 
to  our  state-ot-the  art  tacilities. 


RE  LOOKING 
DREN’S  HEARTS 
I AN  ENTIRELY 


Based  on  the  results  of  this  collaboration,  we  designed  Echo  Mission  Control.  Incorporating  many  ideas  from  NASA's 
emergency  preparedness  center,  it  will  optimize  our  flow  of  information  from  patients  to  cardiologists.  And  ultimately, 


V. 


help  save  children's  lives.  Which,  when  you  look  at  the  big  picture,  is  what  we're  ail  about. 


To  inquire  about  referral,  consultation,  or  academic  collaboration,  call  713-770-1111.  TcxaS  Children’s  Hospital 

Houston 

www.texaschildrenshospital.org 


Texas  Children's  Hospital  is  the  primary  pediatric  teaching  hospital  for  Baylor  College  of  Medicine. 

© 2000  Texas  Children's  Hospilal.  Earth  photo  courtesy  ol  NASA, 


Editor’s 

Note 


m WINTER 
CONFERENCE 

Medicine's  Relevance 
in  the  21st  Century 

February  26,  2000 
Renaissance  Austin  Hotel 

Look  to  Austin 
for  the  Latest, , , 

Informative  overview  of  key  legislative  interim  studies 

• Breakout  sessions  on  such  issues  as  the  uninsured,  medical  privacy, 
Medicaid  managed  care,  and  other  health  and  health-related  topics 

• Facilitated  hy  Joe  Gagen,  JD,  political  consultant 

Dynamic  speakers 

■ Jeffrey  C.  Bauer,  PhD,  nationally  recognized  health  care  futurist 
and  medical  economist 

• John  A.  Daly,  PhD,  renowned  UT  Professor  of  Communication 
and  Management 

Don’t'miss  Dawn  Duster  Session 

■ Significant  medical-legal  issues  discussed,  with  ample  opportunity 
to  ask  questions  of  the  experts  on  hand 

Exciting  extras 

■ AMA  PRA  Category  1 CME  credit 

■ Free  registration  for  TMA  members 

■ Luncheon  courtesy  of  Texas  Medical  Association  Insurance  Trust 

• Friday  evening  reception  to  network  with  your  peers 

• Strategic  Planning  Session  Saturday  afternoon 

■ Austin  area  attractions 

Be  there  for  all  the  action  at 
the  2000  Winter  Conference! 

For  more  information,  call  (800)  880'1300, 
ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA’s  Web  site  at  wivw.texmed.org. 


TfexasMedical 

Association 


Every  organization  needs  a mis- 
sion statement,  and  Texas  Medi- 
cine is  no  exception.  To  make  sure 
everyone  understands  what  this 
magazine  is  all  about,  the  physi- 
cians on  the  Texas  Medicine  Editorial 
Committee  undertook  the  task  of  writ- 
ing a mission  statement.  It  was  hard 
work,  with  a considerable  amount  of 
discussion,  but  in  the  end  the  commit- 
tee came  up  with  a clear  and  concise 
statement  that  won  approval  from  the 
TMA  Board  of  Trustees,  to  whom  the 
committee  reports. 

Here  it  is: 

Key  Objective: 

To  improve  the  health  of  all  Texans  by 
furthering  dialogue  and  understanding 
within  the  membership  of  the  Texas 
Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice 
of  medicine  among  Texas  physicians. 
2.  To  further  the  practice  of  medicine 
as  the  artful  application  of  scien- 
tific knowledge  in  the  health  care 
of  Texans. 

3.  To  ensure  that  Texas  physicians  are 
informed  on  political,  legal,  and  ad- 
ministrative activities  that  influence 
the  practice  of  medicine  through  the 
publication  of  timely,  credible,  and 
relevant  articles. 

4.  To  encourage  balanced  debate  on  is- 
sues that  affect  health  care  in  Texas. 
5.  To  enhance  the  character  and  repu- 
tation of  Texas  physicians  through 
the  promotion  of  professionalism, 
advocacy,  and  service. 

6.  To  enhance  the  desirability  of  mem- 
bership in  the  Texas  Medical  Associ- 
ation. 

Well  said. 

Larry  BeSaw 

Editor 
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ANY  MAKE,  ANY  MODEL 

We  leave  the  prescription  writing  to  the  people  who  do  it  best.  Prescribe  yourself  any 
make  and  model  of  vehicle  you  desire  at  Superior  Leasing. 

Superior  Leasing  means  Superior  Service. 


_ CjUPERIORM^ 
—=lEASINGm 

of  Texas  ^ 


CALL  TOLL  FREE 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Get  a second  opinion 
from... 


SUPERIOR  LEASING,  M.Dl 


Miguel  Cintron,  MD 
Harlingen,  TX 


I had  two  cai^ivimut^ntsM  leases.  Througi  Superior  Leasing  . 

I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my  dioice  including  a 
BMW  740  il  They  were  delivered  to  my  front  door  in  just  two  days!  That's  what  lead 


Miguel  Cintron,  MD,  Harlingen,  TX 


High  or  low  miles,  none  or  multiple  security  deposits,  no  or  max.  down  regardless  of  credit... 
Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


Redisc 


lane 


e^Ds 


)oclors  Sorrin^  Doctors. 


n Dr.  Tracy  Angelocci.  Tm  confident 
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Martin  F.  Scheid,  MD  Howard  R.  Marcus,  MD 

More  tort  reform  is  needed 


By  Martin  F.  Scheid,  MD, 
and  Howard  R.  Marcus,  MD 

On  behalf  of  Texas  Medical  Liability 
Trust’s  (TMLT’s)  physician  policy- 
holders, we  would  like  to  formally 
respond  to  the  Texas  Medicine  arti- 
cle “Med-mal  Math”  (December 
1999,  pp  32-34).  In  its  attempt  to  ex- 
plore the  complexities  of  medical  mal- 
practice insurance  pricing,  the  story 
omitted  vital  information  that  physi- 
cians need  to  fully  understand  this  issue. 

As  physicians  and  members  of  the 
TMLT  Board  of  Governors,  we  have 
firsthand  experience  in  the  operations 
of  this  medical  liability  insurance  com- 
pany. We  were  involved  in  the  decision 
to  adjust  TMLT’s  rates  for  the  year 
2000,  and  we  can  assure  you  this  was 
not  an  impulsive  decision.  TMLT  tracks 
claim  frequency  and  severity  data  pre- 
cisely. This  is  what  we  found: 

• During  the  2 years  following  1995 
tort  reform,  claims  frequency  showed 


a significant  decrease.  In  1996, 
claims  frequency  was  22.1  for  every 
100  policyholders,  and  in  1997  it  was 
18.1  for  every  100  policyholders. 

• In  1999,  35.4  claims  were  filed  for 
every  100  physicians  we  insure.  That 
is  up  from  29.4  claims  in  1995  and 
27.9  claims  in  1994.  Also  in  1999, 
TMLT’s  average  paid  claim  was 
$180,000,  compared  with  $136,000 
in  1995  and  $152,000  in  1994. 

This  means  that  more  TMLT  policy- 
holders are  having  more  claims  filed 
against  them,  and  it  is  costing  the  com- 
pany more  money  to  settle  or  close 
those  claims.  TMLT  claims  data  are  sig- 
nificant because  TMLT’s  10,000  policy- 
holders represent  42%  of  the  available 
Texas  Medical  Association  membership. 

Based  on  this  claim  information  and 
recommendations  from  our  actuary,  the 
TMLT  Board  of  Governors  approved  the 
rate  adjustments  for  year  2000.  The  de- 
cision to  adjust  TMLT  premiums  was 
not  made  in  a haphazard  or  irrational 
manner,  as  the  article  implied.  In  fact, 
TMLT  began  tracking  an  upswing  in  fre- 
quency more  than  a year  ago. 

Of  additional  concern  are  the  theo- 
ries used  in  the  article  to  account  for  the 
steep  increase  in  claim  frequency  and 
severity.  Specifically,  the  article  men- 
tioned two  mass  litigation  cases  — fen- 
phen  and  Valley  Cardiovascular.  While 
we  recognize  that  mass  litigation  exac- 
erbates the  total  number  of  cases  filed, 
TMLT  does  track  non-mass  litigation 
claim  frequency  and  severity.  The  fre- 
quency of  non-mass  litigation  malprac- 
tice suits  has  increased  more  than  20% 


in  the  past  2 years.  This  20%  increase  in 
the  frequency  of  non-mass  litigation 
claims  translates  into  additional  indem- 
nity and  expense  in  the  amount  of  al- 
most $18  million,  according  to  current 
statistics  on  closed  claims.  During  this 
same  period  of  increased  claim  cost,  pre- 
mium income  was  down  because  of  the 
rate  rollback  and  increased  competition. 
Higher  claims  expense  and  lower  premi- 
ums are  truly  a problem.  It  is  also  worth- 
while to  note  that  mass  litigation,  which 
is  a product  of  the  1990s,  does  not  ap- 
pear to  be  going  away  anytime  soon. 

Truthfully,  until  the  TMA  claim  fre- 
quency and  severity  data  study  is  com- 
plete, no  one  knows  for  certain  what  is 
causing  this  increase  in  claim  frequency 
and  severity.  TMLT  will  participate  in 
this  data  study,  along  with  two  other 
malpractice  carriers.  However,  TMLT, 
like  TMA,  has  several  theories  related  to 
increased  claim  activity.  It  is  our  posi- 
tion that  the  tort  reform  initiatives 
passed  in  1995  were  a good  start;  how- 
ever, the  anticipated,  predicted  long- 
term benefits  of  tort  reform  appear  to 
be  eroding.  TMLT  was  actively  involved 
in  the  1995  tort  reform  effort,  and  we 
are  disappointed  in  the  increase  in 
claims  filed  against  our  policyholders. 

Lawsuit  abuse  is  still  a serious  prob- 
lem. Insurance  companies  spend  mil- 
lions of  dollars  each  year  defending 
meritless  claims.  TMLT  routinely  closes 
more  than  85%  of  its  cases  without  in- 
demnity payment.  Many  of  our  pre- 
mium dollars  are  not  being  used  to 
compensate  injured  patients,  but  to  de- 
fend meritless  lawsuits.  Additional  tort 
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Commentary 


reform  measures,  such  as  limits  on 
noneconomic  damages  and  attorney 
contingency  fees,  could  discourage 
profit-seeking  lawsuits  and  significantly 
reduce  the  number  of  claims  filed.  From 
a physician’s  perspective,  each  malprac- 
tice claim  filed  requires  a tremendous 
amount  of  time  completing  paperwork 
and  communicating  with  attorneys  and 
insurance  representatives.  This  time 
would  be  better  spent  with  our  patients. 

Contrary  to  Tommy  Jacks,  JD,  attor- 
ney and  past  president  of  the  group  that 
sues  Texas  physicians,  our  defense  at- 
torneys agree  that  claims  and  lawsuits 
filed  against  Texas  physicians  have  in- 
creased during  the  last  18  months. 

Lawsuit  abuse  and  the  need  for  tort 
reform  are  about  more  than  just  how 
and  why  insurance  companies  adjust 
their  premiums.  Let’s  move  beyond 
these  specific  financial  concerns  and 
look  at  the  big  picture.  If  Texas  Medicine 
readers  take  away  only  one  idea  from 
our  comments,  let  it  be  the  following  — 
we  need  tort  reform  because  more  and 
more  physicians  delivering  the  best  pos- 
sible care  are  being  sued  for  malprac- 
tice. This  is  about  ever-escalating  health 
care  costs,  it’s  about  physicians  refusing 
to  practice  obstetrics,  it’s  about  stifled 
innovation,  it’s  about  access  to  medical 
care  in  underserved  areas,  it’s  about 
millions  of  dollars  spent  defending  friv- 
olous lawsuits,  and  it’s  about  the  qual- 
ity of  care  we  provide  our  patients. 

As  TMA  members,  we  urge  the  associ- 
ation to  address  tort  reform  during  the 
2001  legislative  session.  We  need  to  build 
on  the  success  of  1995,  and  we  need  to 
recognize  that  we  must  remain  vigilant. 
The  health  of  our  patients  and  our  pro- 
fession may  very  well  depend  on  it.  ★ 


Martin  F.  Scheid,  MD,  of  Houston,  is  chair  of  theTMLT 
Board  of  Governors.  He  has  served  on  the  board  since 
1988.  Howard  R.  Marcus,  MD,  of  Austin,  is  vice  chair  of 
the  TMLT  Board  of  Governors.  He  has  served  on  the 
board  since  1996. 
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Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
and  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity  . r 
to  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
urticaria,  or  allergic-type  reactions  after  taking  aspirin 
or  other  NSAIDs. 

Serious  G1  toxicity  can  occur  with  or  without 
warning  symptoms  in  patients  treated 
with  NSAIDs. 


'*IMS  America.  National  Prescription 
Audit.  July,  1999. 

Pkase  see  brief  summary 
of  prescribing  information 
on  the  adjacent  page. 


OA:  the  convenience  of  qd...the  option  of  bid 


RA:  the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

CELEBREX  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gll  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES—  Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  In  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy-  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophiiia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reactior.  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration, It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, CELEBREX  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6,  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24)- 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  5s  150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24),  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  ?30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  550  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery;  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID),  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use;  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  5 2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BIO  or  200  mg  QD);  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia.  Liver  and  biliary  system:  Hepatic  function  abnormal,  SCOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting}:  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  ~io/l5/99  • CE18246\/ 
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People 


Newsmakers 


Austin  family  physician  Elmer  C.  Baum, 
DO,  was  one  of  four  recipients  of  the 
American  Osteopathic  Association’s 
(AOA’s)  highest  award  — the  Distin- 
guished Service  Certificate  — during  its 
104th  Annual  Convention  and  Scientific 
Seminar  in  San  Francisco  in  October. 
Among  his  many  accomplishments  were 
playing  an  instrumental  role  in  getting 
osteopathic  physicians  accepted  in  the 
US  military  and  helping  to  establish  the 
Texas  College  of  Osteopathic  Medicine 
in  Fort  Worth.  He  is  a former  president 
of  the  Texas  Osteopathic  Medical  Asso- 
ciation and  currently  is  an  adviser  to  the 
AOA  Council  on  Federal  Health  Pro- 
grams. Dr  Baum  served  18  years  on  the 
Texas  State  Board  of  Medical  Examiners. 

Laredo  physician  Ricardo  G.  Cigarroa, 
MD,  has  been  appointed  to  a 6-year 
term  on  the  Texas  Higher  Education 
Coordinating  Board  by  Gov  George  W. 
Bush.  He  is  founder  and  president  of 
the  Laredo  Medical  Group. 

Patrick  L.  Davis,  MD,  of  Arlington,  has 
been  elected  to  the  board  of  the  Med- 
ical Group  Management  Association. 
He  is  the  regional  medical  director  of 
Family  HealthGare  Associates. 

The  courage  he  has  displayed  in  deal- 


Ricardo  G.  Cigarroa,  MD  John  D.  McConnell,  MO 


ing  with  his  own  cancer  has  earned 
Lawrence  Frankel,  MD,  the  Courage 
Award  for  Texas  from  the  Texas  Divi- 
sion of  the  American  Cancer  Society. 
He  also  was  elected  president  of  the 
Texas  Division.  Dr  Frankel  is  director  of 
pediatric  hematology/oncology  at 
Scott  & White  in  Temple  and  professor 
of  pediatrics  at  Texas  A&M  University 
College  of  Medicine. 

W.  Ross  Lawler,  MD,  associate  professor 
of  family  practice  at  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio, has  received  the  Walter  H.  Kemp 
Award  for  the  best  article  written  by  a 
family  physician  and  published  during 
1998  in  American  Family  Physician.  His 
article,  “An  Office  Approach  to  the  Diag- 
nosis of  Chronic  Cough,”  was  published 
in  the  journal’s  December  1998  issue. 

John  D.  McConnell,  MD,  chair  of  urology 
at  The  University  of  Texas  Southwest- 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM  A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org. 


Robert  F.  Peterson,  MD  Gerald  L.  Woolam,  MD 


ern  Medical  Center  at  Dallas,  is  the 
new  vice  president  for  clinical  pro- 
grams at  the  medical  center.  A prostate 
disease  specialist.  Dr  McConnell  will 
play  a major  role  in  overseeing  outpa- 
tient operations  and  the  planned  ex- 
pansion of  clinical  services,  and  will 
serve  as  one  of  the  facility’s  major  ad- 
ministrative links  to  Children’s  Medical 
Center  of  Dallas.  He  will  retain  his  du- 
ties as  urology  chair. 

Longtime  Fort  Worth  physician  M. 
Dwain  McDonald,  MD,  received  the 
Gold  Headed  Cane  Award  from  the  Tar- 
rant County  Medical  Society  for  his  ex- 
emplary devotion  to  patient  care. 

The  1999  Andujar  Citation  of  Merit 
Award  of  the  Texas  Society  of  Patholo- 
gists has  been  awarded  to  Robert  F.  Pe- 
terson, MD.  He  was  cited  for  his  career 
in  pathology  and  his  service  to  organ- 
ized medicine.  Dr  Peterson  practices 
pathology  part-time  at  Scott  & White 
in  Temple  after  retiring  from  full-time 
service  in  July.  He  is  the  former  chair 
of  the  Department  of  Pathology  at 
Scott  & White. 
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People 


A lengthy  career  in  public  health  has 
resulted  in  Nina  M.  Sisley,  MD,  MPH,  re- 
ceiving the  1999  Milton  and  Ruth  Roe- 
mer  Prize  for  Creative  Local  Public 
Health  Work.  Dr  Sisley  is  director  of  the 
Corpus  Christi-Nueces  County  Public 
Health  District.  Dr  Sisley’s  accomplish- 
ments during  her  career  have  included 
initiating  the  Nueces  County  Safe  Kids 
Coalition,  chairing  a task  force  on  pre- 
venting sexually  transmitted  diseases 
and  teen  pregnancy,  and  producing  a 
weekly  television  show  that  promotes 
health  maintenance. 

The  1999  Promoting  Best  Practices  in 
Pediatric  Asthma  Award  has  been  pre- 
sented to  Marianna  M.  Sockrider,  MD, 
an  assistant  professor  of  pediatrics  at 
Baylor  College  of  Medicine,  by  the 
American  Academy  of  Asthma,  Allergy 
and  Immunology. 

The  American  Cancer  Society  has  elected 
two  Texas  physicians  to  national  leader- 
ship positions.  Gerald  L.  Woolam,  MD,  of 
Lubbock,  was  elected  president,  and  An- 
drew C.  von  Eschenbach,  MD,  of  Houston, 
was  elected  second  vice  president.  Dr 
Woolam  is  director  of  surgical  oncology 
at  the  Joe  Arrington  Cancer  Research 
and  Treatment  Center  and  clinical  pro- 
fessor of  surgery  at  Texas  Tech  University 
School  of  Medicine.  His  work  in  cancer 
control  over  the  past  30  years  has  in- 
cluded activities  in  various  local,  state, 
and  national  organizations.  He  has 
served  as  the  chair  of  three  hospitals’ 
cancer  committees  and  as  a liaison  physi- 
cian for  the  American  College  of  Sur- 
geons/Commission on  Cancer.  He  was 
chair  of  TMA’s  Committee  on  Cancer 
from  1987  to  1990  and  chair  of  the  Texas 
Cancer  Council  Task  Force  on  Treatment 
when  the  1990-1991  Texas  Cancer  Plan 
was  developed.  Dr  von  Eschenbach  is  di- 
rector of  the  Program  Center  for  Geni- 
tourinary Cancers  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center. 

Deaths 


John  F.  Angle,  MD,  60;  Longview;  The  Uni- 
versity of  Texas  Medical  Branch  at  Galve- 
ston, 1966;  died  September  30,  1999. 


James  A.  Duff,  MD,  63;  Corpus  Christi; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1965;  died 
October  15,  1999. 

Dan  C.  Gill,  MD,  84;  Dallas;  Duke  Uni- 
versity School  of  Medicine,  1938;  died 
November  3,  1999. 

Mario  O.  Gonzales,  MD,  70;  McAllen; 
Santiago  de  Compostela  Medical 
School-Spain,  1955;  died  October  21, 
1999. 

James  C.  Hampton,  MD,  80;  Dallas;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1950;  died  Octo- 
ber 26,  1999. 

Henry  A.  Holle,  MD,  95;  Houston;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1927;  died  October  19, 1999. 

V.  John  Kinross-Wright,  MD,  77;  Clear 
Lake  Shores;  London  University,  1944; 
died  October  19,  1999. 

Buell  A.  Lawrence,  MD,  92;  Houston; 
University  of  Tennessee  College  of  Med- 
icine, 1937;  died  October  30,  1999. 

Philip  W.  Mallory,  MD,  90;  Austin;  Tu- 
lane  University  School  of  Medicine, 
1934;  died  October  9,  1999. 

Edward  J.  Mason,  MD,  76;  Dallas; 
Howard  University  College  of  Medi- 
cine, 1949;  died  October  17,  1999. 

Benjamin  A.  Merrick,  MD,  86;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1938;  died  October  29,  1999. 

Joe  M.  Mims,  MD,  77;  San  Antonio;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1954;  died  Octo- 
ber 23,  1999. 

Masters  H.  Moore,  MD,  88;  Tyler;  Tulane 
University  School  of  Medicine,  1934; 
died  October  14,  1999. 

Thomas  J.  Scanio,  MD,  87;  Austin;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1936;  died  October  16,  1999. 
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PROGRAM  SPEAKERS  AND  WORKSHOPS: 

Thomas  Anthony,  MD  « Richard  Babaian,  MD  e Elpidia  Balbastro, 
MD  e Luis  T.  Campos,  MD  « Mark  Clanton,  MD,  MPH  e Charles 
Cleeland,  PhD  '«  K.  Scott  Coftield,  MD  e Brian  Colwell,  PhD, 
CHES  John  L.  Coscia,  MD  e John  j.  Costanzi,  MD  «'  Randy 
Crim,  MD  e Andrei  Czitrom,  MD  Paula  Djabbarah  m Sheila 
Dobin,  PhD  e Deborah  Echtenkamp,  RN,  MSN,  CNS  '«  Richard 
Elledge,  MD  e David  Euhus,  MD,  FACS  e Perry  Fine,  MD 
Laurie  Fisher,  RN  '«  Michael  Fitzpatrick,  MD  «'  Lawrence  Frankel, 
MD  m John  W.  Freese,  ML")  e Mary  Griffits  Greg  Guzley,  MD 
Dan  Handel,  MD  e Gayle  Harper,  LMSW-ACP  '«  William  Hatton, 
MD  « C.  Stratton  Hill,  MD '«  Gerald  H.  Holman,  MD 
Kris  Howard,  MD  r Philip  Huang,  MD,  MPH  e Manuel  jovel,  MD 
'«  Jeft  Kerr,  MD  « A.  Marilyn  Leitch,  MD  « Seth  Lerner,  MD 
Joseph  A.  Lucci,  111,  MD  « Vivek  Mahendru,  MD  e Donald 
Mahoney,  MD  « J.  E.  Mendez,  MD  e David  S.  Miller,  MD  '«  Billy 
U.  Philips,  Jr.,  PhD,  MPH  « Benny  P.  Phillips,  MD  Marvin  M. 
Romsdahl,  MD  'it  Sid  Roberts,  MD  «’  Catherine  A.  Ronaghan,  MD, 
FACS  '«  Joseph  E.  Ronaghan,  MD  e Terry'  Rusrin,  MD 
Christopher  O.  Ruud,  MD 'm  Rolando  H.  Saenz,  MD  « Rena 
Vassiloupoulo'Sellin  « Jennifer  Sherwood,  MD  e V.O.  Speights,  Jr., 
DO  e Rufus  Stanley,  MD  « Kevin  Stewart,  MD  e Marvin  J.  Stone, 
MD  '«  Elizabeth  Thompson,  MD 'm  William  S.  Velasquez,  MD 
Charles  N.  Verheyden,  MD  «’  Claire  Verschraegen,  MD 
Annette  Walltisch,  MA  'ii  Brian  Williams,  MD 
Felicia  Waddleton-Willis,  DO  Sunny  Wong,  MD 
Walter  Wyrick,  MD  '«  John  Zieherr,  ML3 

MATERIAL  CONTRIBUTORS: 

Donna  Bacchi,  MD,  MPH  '«  Powel  Brown,  MD  '« 

Brian  Colwell,  PhD  '«  Jill  Cortada,  RN  m Richard  Elledge,  MD 
Lawrence  Frankel,  MD  '«  Sheryl  Gajewsky,  RN 
Nell  Gottlieb,  PhD  « Donna  Groff,  MD,  PhD 
Patsy  Harper,  RN  r David  D.  Madorsky,  MD  '«  Pam  Mathison,  RN 
Joy  Novak,  RN  e Michelle  Murphy  Smirh,  PhL') 

Myrna  Urihe  '«  Geoffrey  Weiss,  MD 


INSTITUTIONS/ORGANIZATIONS: 

American  Cancer  Society  - Texas  Division  e Blue  Cross/Blue  Shield 
of  Texas,  Inc.  « Bowie  County  Medical  Society  e Dental  Oncology 
Education  Program  '«  Doctors  Hospital  of  Laredo  <1’  Good  Shepherd 
Medical  Center  e Gregg-Upshur  County  Medical  Society  Hale- 
Floyd'Briscoe  County  Medical  Society  « Hillcrest  Baptist  Medical 
Center  e Laredo  Area  Health  Education  Center 
McLennan  County  Medical  Society  e Midland  County  Medical 
Society  « National  Black  Leadership  Initiative  on  Cancer 
National  Hispanic  Leadership  Initiative  on  Cancer  Nurse 
Oncology  Education  Program  e Piney  Woods  Area  Health 
Education  Center  '«  St.  Michael  Health  Care  Center 
Stephen  F.  Austin  University  « Texas  Cancer  Council 
Webb-Zapata-Jim  Hogg  County  Medical  Society 


EDUCATIONAL  GRANTS: 

Anesta  Corp./Ahbott  Laboratories  '«  Bristol-Myers  Squibb  Oncology 
Eli  Lilly  and  Company  '«  GlaxoWellcome,  Inc. 

Hoechst  Marion  Roussel,  Inc.  «'  Ortho  Biotech  « Purdue  Frederick 
'«  Rhone-Poulenc  Rorer  Pharmaceiiricals,  Inc.  '«  Roxane 
Laboratories,  Inc. and  the  Roxane  institute  Schering  Oncology 
Biotech  '«  UCB  Pharma,  Inc.  '«  Varian  Oncology  Systems 


STEERING  COMMITTEE  MEMBERS: 

Geoffrey  Weiss,  MD-Chair '«  Michael  Ahearn,  PhD-Vice-Chair 
Stephen  S.  Clark,  MD  '«  John  J.  Costanzi,  MD  '«  Lewis  E.  Foxhall, 
MD  e Lawrence  Frankel,  MD  Carolyn  Harvey,  RN,  PhD 
Philip  Huang,  MD,  MPH  '«  A.  Marilyn  Leitch,  MD 'm  Charles 
Levenback,  MD-Immediate  Past  Chair  e Ray  O.  Lundy,  MD 
David  D.  Madorsky,  MD  « Gregory  C.  Marino,  DO  * Billy  U. 
Philips,  Jr.,  PhD,  MPH  'it  V.  O.  Speights,  Jr.,  DO 'm  Douglas  Terry, 
MD  Karen  Torges  'it  Claire  Verschraegen,  MD  it  Armin  D. 
Weinberg,  PhD  it  Darryl  M.  Williams,  MD  '•  David  P.  Wright,  MD 
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Online@TMA  gets  a face-lift 

Every  member  has  a personal  page  at  www.texmed.org 

By  Steve  Levine,  TM  A director  of  communications 


Highlights  of  the 
newTMAWeh  site 


You  can  quickly  and  easily  find  pertinent  infor- 
mation on  the  TMA  Web  site.  All  pages  appro- 
priate to  specific  specialties  — or  that  appeal  to 
members  with  broad  interests  such  as  “Legislative 
Issues"  or  “Payment  Advocacy”  — can  be  ac- 
cessed with  a simple  click  of  the  mouse. 
Everything  you've  counted  on  the  TMA  Web 
site  to  provide  is  still  on  the  site;  it's  just  been 
reorganized  and  is  easier  to  find.  Members  can 
enjoy  medical  research  information  from  the  TMA 
Library,  earn  online  continuing  medical  education 
(CME)  credit,  and  stay  abreast  of  the  latest  health 
care  action  in  theTexas  Legislature  or  Congress. 
Contact  your  peers  quickly  and  easily.The  “Find 
a Physician”  service  in  the  “Members  Only”  section 
provides  access  to  information  about  all  licensed 
Texas  physicians.  Sort  by  city,  specialty,  name,  or 
other  category.  Information  includes  phone,  fax, 
and  e-mail  contact  data,  maps  to  practice  locations, 
and  demographic  background. 

LetTMA  help  you  wade  through  the  mounds  of 
online  medical  research.  Members  can  search 
the  medical  literature  using  Internet  sites  that  spe- 
cialize in  clinical  information  and  that  have  earned 
the  approval  of  theTMA  Council  on  Public  Health. 
Soon  to  come  will  be  practice  management  and 
medical  economics  search  engines. 

The  “Members  Only”  main  page  can  be  your 
home  page.  Each  member  can  list  up  to  four  World 
Wide  Web  links  at  the  top  of  his  or  her  personalized 
page.  One  click  takes  members  to  their  favorite 
news,  finance,  health-related,  or  entertainment  links. 
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House  of  Delegates  members  vote 
to  support  patient  confidentiality 


Planning  for  the  redesign  and  re- 
organization of  Texas  Medical 
Association’s  Web  site  began  in 
October  1998  — 15  months  be- 
fore TMA  unlocked  the  doors  to 
its  new  online  home  this  month. 
That’s  far  too  long  for  the  association  to 
hyperlink  itself  into  the  forefront  of  cy- 
berspace, but  it’s  plenty  of  time  to  re- 
search and  develop  a Web  site  that 
meets  Texas  physicians’  unique  needs. 

“We  understood  that  it’s  our  patients 
who  are  driving  physicians  to  sign  on  to 
the  Internet,  that  there  is  a tremen- 
dously wide  range  of  cybersophistica- 
tion among  our  members,  that 
physicians  look  to  the  World  Wide  Web 
for  medical  research  and  continuing 
medical  education,  and  that  Texas 
physicians  look  to  TMA  for  superb  ad- 
vocacy on  behalf  of  themselves  and 
their  patients,”  said  Hugh  Bob  Currie, 
MD,  chair  of  TMA’s  Council  on  Commu- 
nication. “We  built  our  new  Web  site  to 
accommodate  all  of  that.” 

Hundreds  of  TMA  members,  led  by 
the  Council  on  Communication  and  its 
Internet  Virtual  Advisory  Committee, 
provided  input  into  the  new  site’s  archi- 
tecture and  design.  A multidisciplinary 
staff  team  worked  closely  with  a graphic 
artist  from  Syndetic  Design  to  organize 
the  new  site  and  craft  its  look  and  feel. 

“We’re  most  excited  about  the  new 
‘Members  Only’  section,  which  allows 
every  TMA  member  to  create  a personal 
page  that  meets  his  or  her  medical  In- 
ternet needs,”  Dr  Currie  said.  “Material 
can  be  organized  by  a physician’s  spe- 
cialty and  particular  area  of  interest, 
and  there  are  hot  links  to  his  or  her 
county  medical  society  and  favorite 
sites  on  the  Internet.”  All  TMA  mem- 
bers who  sign  in  to  create  a personal 
page  before  February  29  will  be  eligible 
for  a drawing  to  win  an  iMac  or  Dell 
home  computer  system. 

Some  things  haven’t  changed  about 
TMA’s  Internet  presence.  The  address  is 
still  www.texmed.org.  It  still  includes 
the  popular  “Internet  Gateway  to  Health 
Resource  Links”  designed  by  the  TMA 
Library  under  the  direction  of  the  Coun- 
cil on  Public  Health.  And  it  still  includes 
all  the  political  news,  CME  resources, 
and  practice  management  tips  for  which 
TMA  is  known.  ★ 


You’ve  just  written  a patient  a 
prescription  for  Viagra  and  the 
next  thing  he  knows  he’s  getting 
calls  from  a video  dating  serv- 
ice. Farfetched?  Perhaps,  but 
there  is  growing  concern  in  the  med- 
ical community  that  information  in 
patients’  medical  records  that  ought  to 
remain  confidential  is  falling  into  the 
wrong  hands. 

Patient  confidentiality  was  ad- 
dressed by  the  Texas  Medical  Associa- 
tion House  of  Delegates  during  its 
interim  session  November  12-13  in 
Austin.  The  House  adopted  a resolution 
that  patients  should  have  the  right  to 
keep  their  medical  records  private  and 
to  refuse  disclosure  of  confidential  in- 
formation for  any  reason  except  for 
treatment  and  payment  purposes.  It 
also  said  TMA  should  encourage  the 
American  Medical  Association  to  join 
other  medical  and  patient  advocacy 
groups  in  examining  methods  to  safe- 
guard medical  information. 

The  measure,  offered  by  the  Harris 
County  Medical  Society  and  endorsed 
by  the  Reference  Committee  on  Socio- 
economics, was  among  36  resolutions 
and  reports  acted  upon  by  the  House. 

Testimony  on  the  resolution  during 
the  reference  committee  hearing  showed 
that  access  to  patients’  medical  records 
by  health  plans  and  pharmacy  benefits 
managers  was  resulting  in  the  informa- 
tion being  used  to  market  products  and 
services.  The  reference  committee  report 
also  said  access  to  the  data  has  increased 
as  physicians,  hospitals,  and  health 
plans  have  increased  their  reliance  on 
the  Internet  and  other  electronic  means 
of  transmitting  medical  information. 
The  committee  said  an  upcoming  leg- 
islative study  on  the  issue  would  fuel  the 
need  for  TMA  to  establish  a “thoughtful 
and  reasoned  policy”  on  the  disclosure 
of  medical  information. 

Other  resolutions  adopted  by  the 
House  included  measures  that  TMA; 


TMA  dues  are  among  the  lowest  in  the  country  and 
members  get  almost  twice  as  much  in  service  as  they 
pay,  TMA  Secretary/Treasurer  Priscilla  Ray,  MD,  of 
Houston,  told  the  House  of  Delegates.  "The  big  pic- 
ture shows  your  dues  are  going  exactly  where  you’d 
expect  them  to  go  . . . into  representation  and  advo- 
cacy and  CME  and  communications  and  practice  man- 
agement tools." 

• Inform  the  Health  Care  Financing  Ad- 
ministration and  the  Texas  Depart- 
ment of  Health  that  patients’ 
behavioral  disorders  caused  by  de- 
menting illnesses  are  clinical  compli- 
cations, not  regulatory  violations,  and 
ask  them  to  stop  citing  long-term  care 
facilities  for  patients’  sexual  acts 
caused  by  mental  illness  or  dementia. 

• Investigate  deceptive  practices  by  all 
payers,  including  reimbursement 
levels  that  do  not  cover  the  cost  of 
providing  care  and  may  impede  ac- 
cess to  care. 

• Continue  to  study  herbal  remedies 
and  communicate  TMA’s  concern 
over  their  use  because  many  have 
limited  scientific  basis  for  their  effi- 
cacy and,  in  some  cases,  may  be  life- 
threatening;  educate  the  public  on 
the  effects  of  herbal  remedies;  and 
seek  appropriate  regulatory  changes. 

• Intensify  its  efforts  to  educate  physi- 
cians about  state  law  establishing 
independent  review  organizations 
(IROs)  and  how  to  use  the  IRO 
process. 
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The  House  of  Delegates  also  ap- 
proved several  reports  from  TMA  coun- 
cils and  committees.  They  included: 

• A Council  on  Public  Health  recom- 
mendation that  physicians  should 
consider  using  cost  as  a factor  in 
prescribing  medication  when  pre- 
scription drugs  are  comparable;  and 
that  TMA  encourage  residency  pro- 
grams to  include  cost  and  scientific 
research  in  prescription  drug  selec- 
tion in  their  educational  process. 

• A Council  on  Socioeconomics  rec- 
ommendation that  TMA  work  with 
the  Texas  Department  of  Insurance 
to  develop  rules  to  enforce  the 
prompt  payment  law  passed  by  the 
last  session  of  the  Texas  Legislature. 

A resolution  from  Dallas  County 
Medical  Society  recommending  that 
the  Interim  Session  of  the  House  of 
Delegates  be  eliminated  was  referred  to 
the  TMA  Board  of  Trustees  for  a report 
to  the  House  in  April  2001. 

Working  for  physicians 

The  House  heard  a presentation  on  asso- 
ciation dues  from  TMA  Secretary/Trea- 
surer Priscilla  Ray,  MD.  Dr  Ray  said 
TMA’s  dues  of  $360  a year  are  the  lowest 
of  any  large  state  medical  association 
and  42nd  lowest  in  the  entire  country. 

“You  get  much  more  than  your 
money’s  worth  out  of  that  $360  — it’s 
more  like  $650  worth  of  representation 
and  services,”  she  said. 

Although  TMA  is  doing  everything  it 
can  to  hold  down  expenses  and  spend 
its  money  wisely,  the  cost  of  represent- 
ing physicians  and  patients  is  increas- 
ing, Dr  Ray  said. 

“You  and  I both  know  that  we  can’t 
maintain  indefinitely  this  level  of  serv- 
ice at  this  level  of  membership  dues. 
Eventually,  the  day  will  come  when  I’ll 
be  standing  up  here  asking  you  to  ap- 
prove a dues  increase,”  she  said.  “And 
based  on  what  I’ve  seen  so  far,  even 
with  a modest  increase  in  dues,  I can 
say  that  your  TMA  membership  will  re- 
main one  of  the  best  bargains  our 
money  could  buy.” 

During  his  speech  to  the  House,  TMA 
President  Alan  C.  Baum,  MD,  reviewed 
TMA  successes  over  the  past  few  months. 


They  included  passage  of  the  physi- 
cian negotiation  and  prompt  payment 
legislation  by  the  legislature,  streamlin- 
ing the  credentialing  process  for  physi- 
cians to  participate  in  health  plans, 
forcing  changes  in  the  Aetna/Prudential 
merger  to  prevent  Aetna  from  dominat- 
ing the  Houston  and  Dallas  markets,  and 
helping  to  secure  passage  of  a bipartisan 
Patients’  Bill  of  Rights  by  the  U5  House. 

Medicine  faces  many  challenges.  Dr 
Baum  said,  but  “the  best  state  medical 
society  in  the  country  is  on  top  of  all  of 
this.  . . . Our  committees  are  working  6 
and  7 days  a week.  Nothing’s  going  to 
fall  through  the  cracks.  We’re  working 
every  day  to  decrease  your  hassles, 
simplify  the  claims  you  have  to  file,  and 
expedite  payment  of  those  claims.” 

Legislative  studies 

The  magnitude  and  complexity  of 
Texas’  growing  health  care  concerns, 
both  public  and  private,  is  causing  the 
Texas  Legislature  to  conduct  studies  on 
many  health  care  issues  before  its  next 
session  in  January  2001,  Robert  W. 
51oane,  Jr,  MD,  chair  of  the  TMA  Coun- 
cil on  Legislation  told  the  House.  Those 
studies  likely  will  lead  to  legislative  ini- 
tiatives in  the  next  session. 

Delegates  were  given  the  opportu- 
nity to  rank  the  issues  in  the  order  of 
priority.  The  results  were: 

1.  Blue  Ribbon  Task  Force  on  the 
Uninsured; 

2.  Medical  privacy; 

3.  Medicaid  managed  care; 

4.  Disease  management; 

5.  Graduate  medical  education; 

6.  Use  of  the  money  from  settlement 
of  the  tobacco  lawsuit; 

7.  Border  health; 

8.  Physician  workforce; 

9.  Telemedicine; 

10.  Long  term  care; 

11.  Implementation  of  the  Children’s 
Health  Insurance  Program; 

12.  Pharmaceuticals; 

13.  Childhood  vaccinations; 

14.  Hospital  sales  and  mergers;  and 

15.  Genetics. 

Dr  $loane  said  the  Council  on  Legis- 
lation would  work  to  raise  lawmakers’ 
expertise  on  and  understanding  of  the 


TMA’s  political  action  committee,  TEXPAC,  has  had 
many  legislative  successes,  such  as  US  House  pas- 
sage of  a bipartisan  Patients'  Bill  of  Rights,  but  a lot 
of  work  still  needs  to  be  done,  TEXPAC  Chair  David 
Duffner,  MD,  of  Tyler,  told  the  House  of  Delegates. 
"We're  winning,  but  we  can’t  let  up,"  he  said. 


Robert  W.  Sloane,  Jr,  MD,  of  Fort  Worth,  chair  of  the 
TMA  Council  on  Legislation,  said  lawmakers  are  going 
to  be  spending  a lot  of  time  examining  health  care  is- 
sues before  the  77th  Texas  Legislature  convenes  next 
January.  "This  is  by  far  the  most  active  interim  on 
health  care  that  we’ve  seen  in  recent  memory,”  he  said. 

issues,  reduce  political  conflict,  and 
achieve  politically  realistic  solutions. 
“We’ll  keep  you  informed  and  keep  you 
involved,”  he  said. 

Other  business 

Delegates  also  elected  Ronald  G.  Mun- 
son, MD,  of  Mathis,  as  a member  of  the 
Texas  Delegation  to  the  AMA,  and 
Larry  E.  Reaves,  MD,  of  Fort  Worth,  as 
an  alternate  delegate. 

The  House  approved  awarding  the 
TMA  Distinguished  5ervice  Award  to 
George  G.  Alexander,  MD,  of  Bellville, 
to  honor  his  commitment  and  dedica- 
tion to  medicine.  ★ 
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January’s  "Med Bytes”  brings  you  a sampling  of  some  dynamic 
public  health  sites  on  the  Internet. 

HealthAnswers 

Get  answers  to  your  questions  at  www.healthanswers.com.This 
site  has  information  on  both  common  and  unique  health  topics  for 
every  audience.The  site  features  a special  section  for  medical  pro- 
fessionals, with  topics  of  interest  and  a “point-counterpoint"  arti- 
cle provided  by  Physician's  Weekly  magazine. The  site  also  includes 
a pharmaceutical  database  with  information  in  English  and  Span- 
ish.The  site  recently  was  selected  as  a leading  Web  site  by  Forbes 
magazine  and  has  been  honored  with  eHealthcareWorld’s  Internet 
Leadership  Achievement  award. 

Ten  Great  Public  Health  Achievements  in 
the  20th  Century 

This  Centers  for  Disease  Control  and  Prevention  site,  at  www. 
cdc.gov/od/oc/media/tengpha.htm,  covers  public  health 
strides  made  over  the  last  century  in  such  areas  as  immunizations, 
motor  vehicle  safety,  workplace  safety,  control  of  infectious  dis- 
eases, and  healthier  mothers  and  babies. 

American  Public  Health  Association 

This  user-friendly  site,  located  at  www.apha.org,  features  links 
to  continuing  medical  education,  a large  collection  of  public  health 
books,  legislative  issues  and  advocacy,  and  links  to  The  American 
Journal  of  Public  Health  and  The  Nation's  Health. 

Healthfmder 

Calling  itself  the  government  gateway  Web  site  for  health  informa- 
tion, Healthfmder  is  located  at  www.healthfinder.gov.  The  site 
helps  users  find  reliable  health  information  through  the  Internet  and 
brings  under  one  umbrella  the  vast  health  information  resources  of 


the  federal  government  and  its  many  partners.  Visit  this  site  for  the 
latest  government  health  news,  online  journals,  medical  dictionar- 
ies, and  links  to  information  about  a wide  array  of  health  topics. 

Texas  Department  of  Health 

Go  to  the  Texas  Department  of  Health  Web  site  at 
www.tdh.5tate.tx.us  to  find  the  latest  health  alerts,  links  to  in- 
formation on  Medicaid,  a schedule  of  open  meetings,  and  public 
health  information  on  any  topic  from  diabetes  prevention  to  to- 
bacco use  prevention. 

Healthy  People  2010 

Located  at  www.health.gov/healthypeople,  this  site  identifies 
the  most  significant  preventable  threats  to  health  and  focuses  on 
public  and  private  sector  efforts  to  address  those  threats. The  site 
offers  information  about  the  project,  including  its  focus  areas, 
state  action,  and  annual  meetings.  Healthy  People  2010  is  a na- 
tional health  promotion  and  disease  prevention  project  coordi- 
nated by  the  Office  of  Disease  Prevention  and  Health  Promotion 
and  the  US  Department  of  Health  and  Human  Services. 

TMA’s  redesigned  Web  site 

Be  sure  to  check  out  TMA's  recently  redesigned  Web  site  at 
www.texmed.org,  featuring  a wealth  of  public  health  informa- 
tion, personalized  pages  for  allTMA  members,  a medical  research 
center,  and  a whole  new  look.The  medical  research  center  enables 
physicians  to  search  for  information  on  any  medical  topic  from 
credible  sources  designated  by  theTMA  Library  under  the  direc- 
tion of  the  Council  on  Public  Health.  Sign  on  to  the  “Members 
Only"  section  and  set  up  your  personal  page  before  February  29, 
and  you  will  get  not  only  information  tailored  to  your  specialty  and 
particular  area  of  interest,  but  also  the  chance  to  win  your  choice 
of  an  iMac  or  Dell  home  computer  system. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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PROJECT  WATCH 


POEP  offers  education 
module  for  treating  special 
populations 


Preietitiug  heart  & brain  attack 


Spirit  of  Project  WATCH 
alive  in  medical  practices 

By  Laura  J.  Albrecht, 

Public  information  officer 

YOU  may  already  have  the  spirit 
of  Project  WATCH  in  your  prac- 
tice without  even  knowing  it.  I 
recently  saw  my  gynecologist 
for  the  ever-popular  annual 
exam.  Fortunately,  I have  managed  to 
see  the  same  doctor  for  4 years,  a mir- 
acle in  the  age  of  “new  plan,  new  doc- 
tor.” It’s  safe  to  say  we  have  developed 
a physician-patient  relationship. 


high  blood  pressure  — my  doctor 
and  her  nursing  staff  covered  four  in 
a routine  30-minute  appointment. 
So,  why  are  some  physicians  strug- 
gling to  find  the  time  to  counsel 
their  patients  while  others  seem  to 
breeze  through  the  process? 

One  of  the  primary  strengths  of 
Project  WATCH  is  drawing  on  the 
physician-patient  relationship.  Will 
your  patient  listen  if  you  explain  to 
him  that  those  extra  pounds  are 
adding  stress  to  his  heart  or  that  a 
little  exercise  will  go  a long  way  in 
improving  his  chances  of  not  having 
a heart  attack? 

A recent  poll  taken  by  Pfizer,  Inc, 
revealed  that  the  key  elements  that 
should  define  the  physician-patient 
relationship  are  “compassion,  un- 
derstanding, and  partnership.”  It 
was  a given  that  the  physician  al- 
ready had  the  scientific  knowledge 
needed  to  practice  medicine. 

The  study  also  showed  that  patients 
are  taking  a more  active  role  in  their 
medical  care  and  that  physicians  and 
patients  now  see  their  relationships  as 
“mutual”  partnerships.  “Americans 


One  of  the  primary  strengths  of  Project  WATCH  is 
drawing  on  the  physician-patient  relationship. 


The  appointment  began  with  us 
talking  about  the  change  from  day- 
light saving  time  to  standard  time. 
We  shared  the  woes  of  how  this 
plunge  into  darkness  was  now  de- 
vouring precious  daylight  and  con- 
suming the  time  set  aside  for  evening 
runs.  Adjustments  were  going  to 
have  to  be  made  because  we  both  re- 
alized the  importance  of  physical  ac- 
tivity to  stay  healthy.  We  also  chatted 
about  weight  (lost  3 pounds),  to- 
bacco (I  don’t  smoke),  and  blood 
pressure  (normal),  along  with  other 
general  health  and  life  matters. 

Out  of  the  five  possible  risks  for 
heart  disease  and  stroke  — weight, 
activity,  tobacco,  cholesterol,  and 


viewed  the  physician-patient  relation- 
ship as  second  in  importance  only  to 
marriage,”  said  Michael  Magee,  MD, 
senior  medical  advisor  at  Pfizer. 

Because  patients  are  searching 
the  Internet  for  medical  informa- 
tion, the  Project  WATCH  site  at 
www.texmed.org  (see  “Health  & Sci- 
ence”) will  help  you  direct  your  pa- 
tients to  accurate  information  on 
heart  disease  and  stroke. 

The  public  component  of  the  pro- 
gram will  be  launched  at  the  TMA 
Winter  Conference,  February  26,  at 
the  Renaissance  Austin  Hotel.  For 
more  information,  contact  Project 
WATCH  at  (800)  880-1300,  ext  1382, 
or  (512)  370-1382.  ★ 


Physician  Oncology 

0000 

Education  Program 


Anew  cancer  education  module, 
“Cancer  in  Special  Populations: 
Prevention  and  Early  Detection,” 
is  available  from  the  Physician 
Oncology  Education  Program. 
Physicians  can  use  it  in  a slide/lecture 
format  during  presentations  or  as  a 
self-study  unit  for  continuing  medical 
education  credit. 

“Special  populations”  is  the  term 
used  by  the  National  Cancer  Institute  to 
describe  people  who  have  inadequate 
access  to  cancer  education,  screening, 
prevention,  and  treatment  services.  This 
includes  ethnic  minorities,  people  with 
low  income  or  low  literacy,  elderly  peo- 
ple, and  people  at  high  risk  for  cancer. 

Physicians  who  complete  the  mod- 
ule will  be  able  to: 

• Describe  US  population  trends  and 
demographics  related  to  special 
populations. 

• Identify  cultural  characteristics  of 
ethnic  minorities. 

• List  factors  related  to  the  special 
populations’  increased  risk  of  cancer. 
• Discuss  strategies  for  increasing  can- 
cer prevention  and  early  detection 
opportunities,  and  cancer  incidence 
and  mortality  trends  in  special  pop- 
ulations. 

• Describe  cultural  competency  in 
health  care. 

The  cost  is  $30  for  physicians  in  Texas 
and  $49  for  doctors  outside  the  state. 

For  information  about  the  module  or 
other  POEP  educational  materials,  call 
(800)  880-1300,  ext  1672,  or  (512)  370- 
1672;  or  e-mail  poep@texmed.org.  ★ 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline: 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that  feature  health 
and  medical  information  your  patients  may  read  and  ask  you  about.  Send  your  sugges- 
tions and  comments  to  Laura  Albrecht,  Texas  Medicine,  401 W 15th  St,  Austin, TX  78701; 
ore-mail  laura_a@texmed.org. 

“HMO  HELL.”  It’s  a war  over  patients'  rights  in  the  world  of  managed  care.  It’s  in  criti- 
cal condition  and  a cure  hasn’t  been  found  yet.  Newsweek,  11/8/99 

“MOTIVATION.”  He’s  a heart  transplant  recipient,  a cancer  survivor,  and  runs 
marathons.  "We  all  have  setbacks  in  life,”  said  Greg  Osterman  of  Loveland,  Ohio.  Run- 
ner's World,  12/99 

“THE  SERIOUS  ILLNESS.”  One  in  four  women  suffer  from  depression.  Are  doctors  ig- 
noring this  illness?  Redbook,  12/99 

“EYES  WIDE  CUT.”  Called  the  “darling  of  ophthalmology,”  LASIK  surgery  is  gaining 
popularity.  Even  Cowboys  quarterbackTroy  Aikman  has  undergone  the  procedure.  Texas 
Monthly,  11/99 

“STRONG  WOMAN.”  An  assistant  professor  of  history  at  The  University  of  Texas  at 
Austin  finds  lifting  weights  means  more  than  just  physical  strength.  Health,  11/12/99 

“HOW  ONE  BIG  HMO  CAPITULATED.”  Austin  cardiologist  George  Rodgers,  MD,  talks 
about  United  HealthCare’s  decision  to  put  the  practice  of  medicine  back  into  the  hands 
of  doctors.  Time,  11/22/99 

“HAPPY  ACCIDENTS."  Breastfeeding  is  not  a foolproof  form  of  birth  control.  Learn 
how  to  prevent  back-to-back  babies.  Parents,  12/99 

“THE  LUCKY  ONES.”  With  the  help  of  LifeGift,  aTexas  family  meets  the  recipients  of 
their  17-year-old  daughter's  donated  organs.  Good  Housekeeping,  12/99 

“COMMAND  YOUR  AIR  FORCE.”  Dry  air,  high  altitude,  and  exertion  can  bring  on 
asthma  attacks  even  among  elite  athletes.  Outside,  12/99 

“BITTER  IS  BETTER.”  Cold  weather  doesn't  mean  you  have  to  put  your  workouts  on  the 
back  burner.  Outside,  12/99 


IVIedioal 

Pathways 


Growing!  Growing!  GrOWINC! 


Looking  for  a challenge? 
Seeking  stability?  Wondering 
what  successful  companies 
do  differently? 

Consider  the  opportunities 
available  at  Medical 
Pathways. . . fully  equipped 
for  Y2K  and  beyond! 

Senior  Medical  Director 

Medical  Pathways,  a leading 
IPA  management  company,  is 
seeking  a senior  medical 
director  for  its  Fort  Worth, 

Texas  operations.  The  company 
presently  manages  over  400,000 
lives  in  California  and  Texas  and 
is  looking  for  an  experienced 
physician  to  direct  the 
implementation  of  its  HMO 
program  in  Texas.  The  physician 
must  possess  knowledge  in  all 
aspects  of  medical  management 
including  strategic  planning, 
physician  leadership,  utilization 
management,  and  quality 
improvement.  The  candidate 
must  be  Board  Certified  in  their 
chosen  specialty,  have  3-5  years 
of  managerial  experience  and 
possess  strong  interpersonal 
skills.  A Texas  medical  license  and 
IPA  management  experience  is 
highly  desired  by  not  required. 

For  immediate  consideration 
please  fax  or  e-mail  your  CV 
(with  salary  requirements)  to 
Lynda  Graham  at  562-924-2246 
or  LGraham@MedicalPathways. 

com.  No  phone  calls  please. 
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CONNECT  TO  TMA 


TMA  switchboard 

(800)  880-1300 
Impaired  Physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 


Ten  reasons  to  attend 
Tex  Med  2000 


Looking  for  a reason  to  attend 
TexMed  2000  May  25-28  in  San 
Antonio?  Here  are  10  reasons  to 
attend  and  to  make  the  Memorial 
Day  Weekend  a memorable  one; 

1.  Free  AMA  PRA  Category  1 contin- 
uing medical  education  (CME) 
credit  for  Texas  Medical  Associa- 
tion members  (and  only  $10  for  of- 
fice staff,  including  nurses  and 
allied  health  professionals). 

2.  An  opportunity  to  shape  the  future 
of  TMA  by  participating  in  the  as- 
sociation’s governance. 

3.  Networking  with  colleagues,  which 
expands  resources  and  knowledge. 

4.  More  than  200  exhibits  at  the  Expo, 
giving  you  and  your  office  staff  a 
chance  to  interact  with  vendors  and 
view  the  latest  medical  products. 

5.  The  Thursday  general  session, 
“Healing  When  You  Cannot  Cure,” 
with  Rabbi  Harold  Kushner  (also 
counts  for  1 hour  of  ethics  CME 
credit). 

6.  The  Saturday  general  session, 
“Good  Families  Don’t  Just  Happen,” 
with  Catherine  Musco  Garcia-Prats 
and  Joseph  A.  Garcia-Prats,  MD. 

7.  Thursday’s  TMA  Alliance  evening 
at  the  Southwest  School  of  Art  and 
Craft. 

8.  Saturday’s  TMA  Day  at  Sea  World, 
with  discounted  fees  for  TexMed 
attendees  and  a family  cookout. 

9.  Subsidized  child  care,  so  the  whole 
family  can  attend. 

10.  The  host  city,  San  Antonio  — one 
of  the  most  popular  convention 
and  vacation  destinations  in  Texas, 
with  activities  for  the  entire  family. 

For  more  information,  call  (800) 
880-1300,  ext  1450,  or  (512)  370-1450; 
e-mail  paula_r(a)texmed.org;  or  visit  the 
TexMed  2000  Web  site  at  virtual. 
texmed.org.  ★ 


House  Republicans  threaten 
to  release  data  bank  info 


Have  Republicans  in  the  US  House 
of  Representatives  subscribed  to 
the  notion  that  revenge  is  a dish 
best  served  cold?  The  American 
Medical  Association  suspects  the 
Republican  leadership  may  be  looking 
for  payback  for  House  passage  this  fall 
of  the  bipartisan  Patients’  Bill  of  Rights. 

According  to  the  Associated  Press 
(AP),  US  Rep  Thomas  Bliley  (R-Va)  is 
wondering  whether  the  public  should 
have  access  to  the  National  Practitioner 
Data  Bank.  The  data  bank  — which  lists 
disciplinary  actions  against  physicians 
— was  created  by  Congress  to  help  hos- 
pital administrators,  licensing  boards, 
and  health  maintenance  organizations 
(HMOs)  check  physicians’  records  be- 
fore hiring  them  or  issuing  them  cre- 
dentials. Congress  ordered  that  the 
information  be  closed  to  everyone  else. 

Now,  AP  reports.  Representative 
Bliley  says  he  plans  to  hold  hearings 
this  year  on  whether  the  database 
should  be  opened  to  patients.  He  says 
it  is  unfair  to  withhold  the  information 
from  consumers. 

But  AMA  President  Thomas  R.  Rear- 
don, MD,  questioned  whether  Repre- 
sentative Bliley’s  comments  were 
motivated  by  organized  medicine’s 
support  of  the  Patients’  Bill  of  Rights. 
AMA,  TMA,  and  other  health  care 
groups  strongly  lobbied  for  the  bill, 
which  was  passed  despite  the  House 
Republican  leadership’s  objections  be- 
cause of  support  from  both  Democrats 
and  Republicans. 

“If  there  is  an  attitude  in  Congress  to 
punish  organizations  that  disagree  with 
what’s  going  on  in  Congress,  then 
that’s  sad,”  Dr  Reardon  told  the  AP. 

Consumers  need  to  know  when  a 
state  disciplines  a doctor,  he  said,  but 
providing  broader  information,  such  as 
malpractice  judgments,  was  unfair  be- 
cause some  of  the  best  doctors  get  sued. 

Steve  Schmidt,  a spokesperson  for 
Representative  Bliley,  told  AP  the  con- 
gressman merely  wants  to  help  patients 
uncover  incompetent  doctors.  ★ 


22 


Texas  Medicine  Rounds 


www.texmed.org 


Winter  conference  looks  at 
the  latest  medical  issues 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Patients  with  relapsing-remitting  forms  of  multiple  sclerosis  experience  brain  atrophy 
early  in  the  disease,  but  the  shrinkage  can  be  reversed  through  treatment  with  Avonex, 
report  researchers  at  Buffalo,  NY,  General  Hospital. 

Neurology,  1 1 /9/99 


Discussion  of  issues  affecting  pa- 
tients and  physicians’  practices, 
and  a review  of  key  legislative  in- 
terim studies  will  highlight 
TMA’s  2000  Winter  Conference 
February  26  at  the  Renaissance  Austin 
Hotel.  “Medicine’s  Relevance  in  the 
21st  Century”  is  the  theme. 

Speakers  will  include  Jeffrey  C. 
Bauer,  PhD,  nationally  recognized 
health  care  futurist  and  medical  econo- 
mist, and  John  A.  Daly,  PhD,  professor 
of  communications  and  management 
at  The  University  of  Texas. 

Several  TMA  councils  and  commit- 
tees will  meet  on  Friday,  February  25. 

Other  conference  highlights  include  a 
networking  reception  on  Friday  evening, 
a Saturday  morning  “dawn  duster”  ses- 
sion, and  TMA’s  biennial  strategic  plan- 
ning session  Saturday  afternoon. 

The  conference,  including  a Satur- 
day luncheon  sponsored  by  the  Texas 
Medical  Association  Insurance  Trust,  is 
free  for  all  TMA  members  and  invited 
guests.  It  has  been  approved  for  AMA 
PRA  Category  1 continuing  medical  ed- 
ucation credit.  The  cost  for  nonmember 
physicians  is  $200.  Although  not  re- 
quired, preregistration  for  the  confer- 
ence is  suggested. 

For  more  information,  call  TMA  Spe- 
cial Services  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346;  e-mail  amy_e 
@texmed.org;  or  consult  TMA’s  Web  site 
at  www.texmed.org.  ★ 


Bordetella  pertussis  infection  often  causes  persistent  cough  in  adults,  say  researchers 
at  the  University  of  Aahrus  in  Denmark  and  North  American  Vaccine  in  Columbia,  IVW. 
They  examined  201  patients  who  had  a cough  for  several  weeks  but  who  did  not  have  a 
pulmonary  disease. 

Clinical  Infectious  Diseases,  11/99 

Unexplained  fever  in  neonates  immunized  on  the  day  they  are  born  may  be  caused  by 
hepatitis  B vaccination.  Investigators  at  the  Schneider  Children’s  Medical  Center  in  Is- 
rael say  more  research  is  needed  to  determine  if  the  risks  of  unnecessary  diagnostic 
procedures  outweigh  the  benefits  of  vaccinating  newborns  against  hepatitis  B. 
Archives  of  Disease  in  Childhood:  Fetal  and  Neonatal  Edition,  11/99 

Adults  may  be  protected  from  acute  lymphocytic  leukemia  by  genetic  mutations  in  the 
enzyme  that  metabolizes  folic  acid,  report  University  of  California  at  Berkeley  re- 
searchers. They  say  their  findings  show  the  need  for  people  without  one  of  the  muta- 
tions to  take  folates. 

Proceedings  of  the  National  Academy  of  Sciences,  10/99 

Women  may  reduce  their  risk  of  breast  cancer  by  20%  by  exercising  an  hour  or  more  a 
day  because  physical  activity  lowers  the  estrogen  level,  according  to  the  Nurses’  Health 
Study  of  121,701  women  nationwide. 

Archives  of  Internal  Medicine,  10/25/99 

A study  of  69  nonsmoking,  overweight  adults  between  ages  40  and  70  who  had  taken  anti- 
hypertensive medication  for  at  least  3 months  shows  eating  fish  every  day  reduces  several 
risk  factors  for  cardiovascular  disease,  say  University  of  Western  Australia  researchers. 
American  Journal  of  Clinical  Nutrition,  11/99 

Smokers’  risk  of  lung  cancer  can  be  reduced  by  20%  by  including  nuts,  whole  grains,  and 
other  vitamin  E foods  in  a person’s  diet,  a study  of  29,000  male  smokers  in  Finland 
shows.  Such  a diet  increases  the  level  of  alpha-tocopherol  in  the  blood. 

Journal  of  the  National  Cancer  Institute,  10/20/99 
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Medical  Economics 


Insuring  the  children 


CHIP  prepares  for  statewide  rollout 


hat  a difference  a year  makes. 
Twelve  months  ago,  Chil- 
dren’s Health  Insurance  Pro- 
gram (CHIP)  advocates  in 
Texas  were  gearing  up  for  a 
fight  during  the  76th  Legisla- 
ture to  spend  more  money  to 
insure  more  children. 

Today,  with  a legislative  victory  in 
hand,  the  Texas  Health  and  Human  Ser- 
vices Commission  (HHSC)  and  the  state’s 
physicians  and  health  plans  are  planning 
a May  1 statewide  rollout  of  the  insur- 
ance program.  CHIP  will  cover  children 
of  families  making  less  than  200%  of  the 
federal  poverty  level  ($33,400  per  family 
of  four)  from  birth  through  age  18.  With 
any  luck,  CHIP  won’t  resemble  a govern- 
ment program  too  much.  >►  > 


By  Johanna  Franke,  Associate  editor 
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Let’s  review 

1 Through  CHIP,  a product  of  1997’s  Bal- 
anced Budget  Act,  the  federal  govern- 
ment is  allocating  states  $40  billion 
through  2007  to  provide  affordable 
health  insurance  to  uninsured  children. 
Nearly  1 in  4 Texas  children,  or  1.4  mil- 
lion, have  no  health  insurance,  and 
about  557,000  of  them  are  eligible  for 
Medicaid  but  are  not  enrolled.  Another 
498,000  could  be  covered  by  Texas’  CHIP. 
I Texas  stands  to  gain  almost  $2.5  bil- 
lion  of  the  $40  billion  over  the  next  5 

■ years  alone,  or  an  average  of  $423  mil- 
lion annually.  While  states  are  required 

I'  to  contribute  matching  dollars  to  re- 
! ceive  the  new  federal  funds,  Texas’ 
t CHIP  matching  rate  equals  about  26% 
I of  costs,  compared  with  about  38%  for 
traditional  Medicaid.  So  for  approxi- 
mately every  $1  invested  by  Texas,  the 
^ federal  government  will  contribute  an 
additional  $3.  Texas’  share  will  come 
from  the  money  the  state  received  from 
I settlement  of  the  tobacco  lawsuit. 

!|  This  time  last  year,  Texas  had  imple- 
[i  mented  Phase  I of  its  CHIP  plan,  which 
expanded  Medicaid  eligibility  to  chil- 
dren ages  15  to  18  who  were  living  at 
up  to  100%  of  the  federal  poverty 
Mevel.  This  locked  in  Texas’  1998  CHIP 
[appropriation  while  lawmakers  de- 
ii  cided  whether  to  expand  eligibility  for 
I the  program  during  the  1999  legisla- 
itive  session.  The  Texas  Medical  Associ- 
^ ation,  in  partnership  with  the  Texas 
^Pediatric  Society  and  the  Texas  Acad- 
I emy  of  Family  Physicians,  worked  to 
j support  CHIP  throughout  the  session. 

,1  The  Senate  originally  capped  CHIP  el- 
igibility at  150%  of  poverty  for  children 
between  the  ages  of  11  and  18,  but  a 
i House-Senate  conference  committee 
j agreed  late  in  the  session  to  cover  all  chil- 
I dren  under  18  years  whose  families  earn 
1 less  than  200%  of  the  federal  poverty 
' level.  On  May  28,  1999,  Gov  George  W. 

■ Bush  signed  into  law  Senate  Bill  445, 
■which  authorizes  state  agencies  to  pro- 
' vide  comprehensive  health  insurance  to 
I children  from  low-income  families. 

; The  bill  requires  family  cost-sharing 
; at  all  income  levels,  ensures  choice  of 
I health  plans,  and  guarantees  12 
I months’  continuous  coverage  for  en- 
I rolled  children.  It  also  establishes  a 
I strong,  child-specific  benefit  package 
i (see  “Selected  CHIP  Benefits,”  p 26)  and 


makes  HHSC  responsible  for  overseeing 
the  program.  Legal  immigrant  children 
will  be  covered  by  a separate  plan  simi- 
lar to  CHIP,  pending  federal  approval. 

Another  law,  SB  1351  by  Sen  Gon- 
zalo  Barrientos  (D-Austin),  allows  chil- 
dren of  state  employees  to  be  enrolled 
in  CHIP  using  only  state  dollars  to  fi- 
nance the  cost.  Federal  legislation  en- 
acted by  Congress  in  1997  prohibited 
states  from  enrolling  children  of  state 
employees  into  the  program  for  fear 
states  would  shift  these  children  to 


CHIP  in  an  effort  to  control  their  own 
health  care  budgets.  Coverage  under 
SB  1351  will  not  be  available  until  af- 
ter September  1,  2001. 

Phase  II  of  Texas’  CHIP  kicks  off  when 
Birch  & Davis,  the  program’s  administra- 
tive contractor,  begins  enrollment  and 
eligibility  determination  April  3,  with  ac- 
tual CHIP  coverage  starting  May  1. 

Right  off  the  bat,  CHIP  will  face  two 
basic  obstacles,  says  Jane  Rider,  MD,  a 
pediatrician  in  San  Angelo.  “The  chal- 
lenges will  be  to  get  all  the  eligible  chil- 
dren enrolled  and  to  have  enough 
physicians  to  take  care  of  the  children.” 


Marketing  to  the  Medicaid- 
weary 

In  accordance  with  SB  445,  CHIP  offi- 
cials will  use  as  many  private  contractors 
as  possible  to  administer  the  program  so 
that  it  won’t  possess  many  of  the  draw- 
backs of  a government-run  venture. 

“CHIP  will  have  the  protections  of  a 
government-run  program,  including 
state  and  federal  standards  for  over- 
sight, quality,  and  patient  access,  with- 
out some  of  the  hassles  of  other  public 
programs,  like  Medicaid,”  said  Helen 


Kent  Davis,  TMA  director  of  govern- 
mental affairs.  “The  intent  is  to  try  to 
combine  the  best  of  public-  and  pri- 
vate-sector programs  to  build  a system 
that  meets  the  needs  of  children,  pro- 
motes family  responsibility  and  invest- 
ment in  their  child’s  health  care,  and 
removes  barriers  to  enrollment  and 
participation.” 

More  than  20  CHIP  focus  groups 
conducted  by  Orchard  Communica- 
tions, Inc,  across  the  state  last  summer 
highlighted  these  barriers.  Many  par- 
ticipants said  they  did  not  have  health 
insurance  for  their  children  because  it 
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was  too  expensive  or  they  were  ineligi- 
ble for  Medicaid.  Focus  group  members 
who  had  been  through  the  Medicaid 
application  process  reported  being 
treated  “like  dirt”  and  losing  “a  whole 
day  of  work  to  fill  out  the  application” 
at  the  local  Department  of  Human  Ser- 
vices (DHS)  office,  only  to  be  told  to 
come  back  the  next  day.  These  partici- 
pants figured  CHIP,  being  a govern- 
ment program,  would  follow  suit. 


But  HHSC  officials  are  working  to 
make  the  CHIP  application,  which  will 
be  available  in  both  English  and  Span- 
ish, “short  and  straightforward,”  said 
Jason  Cooke,  the  HHSC  associate  com- 
missioner who  oversees  CHIP.  Focus 
groups  and  the  Texas  CHIP  Coalition, 
comprised  of  representatives  from  30 
state  physician,  consumer,  and  health 
plan  groups,  have  refined  the  applica- 
tion so  that  parents  of  potential  en- 


rollees  who  participated  in  the  focus 
groups  were  able  to  complete  it  in  10 
minutes,  Mr  Cooke  added. 

Applicants  will  not  have  to  trek  to 
their  local  DHS  offices  for  face-to-face 
interviews  or  to  obtain  the  CHIP  form. 
HHSC  will  contract  with  community- 
based  organizations  such  as  schools, 
churches,  civic  organizations,  clinics, 
hospitals,  and  any  other  groups  that 
want  to  provide  CHIP  information  and 


Selected 
CHIP  benefits 


TheTexas  Medical  Association  collaborated  with  theTexas  Pedi- 
atric Society,  theTexas  Academy  of  Family  Physicians,  and  patient 
advocacy  organizations  to  build  a comprehensive,  child-specific 
benefit  package  for  Texas'  version  of  the  Children’s  Health  Insur- 
ance Program  (CHIP).  Some  CHIP  benefits  are  listed  below.  For 
more  information,  visit  the  “Health  Policy”  section  in  the  “Health 
& Science”  area  ofTMA's  Web  site  at  www.texmed.org. 

Professional  (physician/physician  extender)  services 

• Includes  well-child  and  well-baby  exams,  preventive  health 
services  (including  but  not  limited  to  vision  and  hearing 
screening  and  immunizations),  and  physician  office  visits. 

• Includes  laboratory,  x-rays,  imaging  and  pathology  services, 
and  professional  interpretation. 

• Includes  allergy  testing  and  outpatient  professional  services. 

• Does  not  cover  infertility  treatments,  prostate  and  mammogra- 
phy screening,  and  reproductive  services  other  than  prenatal 
care,  labor  and  delivery,  and  care  related  to  diseases,  illnesses, 
or  abnormalities  related  to  the  reproductive  system. 

Unlimited  inpatient  general  acute  and  inpatient  rehabilita- 
tion hospital  services 

• Does  not  cover  reproductive  services  other  than  prenatal  care, 
labor  and  delivery,  and  care  related  to  diseases,  illnesses,  or 
abnormalities  related  to  the  reproductive  system. 

Outpatient  hospital,  comprehensive  outpatient  rehabilita- 
tion hospital,  clinic  (including  health  center),  and  ambula- 
tory health  care  services 

Inpatient/residential  and  outpatient  substance  abuse  treat- 
ment services  (do  not  require  physician  prescription) 

• Includes  prevention  and  intervention  services;  screening,  as- 
sessment, and  referral  for  chemical  dependency  disorders;  and 
hospital  inpatient/residential  services. 

• Includes  14-day  annual  limit  detoxification/crisis  stabilization, 
maximum  of  three  inpatient/residential  episodes  per  iifetime, 
intensive  outpatient  program  (up  to  12  weeks  per  episode),  and 
outpatient  services  (up  to  6 months  per  episode). 


• Includes  24-hour  residential  rehabilitation  program  up  to  60 
days  per  episode.  Thirty  days  must  be  held  in  reserve,  but  30 
days  (in  addition  to  benefits  below)  may  be  converted  to  60-day 
partial  hospitalization,  90-day  intensive  outpatient  rehabilita- 
tion, or  90  days  of  outpatient  services. 

Smoking  cessation  programs 

• Covers  up  to  a $100  annual  limit,  but  health  plans  may  require 
prior  authorization  for  designated  services. 

Prescription  drugs 

• Includes  unlimited  drugs  prescribed  for  the  treatment  of  ill- 
ness or  injuries.  Health  maintenance  organization  may  use  a 
closed  formulary  but  must  provide  a process  for  consideration 
of  drugs  outside  the  formulary  when  medically  necessary. 

• Excludes  contraceptive  medications  prescribed  only  for  the 
purpose  of  primary  and  preventive  reproductive  health  care. 

Home  and  community  health  services 

• Includes  speech,  physical,  occupational,  and  respiratory  ther- 
apy; home  infusion;  and  skilled  nursing  visits. 

• Does  not  include  custodial  care. 

Hospice  care  services 

• Includes  unlimited  hospice  care  for  terminally  ill  children,  but 
health  plans  may  require  prior  authorization  for  designated 
services. 

Durable  medical  equipment,  prosthetic  devices,  and  dispos- 
able medical  supplies  ($20,000  annual  limit) 

• Includes  but  not  limited  to  orthotic  braces  and  orthotics;  pros- 
thetic devices  such  as  artificial  eyes  and  limbs,  braces,  hearing 
aides,  and  eyeglasses;  and  other  artificial  aides  including  sur- 
gical implants. 


Source:  Texas  Health  and  Human  Services  Commission 
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i application  assistance  services.  These 
organizations  will  tailor  CHIP’S  message 
to  the  populations  in  their  specific  areas. 

“We’re  expecting  that  these  groups 
or  coalitions  of  these  groups  that  al- 
! ready  have  an  established  level  of  trust 
in  communities  and  neighborhoods 
around  the  state  will  be  the  ones  prin- 
jcipally  responsible  for  spreading  the 
word  beyond  our  statewide  media 
campaign,”  Mr  Cooke  said. 


The  media  campaign,  complete  with 
a slogan,  logo,  posters,  flyers,  television 
and  radio  advertising,  and  billboard  ads, 
will  be  conducted  by  Sherry  Matthews 
Advertising  & Public  Relations,  Inc,  in 
Austin.  The  bulk  of  CHIP  outreach  ef- 
forts, which  will  be  based  on  focus 
group  findings,  will  begin  in  March. 

Once  parents  of  potential  CHIP  par- 
ticipants complete  the  application,  the 
two-page  forms  will  be  sent  for  eligibil- 


ity determination  to  Birch  & Davis,  who 
will  have  to  follow  strict  timetables  to 
keep  the  processing  time  low,  Mr  Cooke 
says.  CHlP-eligible  families  will  receive 
information  from  Birch  & Davis  about 
the  program  and  the  health  plans  in 
which  they  can  participate.  Families 
with  incomes  above  200%  of  federal 
poverty  level  will  be  referred  to  the 
Texas  Healthy  Kids  Corporation 
(THKC),  another  public/private  initia- 


Proposed  CHIP 
cost-sharing  requirements 


% of  Federal 

Poverty  Level 

Enrollment  Fee 

Monthly  Premium 

Copays 

Coinsurance  and 

Deductibles 

186%-200% 

First  month's 

premium  ($18) 

$18  per  month 
per  family 

• $10  per  office  visit 

• $35  per  emergency 

room  visit 

• $5  for  generic,  $10  for 

brand  name 

prescription 

• $200  annual  family 

deductible  on 

inpatient  hospital 

• $50  annual  family 

deductible  on 

outpatient  hospital 

151%-185% 

First  month's 

premium  ($15) 

$15  per  month 
per  family 

• $5  per  office  visit 

• $25  per  emergency 

room  visit 

• $5  for  generic,  $10  for 

brand  name 

prescription 

0 

134%-150% 

$15  per  year 
per  family 

0 

• $2  per  office  visit 

• $5  per  emergency 

room  visit 

• $1-$2  for  prescription 
depending  on  dollar 

value 

• Annual  copay  cap  of 
$100  per  family 

0 

100%-133% 

$15  per  year 
per  family 

0 

• $2  per  office  visit 

• $5  per  emergency 

room  visit 

• $1-$2  for  prescription 
depending  on  dollar 

value 

• Annual  copay  cap  of 
$100  per  family 

0 

Under  100% 

0 

0 

0 

0 

Source:  Texas  Health  and  Human  Services  Commission 
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Here’s  what  TMA  has  done  for 
you  in  Public  Health  & Science 

At  the  state  level; 

■ TMA  helped  stomp  out  tobacco  and  ensure  that  tobacco 
settlement  dollars  were  kept  in  health  care. 

In  your  community: 

■ TMA  supported  distribution  of  tobacco  settlement 
dollars  for  community  grants  to  address  public  health 
infrastructure,  EMS  & Trauma,  minority  health 
disparities,  and  children’s  health. 

For  your  practice: 

■ Through  TMA’s  POEP  program,  we  developed  a Tobacco 
Tool  Kit  to  help  physicians  advise  patients  on  smoking 
cessation. 


For  more  information  turn  to  TMA’s  Web  site  at  www.texmed.org. 
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tive  that  provides  affordable  health  in- 
surance for  children. 

Applications  for  families  who  appear 
to  be  Medicaid-eligible  based  on  their 
income  will  be  forwarded  to  DHS  by 
Birch  & Davis.  Children  who  are  subse- 
quently determined  not  to  be  Medicaid- 
eligible  will  be  enrolled  in  CHIP. 

The  messengers 

Other  focus  group  findings  show  that 
families  want  to  hear  CHIP  messages 
from  their  physicians,  nurses,  and 
other  health  care  professionals. 

“Families  look  to  us  as  a resource  for 
more  than  just  treating  their  physical  ill- 
nesses,” Dr  Rider  said.  “They  look  to  us 
to  enable  them  to  access  health  care.” 

But  physicians  may  be  confused 
about  signing  up  patients  for  CHIP,  says 
Alma  Golden,  MD,  a pediatrician  for- 
merly in  private  practice.  Now  Dr 
Golden  wears  multiple  hats  as  a gen- ' 
eral  ambulatory  faculty  member  at  The 
University  of  Texas  Medical  Branch  at ; 
Galveston  (UTMB)  and  as  associate 
medical  director  for  Children’s  Services 
for  UTMB  Health  Care  Systems. 

“A  physician,  clinic,  or  hospital  can 
give  you  the  information  to  sign  up,” 
Dr  Golden  said.  “But  if  they’re  going  to 
say  anything  about  providers  and 
health  plans,  they  have  to  do  it  very 
carefully  because  they  can’t  endorse  a 
specific  health  plan.” 

Probably  the  most  confusing  task  for : 
CHIP  physicians  will  be  keeping  straight 
the  different  rules  for  Medicaid,  CHIP, 
and  THKC.  “There  are  some  nuances 
that  are  different  on  the  marketing  and 
enrollment,”  Dr  Golden  said. 

To  ease  this  confusion,  Ms  Davis  is 
working  with  HHSC  to  develop  a sim- 
ple document  to  explain  to  physicians 
the  various  marketing  requirements 
and  how  they  can  participate  in  the 
process.  At  press  time,  Ms  Davis  ex- 
pected the  document  to  be  available! 
from  TMA  at  the  beginning  of  this  year.  i 

Because  Medicaid,  CHIP,  and  THKC  ' 
fit  tightly  together  (see  “Insuring  Texas 
Kids,”  p 25),  the  potential  for  different 
family  members  to  have  to  participate  in 
different  programs  is  great.  And  some  I 
physicians  and  health  plans  involved  ini 
Medicaid  may  not  participate  in  CHIP,; 
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resulting  in  one  family  having  to  deal 
with  several  physicians  and  plans. 

“Fortunately,  several  of  the  Texas 
plans  that  bid  on  CHIP  also  do  Medi- 
caid, so  patients  in  many  communities 
won’t  necessarily  have  to  change 
plans,”  Ms  Davis  said.  “The  legislature 
intended  that  at  least  one  Medicaid  or 
THKC  plan  be  in  each  market  to  assure 
continuity  of  care  if  families  do  have 
children  in  different  programs.” 

To  add  to  the  confusion,  Medicaid, 
CHIP,  and  THKC  have  their  own  re- 
gional distribution.  Dr  Golden  says.  “At 
UTMB  Health  Care  System’s  health 
plan,  we  have  16  East  Texas  counties 
that  we  cover  for  THKC,  but  we  weren’t 
even  allowed  to  bid  on  7 of  those  coun- 
ties for  CHIP.  So  if  the  kids  in  those 
counties  want  to  sign  up  for  CHIP,  they 
may  not  be  able  to  keep  their  physi- 
cians, and  they  definitely  won’t  be  able 
to  keep  their  same  health  plans.” 

The  biggest  CHIP  challenge  for 
physicians  is  the  reimbursement  level, 
which  is  looking  all  too  similar  to  Med- 
icaid’s low  rate  at  the  moment.  Physi- 
cians and  health  plans  fear  that  the 
sickest  children  will  enroll  in  CHIP  first, 
a factor  that  was  not  taken  into  ac- 
count during  the  development  of  the 
reimbursement  rate. 

“The  state  has  predicated  the  monies 
it  intends  to  pay  the  health  plans  on 
Medicaid  claims  experience,”  said 


Charles  Kight,  president  and  chief  exec- 
utive officer  for  Community  First 
Health  Plan  in  San  Antonio.  “What 
we’re  saying  first  thing  out  of  the  box  is 
that  we’ll  be  paying  the  Medicaid  fee 
schedule.  We’d  like  to  pay  more  than 
that,  but,  cjuite  frankly,  until  we  get  into 
the  water  to  see  how  the  tide  is  run- 
ning, we  have  to  start  out  with  a simple 
benchmark,  and  that’ll  be  Medicaid.” 

Many  plans  are  echoing  Community 
First’s  sentiments,  Ms  Davis  says.  “It’s 
disappointing  that  the  rates  are  so  low, 
but  until  the  state  gets  additional  expe- 
rience, it  has  nothing  else  on  which  to 
base  the  rate.  TMA  will  be  working 
with  hospitals,  consumer  groups,  and 
health  plans  next  session  to  make  a 
case  for  higher  rates. 

“Physician  participation  in  Medicaid 
is  declining,  largely  because  reimburse- 
ment rates  don’t  cover  their  practice 
costs,”  Ms  Davis  continued.  “If  the 
same  trend  emerges  with  CHIP,  then,  in 
many  parts  of  the  state  there  may  be 
insufficient  physician  access.” 

Rural  physicians  will  face  a special 
challenge  with  the  introduction  of  an  ex- 
clusive provider  organization  (EPO)  in 
Texas  to  cover  CHIP  participants  outside 
the  more  urban  HMO  areas.  HHSC  was 
looking  for  EPO  bidders  at  press  time. 

An  EPO,  which  has  been  used  in 
other  states,  is  a managed  care  organi- 
zation that  is  organized  similarly  to  a 


Studying 
the  uninsured 


Results  of  an  unofficial  poll  at  Texas  Medical  Association's  Interim  Session  of  the 
House  of  Delegates  in  November  showedTMA  members  overwhelmingly  selected  the 
Texas  Legislature’s  interim  study  on  the  uninsured  as  a top  priority  forTMA  andTexas 
physicians.  About  25%  ofTexans  are  currently  uninsured. This  topic  will  be  addressed  at 
a breakout  session  duringTMA’s  Winter  Conference  February  26  in  Austin. 

Senate  Concurrent  Resolution  6 called  for  the  creation  of  the  Blue  RibbonTask  Force 
on  the  Uninsured  to  conduct  this  in-depth  interim  study,  which  will  include  targeted  re- 
search on  the  unique  problems  faced  by  uninsured  patients  with  chronic  illnesses,  de- 
mographic data  on  the  uninsured,  information  on  other  states'  approaches  to  resolving 
this  issue,  and  a market-based  plan  to  ensure  access  to  cost-effective  health  insurance. 

The  task  force,  chaired  by  Sen  Chris  Harris  (R-Arlington),  is  comprised  of  three 
senators,  three  representatives,  and  three  consumers,  one  of  whom  is  American  Med- 
ical Association  Past  President  Nancy  W.  Dickey,  MD,  of  Bryan.  Watch  theTMA  Web 
site  at  www.texmed.org  and  future  issues  of  Texas  Medicine  for  more  information  on  the 
interim  study  onTexas'  uninsured. 
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preferred  provider  organization  in  that 
patients  do  not  need  to  go  through  a 
gatekeeper  to  access  specialty  care  and 
physicians  do  not  receive  capitated, 
payments.  However,  for  benefits  to  be 
covered,  patients  must  receive  services! 
from  network  providers  except  in 
emergencies  or  when  in-network  serv- 
ices are  not  available.  The  Texas  EPO 
will  function  much  like  the  Medicaid! 
primary  care  case  management  model, 
Mr  Cooke  says. 

“I  think  the  biggest  problem  with  the 
EPO  is  that  the  state  is  waiting  to  see  if 
it  can  get  one  indemnity  carrier  to  do  the 
whole  state,”  Dr  Golden  said.  “I  think  it 
would  take  a very  large  entity  like  the 
Blues  to  pull  something  like  that  off.” 

On  the  bright  side 

Though  a statewide  rollout  in  one  day 
makes  some  physicians  nervous,  most  re- 
alize that  HHSC  and  the  health  plans  in- 
volved have  good  intentions  and  have 
learned  important  lessons  from  Medicaid 
that  they  will  be  able  to  apply  to  CHIP. 

Physicians  are  pleased  with  CHIP’S 
extensive  benefits  and  12-month-long 
eligibility.  Dr  Golden  says.  “It’s  not  go- 
ing to  be  like  Medicaid  where  you  have 
to  check  every  month  to  see  whether 
patients  are  still  enrolled  or  whether 
they’ve  changed  primary  care  physi- 
cians since  last  month.” 

The  Texas  CHIP  Coalition  has 
worked  to  make  sure  that  physicians 
who  are  historical  providers  for  the 
CHIP  population  — those  who  account 
for  the  top  80%  of  Medicaid  or  THKC 
billings  in  a specific  fiscal  year  — are  in- 
cluded in  the  CHIP  network,  Mr  Cooke 
says.  A “significant  traditional  provider” 
list  was  compiled  in  each  county  by 
provider  type  and  specialty  code.  “Pedi- 
atricians weren’t  competing  with  hospi- 
tals — it  was  just  hospitals  versus 
hospitals  and  pediatricians  versus  pedi- 
atricians,” Mr  Cooke  said.  “And  the  re- 
sult is  that  there  are  a lot  of  people  on 
that  list,  and  we  can  be  sure  with  that 
number  that  there  is  the  access  that  we 
need  for  CHIP  to  be  successful.” 

Preparation  on  the  part  of  participat- 
ing health  plans  also  will  ease  physi- 
cians and  patients  into  the  CHIP  system 
come  May  1.  Community  First,  a Med- 
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icaid  managed  care  health  plan  since 
September  1996,  is  working  with  Birch 
& Davis  to  make  sure  “onr  computers 
talk  to  each  other,”  Mr  Right  said. 

“1  really  think  the  state  is  making  an 
effort  to  learn  from  the  past,  which  is 
Medicaid,  and  craft  CHIP  differently  so 
that  it  is  more  appealing  to  the  broad 
marketplace,”  he  said.  “That’s  not  to 
say  the  first  day  it  rolls  out  it’ll  be  great, 
but  I think  it’ll  be  better  with  a much 
more  market-focused  approach  by  do- 
ing focus  groups  and  engaging  the 
community-based  organizations.” 

By  continuing  to  consult  with  physi- 
cians, consumers,  and  health  plans, 

, HHSC  hopes  to  make  the  CHIP  process 
j:  more  streamlined  for  both  physicians 
and  patients,  Mr  Cooke  says.  HHSC 
' plans  to  form  regional  advisory  com- 
: mittees  early  this  year  as  formal  mech- 
I anisms  for  input.  Physicians,  who  will 
: receive  more  information  about  CHIP 
I through  organizations  like  TMA  and 
! the  Texas  Hospital  Association,  have 
noted  this  effort. 

“As  with  any  new  program,  there  are 
' going  to  be  rough  edges,  and  we  need 
to  prepare  the  patients  for  that  and  be 
■ prepared  ourselves  if  it’s  not  going  to 
, go  smoothly  the  first  year,”  Dr  Rider 
said.  “But  there  are  many  really  good 
people  in  the  state  government  work- 
' ing  on  this  and  trying  to  get  it  to  work 
,i  well  for  everybody.” 

For  more  information  on  CHIP,  call 
i HHSC  at  (512)  424-6568,  or  consult  the 
I HHSC  Web  site  at  www.hhsc.state.tx.us. 
!;  Also,  call  Ms  Davis  at  (800)  880-1300, 
i ext  1401,  or  (512)  370-1401;  e-mail 
helen_d@texmed.org;  or  visit  the 
“Health  Policy”  section  in  the  “Health  & 

; Science”  area  of  TMA’s  Web  site  at  www. 
texmed.org.  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext 
1371,  or  (512)  370-1371;  or  by  e-mail  at  johanna  f@ 
texmed.org. 


The  Physician  and  Workplace 
Drug  and  Alcohol  Testing 

This  highly  acclaimed  physician  training  series  provides  physicians  with 
the  technical,  legal  and  business  information,  procedures  and  guidance 
to  act  as  Medical  Review  Officers  in  federally  regulated  and  private  sector 
workplace  drug  and  alcohol  testing  programs.  MRO  certification  is  a 
valuable  credential  in  occupational  medicine  and  is  required  by  some  state 
drug  testing  laws. 

Medical  Review  Officer  Training  and  Certification  Exam 

February  26-27,  2000  Dallas,  Texas 

June  3-4,  2000  Miami,  Florida 

October  7-8,  2000  Arlington,  Virginia 

AAFP  approved  for  12.25  hours 

Alcohol  Testing,  On-Site  Drug  Testing,  and  Substance  Abuse 
Professional  Evaluations 

February  25,  2000  Dallas,  Texas 

June  2,  2000  Miami,  Florida 

October  6,  2000  Arlington,  Virginia 

AAFP  approved  for  7.5  hours 

Advanced  Medical  Review  Officer  Training,  Alternative  Technologies, 
& Business  Development 

April  15-16,  2000  Atlanta,  Georgia 

AAFP  approved  for  9.75  hours 
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This  leading  resource  in  the 
field  of  drug  and  alcohol 
testing  is  provided  to  all 
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Measuring  the  mandates 

Putting  a price  tag  on  health  insurance  benefits  presents  a daunting  task 


hey  encompass  everything  from 
treatment  of  chemical  depend- 
ency and  diabetes  to  childhood 
immunizations  and  in  vitro  fer- 
tilization. And  the  Texas  busi- 
ness community  has  declared 
them  employer  enemy  No.  1. 

Now  a joint  committee  of  the  Texas 
Legislature  has  launched  a special  study 
of  mandated  health  insurance  benefits  to 
determine  their  effect  on  insurance  pre- 
miums, whether  they  are  worth  the  ex- 
pense, and  whether  they  contribute  to 
the  high  number  of  uninsured  people  in 
the  state.  > > 


By  Ken  Ortolon,  Associate  editor 
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That  likely  will  be  a tall  order  for  the 
committee.  Even  those  who  support  cost- 
benefit  analyses  of  mandated  benefits  are 
unsure  how  to  accomplish  the  task.  So 
far,  the  parties  involved  can’t  even  agree 
on  what  constitutes  a mandate. 

Yet,  lawmakers  say  that  in  an  era  of 
rapidly  rising  health  care  costs  they 
have  to  take  a hard  look  at  anything 
that  might  make  coverage  less  afford- 
able for  Texas  families. 

“We  have  too  many  people  in  Texas 
without  health  insurance  coverage  and 
we  need  to  find  out  why  that’s  the  case,” 
said  State  Rep  Pete  Gallego  (D-Alpine), 
sponsor  of  House  Bill  1919,  which  au- 
thorized the  interim  study  on  mandates. 
“We  need  to  figure  out  a way  to  make 
access  to  health  insurance  more  afford- 
able, particularly  for  small  businesses, 
because  the  bulk  of  people  in  Texas  — 
certainly  in  rural  districts  like  the  one  I 
represent  — work  for  small  businesses.” 

Employers  declare  war 

Representative  Gallego’s  bill  was  a di- 
rect result  of  efforts  by  the  Texas  Asso- 
ciation of  Business  and  Chambers  of 
Commerce  (TABCC)  to  place  a morato- 
rium on  new  mandated  benefits  during 
the  76th  session  of  the  Texas  Legisla- 
ture last  year.  Even  though  TABCC 
President  Bill  Hammond  says  25  out  of 
26  proposed  mandates  were  defeated 
in  1999,  his  organization  did  not  get  its 
moratorium.  Instead,  lawmakers  ap- 
proved HB  1919. 

The  bill  directs  the  Texas  Joint  In- 
terim Committee  on  Health  Care  Man- 
dates to  determine  if  mandated  benefits 
increase  insurance  premiums  and  the 
effect  of  any  increased  cost  on  insur- 
ance affordability  and  availability.  The 
committee  also  is  to  look  at  what  effect 
mandates  have  on  improving  and  main- 
taining the  health  of  Texans,  determine 
whether  existing  mandates  should  be 
eliminated  or  revised,  and  recommend 
ways  lawmakers  can  assess  the  cost  and 
benefits  of  future  proposed  mandates. 

The  Texas  Medical  Association  sup- 
ports the  broad  concept  of  an  evalua- 
tion process  to  determine  the  costs  and 
benefits  of  mandated  coverage.  At  the 
same  time,  TMA  comes  under  frequent 
pressure  to  support  mandates  from  spe- 
cialty societies,  health  advocates,  or 
consumer  groups  that  propose  them. 


“It  makes  sense  that  if  there  were 
some  way  to  carry  out  a cost-benefit 
analysis,  we  would  want  to  look  at  how 
many  people  would  benefit,  what  the 
costs  would  be,  whether  services  are  al- 
ready available  elsewhere,  and  whether 
any  savings  would  be  associated  with 
the  mandate  because  you  minimize  the 
potential  for  care  in  other  areas,”  said 
TMA  lobbyist  Connie  Barron. 

Representative  Gallego  says  he  has 
not  made  up  his  mind  about  the  cost  ver- 
sus benefit  of  mandates  but  thinks  the  is- 


sue merits  lawmakers’  attention.  “There 
has  to  be  some  cost  in  providing  the 
mandated  benefits.  The  question  is,  does 
that  mandated  benefit  really  drive  up  the 
cost  of  providing  insurance  or  does  it 
not?”  he  said.  “And,  if  it  does  drive  up 
the  cost  of  insurance,  how  much?  Do  we 
actually  knock  people  out  of  the  system 
every  time  we  add  a mandate?” 

Mr  Hammond,  on  the  other  hand,  has 
no  doubts.  “We  know  for  a fact  that  they 
[mandated  benefits]  drive  up  the  cost  of 
insurance.  Nothing  is  free,”  he  said.  “And 
we  know  that  when  premiums  go  up, 
fewer  Texans  have  insurance.  It’s  harder 
and  harder  for  employers  to  provide 
benefits  for  their  employees.” 

TABCC  says  there  are  63  mandates 
in  Texas  law,  but  that  number  is  subject 
to  interpretation.  It  depends  on 
whether  you  include  actual  mandated 
benefits  or  items  that  health  plans  are 
required  to  offer  but  which  purchasers 
can  turn  down,  and  laws  that  require 
the  coverage  of  services  provided  ei- 
ther by  a physician  or  another  health 
care  professional. 

“If  you  ask  consumers,  there  are 
only  30-something  mandates,”  said 
Representative  Gallego,  who  cochairs 
the  joint  committee  with  State  Sen 
Jane  Nelson  (R-Flower  Mound).  “If  you 
ask  health  insurance  companies,  there 
are  168.” 


A report  prepared  for  TABCC  by  two 
Baylor  University  professors  and  pre- 
sented to  the  legislature  in  January  1999 
concluded  that  mandated  benefits  have 
a significant  adverse  effect  on  the  cost  of 
premiums  and  the  number  of  uninsured. 
The  study,  conducted  by  J.  Allen  Seward, 
PhD,  associate  professor  of  insurance 
and  finance,  and  economics  professor 
James  W.  Henderson,  PhD,  estimated 
that  each  mandate  increases  the  average 
premium  by  4.5%.  They  also  concluded 
that  the  number  of  uninsured  rises 


somewhere  between  0.2%  and  0.6%  for 
every  1%  premium  increase. 

“Texas  mandates  concerning  only 
mammography,  complications  from 
pregnancy,  contraceptive  services,  cov- 
erage of  newborn  and  handicapped 
children,  and  chemical  dependency 
have  been  estimated  to  add  slightly 
more  than  17%  to  the  cost  of  premi- 
ums,” the  report  stated. 

Dueling  numbers 

Consumers  groups,  however,  take  seri- 
ous issue  with  the  TABCC  report,  and 
they  have  actual  claims  paid  data  from 
the  Texas  Department  of  Insurance 
(TDI)  to  back  them  up. 

“Most  of  the  mandates  were  created 
for  very  legitimate  purposes,”  said  Lisa 
McCiffert,  senior  policy  analyst  for  Con- 
sumers Union  of  the  Southv/est.  “And 
we’re  not  convinced  mandates  actually 
cost  as  much  as  people  say  they  do.” 

Indeed,  TDI  data  on  actual  claims 
paid,  which  was  presented  to  the  joint 
committee  at  its  first  meeting  in  Novem- 
ber, seem  to  back  up  the  consumer  posi- 


All  articles  in  Texas  /Wed/c/nethat  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,”  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
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the  printer  to  publish  the  legislative  advertising  in 
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tion.  TDI  looked  at  actual  claims  data  ] 
reported  by  health  plans  for  17  different 
mandated  coverages,  including  chemi-  i 
cal  dependency,  mammography  screen- 
ing, and  pregnancy  complications,  and 
found  that  they  accounted  for  only 
4.42%  of  the  claims  paid  by  insurance 
companies  in  1998.  The  companies  in- 
volved in  the  report  represented  70%  of 
the  group  health  insurance  market  in 
Texas,  says  Dianne  Longley,  insurance 
director  in  the  Life-Health  Group  at  TDI. 

TDI  does  not  take  positions  on 
whether  mandated  benefits  are  worth- 
while, but  a report  prepared  by  the 
agency  in  December  1998  presented 
far  different  conclusions  than  the 
TABCC  study.  Not  only  did  the  TDI  re- 
port conclude  that  the  cost  of  man- 
dated benefits  was  not  as  high  as  the 
TABCC  study  indicated,  it  also  con- 
cluded that  factors  other  than  man- 
dates were  mainly  responsible  for 
increasing  uninsured  rates. 

“There  does  not  appear  to  be  any  cor- 
relation between  premium  costs  and 
uninsured  rates,  or  between  prevalence 
of  mandated  benefits  and  uninsured 
rates  (ie,  states  with  a high  number  of 
mandated  benefits  do  not  have  higher 
uninsured  rates  than  states  with  a low 
number  of  mandates),”  the  report  stated. 

What  may  be  even  more  telling  is 
that  TDI  found  that  most  self-funded 
health  plans,  which  are  exempt  from 
state  mandates  under  the  federal  Em- 
ployee Retirement  Income  Security  Act 
of  1974,  offer  most  of  the  mandates  to 
employees  even  though  they  don’t  have 
to.  And,  a more  basic  health  insurance 
plan  designed  for  small  employers, 
which  frees  insurers  from  many  of  the 
state  mandates,  has  proved  to  be  incred- 
ibly unpopular  with  those  employers. 

Ms  Longley  says  the  self-funded  i 
plans  continue  to  include  the  mandates 
for  two  reasons.  “A  lot  of  these  employ- 
ers that  are  self  funding  have  found 
that  they  want  these  mandates  and! 
they  are  willing  to  pay  the  additional 
cost  because  they  perceive  them  as  be- 
ing valuable  benefits,”  she  said.  “The 
other  side  is,  how  much  do  they  cost? 
If  you’re  talking  about  5%  for  a benefit 
that’s  very  popular  among  your  em- 
ployees and  that  you  see  as  having 
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some  value,  an  employer  might  be  will 
ing  to  spend  5%  more  to  get  all  these 
benefits.  If  we’re  talking  about  a 25% 
or  30%  increase  in  cost,  they  may  think 
twice  about  that.” 

Getting  a grip  on  cost 

The  committee’s  major  problem  is  de- 
vising a mechanism  to  determine  what 
a benefit  will  cost  before  it  is  put  in 
place.  It  has  been  tried  once  before. 

In  1993,  lawmakers  created  the 
Mandated  Benefits  Review  Panel  to 
look  at  proposed  mandates  and  deter- 
mine their  costs  and  benefits.  The 
panel  operated  during  the  1995  and 
1997  sessions  but  then  was  disbanded. 

“What  ended  up  happening  was  that 
it  [the  review  process]  was  very  costly, 
and  every  time  the  panel  was  asked  to 
rule  on  something  the  ruling  was, 
‘There’s  no  way  to  know,  and  it  requires 
further  study,”’  Ms  Barron  said. 

Ms  Longley  says  the  review  panel 
had  very  good  members  but  lacked 
hard  data,  particularly  about  newer 
treatments  being  mandated. 

Ironically,  Ms  McGiffert  says,  TABCC 
helped  kill  that  review  panel  even 
though  it  is  now  pushing  for  another 
review  mechanism. 

Ms  Longley  says  it  is  much  easier  to 
judge  a mandate  after  it  has  been  in 
place  for  a few  years.  And  the  upcom- 
ing creation  of  a standard  for  electronic 
transmission  of  health  insurance  claims 
by  the  federal  government  will  help 
develop  a database  upon  which  to  de- 
termine actual  cost  information. 

“If  we  know  how  much  a treatment 
costs  because  we  have  a database  out 
there  that  gives  us  that  information 
and  we  can  find  out  from  the  medical 
literature  the  incidence  rate  for  that  ill- 
ness or  that  treatment,  then  we  can  do 
the  math,”  she  said.  “If  100  people  are 
going  to  have  this  treatment  in  a year 
and  it’s  going  to  cost  $100,000,  then 
we  can  determine  what  we  should  ex- 
pect to  pay  for  that  benefit.” 

That  type  of  data  exists  now  for 
some  of  the  current  mandates  and  has 
shown  that  some  mandates  actually 
save  money  in  the  long  run,  most  no- 
tably, those  for  childhood  immuniza- 
tions and  mammography  screening. 
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Find  everything  you  need  to  know  about  accurate, 
legal  medical  records  in  TMA’s  new  Medical 
Records  Handbook.  For  more  information, 
contact  Anne  Grubbs  at  (800)  880-1300,  ext.  1423, 
or  (512)  370-1423,  fax  (512)  370-1635,  or 
e-mail  anne_g(a>texmed.org. 
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Prei  heciit  & hmin  attack 


Project  WATCH  , a new  cardiovascular  disease  ;uid 
stroke  prevention  education  program,  -aims  to  knock 
the  No.  1 and  No.  3 killers  of  Texans  off  the  charts. 

For  more  infomiation,  c;ill  (800)  880-1.300, 
ext.  1.382,  or  (512)  370-1.382;  ore-m;iil 
v\  atch@texmed.org. 
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Log  In  To  lllin 


ant  a chance  to  uoin  gour  choice  of 
an  iMPC  or  Dell  computer?  Log  in  to  the 
neuu  TMfl  UJeb  site  at  ujujuj.tef3med.org 
and  set  up  gour  personal  page  in  the 
Members  Onlg  section  todag.  Get 
information  tailored  to  gour  area  of 
interest  and  a chance  to  uuio! 
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Contest  ends 
Februarg  29, 2000 


“It’s  much  more  cost  effective  to 
catch  cancer  in  a woman  at  stage  1 
through  a mammogram  than  it  is  to 
catch  it  at  stage  3 or  stage  4 in  a woman 
who  didn’t  get  a mammogram  because 
her  insurance  wouldn’t  pay  for  it,”  Ms 
Longley  said.  “The  mandate  for  child- 
hood immunizations  is  another  one.  In 
every  study  that’s  ever  been  done,  it’s 
been  proven  to  be  cost  effective.” 

Who’s  setting  the  prices? 

TABCC’s  efforts  to  free  employers  from 
what  it  considers  pricey  mandates  may 
have  opened  a can  of  worms  for  the 
health  plans,  which  have  been  the 
business  association’s  allies  in  recent 
legislative  efforts  to  oppose  managed 
care  reforms. 

Based  on  questions  from  the  com- 
mittee at  the  November  hearings,  Ms 
Barron  says  the  committee  might  want 
to  examine  how  insurers  price  what 
they  charge  for  mandated  benefits. 
And,  based  on  TDI  data,  it  may  have 
good  reason  to  do  so. 

While  Ms  Longley  says  many  insur- 
ers seem  to  set  premium  increases  re- 
sulting from  mandated  benefits  to 
correlate  with  the  actual  cost  of  claims 
paid  for  those  services,  others  do  not. 
She  cited  a recent  report  from  one  com- 
pany that  it  charged  $132  per  year  per 
beneficiary  to  cover  mandated  podiatry 
services.  The  company  reported  paying 
$185,000  in  claims  for  that  year.  Yet, 
multiplying  $132  times  the  number  of 
covered  beneficiaries  indicated  that  the 
company  collected  nearly  $7  million  in 
additional  premium  dollars,  she  says. 

“The  health  plans  were  supportive 
of  this  study,”  Ms  Barron  said,  “but  they 
may  end  up  getting  a little  more  than 
they  bargained  for  if  the  committee 
goes  in  the  direction  of  health  plan  un- 
derwriting guidelines  and  premium 
pricing.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken  o@texmed.org. 


36 


Texas  Medicine  ir  January  2000 


www.texmed.org 


We  can  tame  your  office  operations. 

'i^actice  management  can  he  a three-ring  circus,  hut  TMA  Physician  Services  can  help 
your  practice  succeed  in  a managed  care  environment.  Utilize  our  expertise  tor  an  extensive 
array  of  practice  management  consulting  services.  Contact  a TMA  consultant  today. 
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TEXANS  TRACK  20TH  CENTURY 

PUBLIC  HEALIH  ADVANCES 

BY  JOHANNA  FRANKE,  ASSOCIATE  EDITOR 


IT  PROTECTS  THE  FOOD  WE  EAT,  the  water  we  drink, and 
the  air  we  breathe.  It  ensures  the  buildings  in  which  we  live,  work,  and 
learn  are  safe.  It  defends  us  from  disease  and  disasters  and  teaches  us 
preventive  practices. 


IT’S  KNOWN  BY  MANY  NAMES:  community  health, collective 


Tel  800.880.1300 


Volume  96 


★ Number  1 


39 


Cover  Story 


Individual  versus  society 

Though  most  Texans  aren’t  sure  what  public  health  is, 
a 1996  survey  conducted  by  The  University  of  Texas 
at  Austin  for  the  Texas  Department  of  Health  (TDH) 
shows  they  know  it’s  important.  Survey  participants 
were  unclear  about  the  activities  of  public  health  pro- 
fessionals, and  they  associated  public  health  with 
clinics  and  services  for  the  poor. 

In  actuality,  public  health  programs  prevent  epidemics, 
protect  against  environmental  hazards,  prevent  injuries,  pro- 
mote and  encourage  healthy  behavior,  help  communities  re- 
cover from  disasters,  and  assure  the  quality  and  accessibility 
of  health  care  services. 

The  phrase  “public  health”  was  created  in  the  early  19th 
century  to  designate  the  actions  governments  and  societies 
(as  opposed  to  private  individuals)  should  take  to  preserve 
and  protect  the  people’s  health  (1).  At  the  beginning  of  the 
20th  century,  these  actions  included  improving  sanitation. 


purifying  foods  and  drugs,  and  controlling  communicable 
diseases.  As  scientists  worked  feverishly  to  piece  together 
which  bacteria  caused  what  disease  and  how  that  disease 
was  transmitted  from  person  to  person,  quarantine  officers] 
spent  their  time  isolating  members  of  the  community  to  con-i 
trol  death  rates  from  tuberculosis,  cholera,  diphtheria,  and 
other  infectious  diseases. 

Public  health  took  on  a more  individual  focus  during  World : 
War  I.  Despite  using  lowered  health  standards  for  induction,] 
the  armed  services  still  rejected  34%  of  the  potential  recruits? 
because  of  physical  and  mental  disabilities  (2).  After  studying? 
data  from  these  medical  examinations,  public  health  experts? 
realized  that  while  communicable  diseases  had  been  con- 
trolled, other  preventable  health  problems  had  been  ignored. 
Public  health  programs  began  focusing  on  the  health  resources  ? 
for  each  citizen,  which  is  where  organized  medicine  entered  ] 
the  picture.  Physicians  began  teaching  their  patients  how  to- 
lead  healthy  lives  through  prevention  on  an  individual  level. 
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TKe  orvly  question  tKat  can.  arise  ir\  connec- 
tion witK  +Ke  well  established  therapeutic  utility 
of  cod  liver  oil  in  puny  children,  is  that  of  F^ALATA" 
BILITY  OF  PREPARATION  and  if 
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HAVE  A CASE  OF v 

Neurasthenia,  Impotency,  General  Debility,  Dyspepsia,  Ner- 
vous Indigestion,  Sexual  Apathy,  Paralysis,  Mental  Strain 
and  Overwork,  Hysteria,  Nervous  Headache,  Pre-Senility, 

WHY  NOT  PLEASE  YOUR  PATIENTS  BY  PRESCRIBING  OR  DISPENSING 


TONIC  APHRODISIAC  TABLET 

Phosphorus,  Damian  a, 

Kxt.  Nux  Vomica,  Saw  Palmetto. 
Ext.  Cocoa. 


\ Powerful  Brain,  Nerve  and  Sexual  Tonic. 

Dr.  J.  R.  Smith.  Bunceton.  Mi.,  In  a recent  letter,  writes  that  he  has  treated  a Duniber  of  cases 
of  sexual  debility  so  successfully  with  Touic  Aphrodisiac  Tablets,  that  it  has  beeu  the  means  of 
helping  him  greatly  in  his  profession. 

Dr.  H.  M.  Collins,  Late  Surgeon  1 7th  Ind.  Vol.,  writes:  Tonic  Aphrodisiac  Tablets  (Wayiie)  are 
the  best  he  ever  used  for  Mental  Depression  and  Melancholia. 

Or.  E.  S.  Stuard.  of  Covington.  Ky.  ( lefferson  Medical  College.  Phlla.),  says:  Tonic  Aphrodisiac 
Tablets  (Wayue)  are  a good  Aphrodisiac,  giving  tone  and  strength  to  the  nervous  system. 

Dr.  Morriss  Modricker,  Wabash.  Ind.  (University  o1  Berlin),  writes  that  it  is  uol  often  he  gives  a 
le.stimonial  in  favor  of  preparations,  but  he  does  now,  unsolicited,  for  Wayne’s  ’Tonic  Aphro- 
disiac Tablets,  lie  concludes  by  saying  that  they  are  the  best  that  ,can  be  taken  trom  the 
Materia  Medica.  to  cure  conditions  indicated  for  their  nse,  aud  having  obtained  such  good  re- 
sults, will  coutiQue  to  prescribe  them  in  his  practice. 

Or.  F.  Carter,  of  Shreveport,  La.,  aptly  remarks  that  Touic  Aphrodisiac  Tablets  (like  the  well- 
aimed  rifle  ball)  hits  the  spot. 

These  Tablets  ore  raatiufacturecl  for  physiclaas’  prescriptions 
oaly.  Obtain  the  original  bottles,  leotiforra  shape,  purple  Tablets. 
Price,  $1  .OO  per  hundred,  sent  by  mail  on  receipt  of  price,  postage  paid. 

PREPARED  ONLY  BY 

WAYNE  ELIXIR  COMPANY, 
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20th  century  public  health 
progress  in  Texas 


1903 

• TheTexas  Legislature  changes  the  name  of  the 
Texas  Quarantine  Department,  which  was 
formed  in  1891  to  present  the  spread  of  yellow 
fever  and  smallpox,  to  the  Department  of  Pub- 
lic Health  and  Vital  Statistics.  The  act  also  re- 
quires all  births  and  deaths  to  be  reported  to 
the  clerk  of  each  county  court  within  30  days. 

• For  the  first  time,  a chemist  is  hired  to  analyze 
food  and  medicine  for  purity. 

• The  legislature  passes  regulations  to  prevent 
the  spread  of  tuberculosis  (TB). 

1907 

• The  legislature  creates  a pure  food  and  drug 
statute,  and  the  governor  appoints  the  first 
members  of  the  Dairy  and  Food  Commission. 
By  1921,  the  legislature  abolishes  that  office 
and  transfers  it  to  the  State  Board  of  Health. 

• State  health  officer  W.M.  Brumby,  MD,  begins 
formal  public  health  education  efforts  inTexas 
by  publishing  a monthly  bulletin  of  materials 
relating  to  public  health  and  vital  statistics. 

1908 

• The  state  health  officer  prepares  “A  Proposed 
Uniform  Municipal  Sanitary  Code  for  Texas 
Cities  andTowns”  and  publishes  laws  relating 
to  sanitation,  quarantine,  vital  statistics,  and 
pure  food. 

• Analysis  of  community  water  supply  begins. 

1909 

• The  legislature  abolishes  the  Department  of 
Public  Health  and  Vital  Statistics  and  creates 
theTexas  State  Board  of  Health. 

• The  first  traveling  educational  exhibit  on  com- 
municable disease  is  organized. 

1910 

• A sanitary  code  that  requires  physicians  to  re- 
port all  contagious  and  infectious  diseases  is 
adopted.  It  also  prescribes  levels  of  quaran- 
tine; cholera  requires  "absolute"  quarantine 
and  isolation, TB  requires  limited  isolation. 

1911 

• The  legislature  creates  the  Anti-Tuberculosis 
Commission  and  authorizes  members  to  es- 
tablish theTexas  Sanatorium  at  Carlsbad, Tex, 
for  the  treatment  of  incipient  pulmonaryTB. 

1912 

• The  focus  on  rural  and  public  health  programs 
begins  with  the  creation  of  the  Hookworm 
Commission. 

1913 

• The  legislature  passes  an  anti-stream  pollu- 
tion act. 

• Lawmakers  outline  a public  health  education 


program  for  which  the  state  health  department 
is  required  to  disseminate  information  on 
communicable  diseases  through  free  lectures, 
exhibits  on  railway  cars,  and  materials  printed 
in  English,  Spanish,  and  German. 

1915 

• The  first  sanitation  inspector  is  added  to  the 
staff  of  the  Texas  State  Health  Department 
and,  in  1917,  the  Bureau  of  Sanitary  Engineer- 
ing is  established  under  theTexas  State  Board 
of  Health. 

1916 

• P.W.  Covington,  MD,  becomes  the  first  director 
of  the  Bureau  of  Rural  Sanitation  and  estab- 
lishes a program  to  eradicate  soil-borne  dis- 
eases and  control  soil  pollution.  During  the  next 
2 years,  $45,000  is  appropriated  for  intensive  ru- 
ral health  work  and  rural  sanitation  leading  to 
the  eradication  of  malaria,  hookworm  infection, 
typhoid,  and  other  contagious  diseases. 

• TheTexas  State  Board  of  Health  establishes 
the  Bureau  of  Venereal  Disease  at  the  request 
of  the  National  War  Department. 

1918 

• The  Bureau  of  Child  Hygiene  is  established  by 
the  Texas  State  Board  of  Health  to  fight  the 
high  infant  mortality  rate. 

1920 

• The  mosquito  control  program  is  established 
to  combat  diseases  such  as  yellow  fever  and 
malaria. 

1922 

• The  Bureau  of  Communicable  Diseases  is  es- 
tablished, and  it  overseesTB  education  and  reg- 
ulates beauty  parlors  and  barbershops.  By  1925, 
the  bureau  adds  epidemiological  studies  and 
the  venereal  disease  bureau  to  its  programs. 

1927 

• The  state  health  department's  Bureau  of  Pub- 
lic Health  Education  is  established. 

1933 

• The  Bureau  of  Community  Sanitation  and 
Malaria  Control  is  established  and  starts 
draining  swamps  and  lining  ditches  with  con- 
crete and  masonry  to  take  care  of  impounding 
waters  in  and  around  cities  throughout  the 
malaria  belt. 

1947 

• The  Division  of  Cancer  Control  is  created  to 
educate  physicians  in  early  diagnosis  and 
treatment. 


1956 

• The  Division  of  Occupational  Health,  which  is 
renamed  the  Division  of  Occupational  Health 
and  Radiation  Control  in  1960,  is  created, 

1957 

• The  state  health  department's  chronic  disease 
program  is  established  with  efforts  focusing 
on  nursing  and  convalescent  home  standards 
in  nursing  care. 

1960 

• The  legislature  passes  a hospital  licensure  law 
providing  that  hospitals  cannot  be  operated 
legally  without  first  being  properly  inspected. 

1965 

• The  legislature  consolidatesTB  control  activi- 
ties under  the  state  health  department's  Divi- 
sion ofTuberculosis  Control. 

1968 

• The  Division  of  Emergency  Medical  Services 
is  now  called  the  Civil  Defense  and  Traffic 
Safety  Division,  which  oversees  emergency 
medical  resources  planning  and  service. 

• The  Division  of  Marine  Resources  is  created 
to  comply  with  Texas  Shell  Fish  Law  and  Crab 
Meat  Processing  Regulations. 

1969 

• Senate  Bill  28  makes  the  state  health  depart- 
ment's Veterinary  Public  Health  Division  re- 
sponsible for  inspecting  and  regulating  meat 
and  poultry  produced  in  Texas  for  interstate 
commerce. 

1970 

• The  state  health  department's  Division  of  Nu- 
trition Services  is  established  but  eventually 
becomes  part  of  the  Office  of  Program  Plan- 
ning for  regional  services. 

1973 

• TheTexas  Kidney  Health  Care  Act  creates  the 
state  health  department's  Kidney  Health  Care 
Division. 

• The  legislature  separates  the  Office  of  Air  Pol- 
lution Control  from  the  state  health  department 
so  that  it  becomes  an  independent  agency. 

1999 

• TheTexas  Department  of  Health  has  11  re- 
gions and  continues  to  address  wastewater 
control,  dairy  and  food  purity,  and  public  sani- 
tation, along  with  tobacco-use  prevention,  HIV 
prevention,  radiation  control,  and  community 
and  work  site  wellness. 


Source:Texas  Department  of  Health 
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“Increasing  understanding  of  how  we  individuals  in  our 
behavior  affect  our  own  health  has  become  a very  important 
area,”  said  Thomas  Hyslop,  MD,  director  of  the  Harris 
County  Health  Department.  “It’s  not  just  the  government  do- 
ing things  for  you  — it’s  what  you  can  do  for  yourself.” 

But  this  attention  to  the  individual,  along  with  improve- 
ments in  technology,  has  pulled  public  health  off  the  commu- 
nity track,  says  State  Commissioner  of  Health  William  R.  Archer 
III,  MD.  “Public  health  got  lured  into  a mission  of  being  the  gap 
filler  for  the  private  sector  for  health,  and  we  lost  our  way  in  the 
real  mission  of  protecting  whole  populations,”  he  said. 

Much  of  the  funding  for  health  goes  toward  individual 
health  care.  Dr  Archer  says.  “Just  about  2%  of  health  dollars 
goes  to  essential  public  health  programs.  Individual  health 
care  gets  98%  of  the  dollars,  and  we’re  not  even  meeting  all 
the  needs  for  individual  care,”  he  said.  “The  nature  of  public 
health  is  if  you  keep  something  from  happening,  people  for- 
get what  you’re  doing  to  keep  it  from  happening,  so  they  lose 
their  interest  in  funding  preventive  measures.” 


And  advances  in  technology  have  little  to  do  with  ad- 
vances in  the  health  status  of  the  public.  According  to  TDH, 
25  of  the  30  years  of  life  expectancy  gained  during  the  20th 
century  can  be  attributed  to  public  health  efforts,  while  med- 
ical advances  can  take  credit  for  only  5 of  those  years. 

Public  health’s  greatest  hits 

Texas  public  health  experts  have  some  thoughts  about 
the  20th  century  public  health  efforts  that  con- 
tributed the  most  to  today’s  greater  life  expectancy. 
Controlling  infectious  disease  through  immuniza- 
tions, food  and  water  purification,  and  sewage  treat- 
ment topped  all  of  the  experts’  lists. 

“The  biggest  thing  that  changed  the  course  of  public  health 
in  the  1900s  is  the  advent  of  immunizations,”  said  David  R. 
Smith,  MD,  president  of  Texas  Tech  University  Health  Sciences 
Center  in  Lubbock.  During  Dr  Smith’s  tenure  as  state  health 
commissioner,  TDH  created  the  highly  successful  Shots  Across 
Texas  campaign,  which  helped  increase  immunization  rates  in 


Always  a challenge  for 

the  Texas  Department  of  Health 


By  Monica  Maldonado,  Associate  editor 

Texas  Department  of  Health  (TDH)  officials  realize  they 
will  continue  to  have  their  hands  full  well  into  the  new 
century.The  combination  ofTexas  being  the  highway  from 
the  border  to  the  rest  of  the  country  and  general  techno- 
logical advances  that  lead  to  less  active  lives  ensures 
that  the  department  will  continue  to  fight  battles  in  both 
the  infectious  and  chronic  disease  areas. 

“We  never  know  what  new  infectious  disease  might  be  out 
there,"  said  Sharilyn  Stanley,  MD,  acting  associate  commissioner 
for  disease  control  and  prevention  forTDH.  “Part  of  being  a bor- 
der state,  and  not  only  sharing  a population  with  Mexico  but  also 
having  different  treatment  protocols  with  Mexico,  is  that  there’s 
always  the  potential  for  emerging  and  reemerging  diseases.” 

Tuberculosis  is  an  example  of  a disease  that  has  developed  re- 
sistance because  of  differing  treatment  protocols,  and  it's  a prob- 
lemTexas  will  share  with  the  rest  of  the  country  in  the  coming  years. 
Dr  Stanley  also  says  that  southern  hemisphere  problems  such  as 
malaria  and  cholera  are  gradually  moving  northward  because  of  the 
increasing  movement  of  people  and  goods  from  south  of  the  border. 

Our  modern  advances  can  lead  to  unforeseen  health  problems, 
says  Dr  Stanley,  such  as  widespread  food  contamination.  “Mass 
production  of  food  and  longer  transportation  times  of  that  food 
mean  you  can  have  a contaminated  product  from  Idaho  show  up  in 
Houston,  Jacksonville,  and  New  York.  We  constantly  have  to  im- 
prove our  ability  to  trace  that.” 

Another  unfortunate  modern  advance  — bioterrorism  — must 
also  be  confronted  byTDH.  “All  it  takes  for  this  to  be  a threat  is 
someone  walking  into  a room  and  opening  a vial  of  anthrax,”  says 
Dr  Stanley.  “Our  public  health  infrastructure  needs  to  be  ready  to 


identify,  respond,  and  mobilize  the  entire  network,  from  the  police 
to  the  state  government.  We  atTDH  are  actively  working  to  estab- 
lish those  links  and  have  a plan  in  place.” 

Continuing  problems  such  as  improving  the  immunization  rate 
inTexas  will  keepTDH  on  its  toes.  Dr  Stanley  warns  against  com- 
placency. “Getting  your  children  immunized  is  not  really  a per- 
sonal decision  any  more  than  the  restaurant  manager  deciding  to 
maintain  a clean  kitchen,”  she  says. 

On  the  chronic  disease  front,  Philip  Huang,  MD,  MPH,  the  bu- 
reau chief  of  chronic  disease  and  prevention  forTDH,  says  that 
modern  advances  are  ruining  the  health  of  many  Texans.  “The 
leading  causes  of  death  continue  to  be  heart  disease,  cancer,  and 
stroke,  and  diabetes  is  getting  up  there,  too,”  said  Dr  Huang,  not- 
ing especially  the  increasing  number  of  young  people  being  diag- 
nosed with  type  2 diabetes.  Many  of  our  biggest  health  problems 
can  be  avoided,  he  says,  with  increased  physical  activity  and  de- 
creased tobacco  use.  “So  you’ve  got  more  kids  sitting  in  front  of 
the  TV  receiving  these  messages  that  lead  to  poor  diets  — fast 
food  commercials  and  such,”  he  said. 

Dr  Huang  also  believes  the  battle  against  tobacco  is  far  from 
over.  “We  have  appropriated  $10  million  a year  to  build  pilot  pro- 
grams that  will  assess  the  efficacy  of  smoking  cessation  inter- 
ventions. That  will  include  media  campaigns,  enforcing  some  of 
our  existing  clean  air  laws,  and  putting  special  attention  on  mi- 
norities,” he  said. 

“Public  health  efforts  have  really  helped  people  live  longer,” 
Dr  Huang  said.  “So  there’s  a shift  coming  in  the  type  of  health 
problems  we  will  be  addressing  in  the  future.”The  challenge  is  to 
lessen  the  effects  of  chronic  diseases  and  improve  the  quality  of 
life.  The  constant  struggle  forTDH,  he  says,  is  to  prepare  for  un- 
predictable health  battles. 


42 


Texas  Medicine  -k  January  2000 


www.texmed.org 


Cover  Story 


Texas  from  40%  to  71%,  witli  assistance  from  the  Texas  Med- 
ical Association  and  the  I’MA  Alliance.  “We’ve  only  really 
wiped  out  one  bug,”  Dr  Smith  added.  “We’re  on  the  verge  of 
eradicating  polio,  but  smallpox  has  been  our  only  true  success 
story.  Despite  all  of  the  science,  we’ve  still  got  a ways  to  go.” 

Vector  control,  the  victory  over  Big  Tobacco,  and  distribu- 
tion of  bicycle  helmets  round  out  Dr  Smith’s  list  of  the  20th 
century’s  greatest  public  health  advances. 


greatest  public  health  achievement  occurred  during  the  1999 
session  of  the  Texas  Legislature  with  the  passage  of  legisla- 
tion addressing  local  public  health  infrastructure.  Dr  Archer 
says  Texas  is  the  first  state  to  pass  such  a bill,  and  called  its 
adoption  “an  amazing  accomplishment  that  took  6 years.” 

The  law,  House  Bill  1444,  was  sponsored  by  Rep  Dianne 
Delisi  (R-Temple)  and  grants  cities  and  counties  funds  for  es- 
sential public  health  services  to: 


“We’re  on  the  verge  of  eradicating  polio,  but  smallpox  has  been  our  only  true 
success  story.  Despite  all  of  the  science,  we’ve  still  got  a ways  to  go.’’ 


Safe  food  and  water,  sanitation,  and  immunizations  “are 
among  the  top”  public  health  achievements,  followed  by  the 
recognition  of  nutritional  requirements,  says  TMA  Council 
on  Public  Health  member  Alecia  A.  Hathaway,  MD,  MPH,  of 
Fort  Worth. 

Dr  Archer’s  top  pick  goes  “back  to  the  basics.  Clean  water 
and  wastewater  and  solid  waste  removal  are  really  important 
things  that  we  take  for  granted.”  As  for  an  important  public 
health  advance  in  Texas,  Dr  Archer  is  proud  of  the  work  TDH 
has  done  to  protect  Texans  from  rabies. 

In  the  policy  arena,  Drs  Hathaway  and  Archer  say  Texas’ 


Top  10  US  public  health 
achievements,  1900-1999 


By  studying  the  opportunity  for  prevention  and  impact  on 
death,  illness,  and  disability  in  the  United  States,  the 
Centers  for  Disease  Control  and  Prevention  compiled 
the  following  list  of  the  10  greatest  US  public  health  ad- 
vances of  the  20th  century.  Published  in  the  April  2, 
1999,  issue  of  Morbidity  and  Mortality  Weekly  Report, 
the  achievements  are  not  ranked  by  order  of  importance, 
j 

1.  Vaccinations  that  eradicated  smallpox;  eliminated  po- 
liomyelitis in  the  Americas;  and  controlled  measles,  rubella, 
tetanus,  diphtheria,  Haemophilus  influenzae  type  b,  and  other 
infectious  diseases. 

2.  Improved  motor  vehicle  safety. 

3.  Safer  workplaces. 

4.  Control  of  infectious  diseases  through  clean  water  and  im- 
proved sanitation,  and  the  discovery  of  antimicrobial  therapy. 

5.  Fewer  cardiovascular  disease  deaths. 

6.  Safer  and  healthier  foods. 

7.  Healthier  mothers  and  babies. 

8.  Family  planning. 

9.  Fluoridation  of  drinking  water. 

10.  Recognition  of  tobacco  use  as  a health  hazard. 


• Monitor  public  health  status  and  mobilize  community 
partnerships  to  identify,  investigate,  and  solve  community 
health  problems  and  hazards; 

• Inform,  educate,  and  empower  the  public  about  health  issues; 

• Develop  policies  and  plans  that  support  individual  and 
community  efforts  to  improve  health; 

• Enforce  laws  and  rules  that  protect  public  health  and  safety; 

• Link  individuals  who  need  community  and  personal 
health  services  to  appropriate  professionals; 

• Ensure  a competent  workforce  to  provide  essential  public 
health  services;  and 

• Evaluate  the  effectiveness,  accessibility,  and  quality  of  per- 
sonal and  population-based  health  services  in  a community. 

TMA  worked  with  TDH  and  Representative  Delisi’s  office 
to  develop  the  legislation,  and  TMA  members  and  lobbyists 
spent  much  of  the  session  educating  lawmakers  on  the  im- 
portance of  local  public  health  efforts. 

“TMA  played  a big  role  in  the  passage  of  House  Bill  1444,” 
Dr  Hathaway  said.  “Just  getting  the  legislature  to  recognize  that 
public  health  at  the  local  level  is  critical  was  a huge  advance.” 

The  promise  of  partnership 

The  partnership  between  public  health  and  medicine 
that  made  House  Bill  1444  a success  also  helped  to 
defeat  Big  Tobacco,  Dr  Smith  says.  “It  took  a com- 
bined effort  of  public  health  and  medicine,  which  is 
a harbinger  of  what  has  to  happen  in  the  future,”  he 
said.  “Public  health  and  medicine  have  been  in  their 
own  separate  arenas,  but  we’re  beginning  to  see  the  power  of 
bringing  the  two  together.” 

With  growing  problems  such  as  drug-resistant  microbes, 
the  disparity  of  health  care  outcomes  in  minority  communi- 
ties, and  the  effects  of  unhealthy  behaviors,  the  power  of  the 
public  health  and  medicine  partnership  will  be  needed  in  the 
21st  century.  ★ 
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TMA  Advantage 

TIVI A takes  on  public  bealth 


TheTexas  Medical  Association  is  the  only  state  medical  so- 
ciety with  a division  dedicated  to  public  health  efforts. 
TMA’s  focus  on  public  health  and  science  began  more  than 
10  years  ago  as  a twinkle  in  the  Council  on  Public  Health's 
eye  when  the  members  began  discussing  the  need  for  a de- 
partment to  address  public  health  issues. 

A year  later,  the  Department  of  Public  Health  became  a reality 
and  it  focused  on  issues  such  as  HIV/AIDS,  border  health,  smok- 
ing, the  environment,  natural  and  man-made  disasters,  school 
health  education,  substance  abuse,  and  infant  mortality. 

Since  then,  the  department  has  been  reconfigured  into  the  Di- 
vision of  Public  Health  and  Quality,  which  includes  the  Department 
of  Public  Health  and  the  Department  of  Science  and  Quality,  and 
prevention  has  been  incorporated  intotheTMA  Strategic  Plan. 

Qverthe  years, TMA  has  promoted  public  health  among  Texans 
through  many  programs  and  campaigns.  Among  them  are: 

Physician  Oncology  Education  Program  (POEP) 

TMA  formed  PQEP  in  1987  to  carry  out  recommendations  of  the 
Texas  Cancer  Plan  for  reducing  the  burden  of  cancer  on  Texans. 
PQEP  is  funded  primarily  by  theTexas  Cancer  Council  and  offers  a 
variety  of  continuing  education  services  and  resources  for  physi- 
cians, particularly  primary  care  specialists,  on  cancer  prevention, 
screening,  early  detection,  and  control. 


Hard  Hats  for  Little  Heads 

A joint  effort  ofTMA,  many  of  its  component  county  medical  soci- 
eties, and  the  TMA  Foundation,  this  bicycle  helmet  safety  cam- 
paign supports  community  activities  during  which  helmets  can  be 
given  away  at  no  cost  to  local  children.  As  a result  ofTMA  and  lo- 
cal participant  purchases  through  Hard  Hats  for  Little  Heads,  more 
than  5,000Texas  children  have  received  bicycle  helmets  since  1994. 

Live  &Then  Give 

This  organ  donor  awareness  campaign  was  initiated  in  1997  by  liver 
transplant  recipient  and  formerTMA  President  Phil  H.  Berry,  Jr,  MD, 
to  address  the  more  than  3,000 Texans  awaiting  organ  transplanta- 
tion. A collaborative  effort  ofTMA,  theTMA  Alliance,  theTMA  Foun- 
dation, and  the  Texas  Transplantation  Society,  Live  & Then  Give 
distributed  more  than  25,000  patient  brochures  and  more  than  1 mil- 
lion organ  donor  cards  toTexans. The  American  Medical  Association 
has  patterned  a national  organ  donor  awareness  campaign  after  the 
Texas  version. 

Children’s  health 

Through  programs  on  children’s  health  insurance  (see  “Insuring 
the  Children,”  pp  24-31),  teen  pregnancy,  underage  drinking,  to- 
bacco prevention,  child  abuse,  and  children's  mental  health, TMA 
hopes  to  build  a better  future  for  young  Texans. 


Border  health 

As  a long-term  priority  of  the  association, TMA  has  worked  to  bring 
awareness  to  border  health  issues  and  improve  conditions  along  the 
US-Mexico  border.  Since  1989, TMA  has  held  several  successful  con- 
ferences that  brought  together  medical,  policy,  legislative,  and  eco- 
nomic experts  to  plan  for  solutions  to  improve  living  conditions  on 
both  sides  of  the  border.TMA  has  a longstanding  commitment  to  im- 
prove health  along  the  borderthrough  aggressive  advocacy  for  a Bor- 
der Health  Institute  and  the  US-Mexico  Border  Health  Commission. 
(See  “Back  to  the  Border,"  November  1999  Texas  Medicine,  pp  34-45.) 

Shots  Across  Texas 

A statewide  initiative  begun  in  1994,  Shots  Across  Texas  helped 
increase  immunization  rates  in  Texas  from  40%  to  71%.  TheTexas 
Department  of  Health  (TDH)  worked  withTMA,  theTMA  Alliance, 
and  theTMA  Foundation  to  promote  the  campaign  and  build  Shots 
Across  Texas  coalitions  at  the  local  level.  TMA  also  joined  the 
fight  to  pass  legislation  that  provided  TDH  with  the  initial  funds 
for  Shots  AcrossTexas  in  1993. 

Family  Violence:  Start  the  Healing  Now 

In  December  1994,  theTMA  Blue  Ribbon  Panel  on  Family  Violence 
was  created  to  address  issues  related  to  family  violence  in  Texas. 
The  panel  physicians, TMA  Alliance  members,  and  other  experts 
developed  a comprehensive  physician  and  patient  education  cam- 
paign targeting  spousal,  child,  and  elder  abuse. 


Infectious  diseases 

TMA’s  Committee  on  Infectious  Diseases  has  developed  exten- 
sive programming  and  physician  education  materials  on  HIV,  hep- 
atitis C,  tuberculosis,  immunizations,  bioterrorism,  public  health 
alerts,  and  judicious  use  of  antibiotics. 

Texas  Medical  Association  Stroke  Project  (TMASP) 

Since  1995,  TMASP  has  educated  physicians,  nurses,  and  other 
health  care  professionals  about  stroke  prevention,  care,  and  treat- 
ment. Endorsed  byTDH,  the  project  is  a joint  effort  ofTMA  and  the 
American  Heart  Association,  Texas  Affiliate,  and  is  funded 
through  an  unrestricted,  educational  grant  from  DuPont  Pharma. 

Project  WATCH 

This  new  prevention  education  program  produced  by  TMA,  the 
TMA  Alliance,  and  theTMA  Foundation  focuses  on  the  five  risk 
factors  for  heart  disease  and  stroke,  the  No.  1 and  No.  3 killers  of 
Texans.  By  educating  Texas  physicians  and  the  public  on  Weight, 
Activity,  Tobacco,  Cholesterol,  and  High  blood  pressure.  Project 
WATCH  hopes  to  decrease  the  number  of  lives  cardiovascular 
disease  claims  in  the  Lone  Star  State. 


For  more  information  on  TMA  public  health  projects,  call  Gayle  Harris  at  (800) 
880-1300,  ext  1670,  or  (512)  370-1670;  e-mail  gayle_h@texmed.org;  or  consult  the 
“Health  & Science"  section  of  TMA’s  Web  site  at  www.texmed.org. 
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Those  entering  the  Texas  Medical  Association  building 
in  Austin  can  learn  about  the  foremost  tradition  of 
doctors  by  gazing  at  the  bronze  sculpture  in  the 
lobby.  Belinda  Weiss  commissioned  “The  Doctor’s 
Greatest  Reward”  by  Garland  Weeks  to  honor  her  late 
husband,  Victor  Weiss,  MD,  a San  Antonio  psychia- 
trist who  believed  that  “physicians  and  organized  medicine 
have  a love  and  warmth  for  people  little  changed  with  the 
passing  of  time.” 

The  sculpture  depicts  a tall,  waist-coated  doctor  who  has 
placed  a child’s  injured  arm  in  a sling.  The  child’s  grateful 
gaze  is  the  doctor’s  greatest  reward.  Surely  this  tradition  of 
devotion  was  present  in  the  hearts  of  the  general  practition- 
ers who  provided  so  much  care  during  the  early  decades  of 
the  20th  century. 

Converting  love  to  skills 

Born  in  Travis  County  in  1867,  Uberto  Desaix  Ezell,  MD,  re- 
ceived a medical  degree  from  Tulane  University  in  1889  and 
began  practicing  in  Kimball  (Bosque  County)  where  the 
Chisholm  cattle  trail  crossed  the  Brazos  River.  More  than 
once.  Dr  Ezell  almost  drowned  as  he  spurred  his 
horse  across  this  river  to  attend  patients  in  Hill  and 
Johnson  counties. 

In  Lometa,  Tex,  between  1903  and  1945, 

Walter  D.  Biggs,  MD,  delivered  more  than 
3,000  babies,  set  many  fractures,  watched  the 
scars  develop  on  the  face  of  a beautiful  girl  af- 
flicted with  smallpox,  prescribed  castor  oil  and 
other  saddlebag  nostrums  many  times,  broke  his 
right  wrist  cranking  his  first  Model  T Eord,  and 
never  lost  a patient  from  snakebite  or  pneumonia. 

In  1912,  Charles  Daniel  Cupp,  MD,  began  a gen- 
eral practice  in  Peoria  that  included  such  feats  as 
performing  surgery  to  relieve  an  intestinal  obstruc- 
tion on  a 10-year-old  boy  on  the  family’s  dining  room 
table  after  it  had  been  moved  to  the  “cooler’ 
back  porch. 

Dauntlessly  courageous  service  motivated 
the  quests  of  these  doctors  for  their  greatest 
rewards. 

After  moving  to  Cleburne  in  1918, 

“Uncle  Doc”  Ezell  treated  hundreds 
of  patients  for  more  than  30  years, 
carrying  his  black  bag  across  his 
right  wrist  because  four  fingers  had 
been  amputated  after  a severe  burn 


from  an  x-ray  machine.  Dr  Ezell’s  deformity  symbolized  a 
second  tradition  in  the  medical  profession:  a never-ending 
search  for  the  knowledge  that  would  convert  “love  and 
warmth”  to  professional  skills  that  would  make  a real  differ- 
ence for  patients. 

Though  not  understanding  all  of  the  powers  of  x-rays 
(discovered  in  1895),  Dr  Ezell,  like  others,  searched  for  the 
best  way  to  use  them  in  diagnosing  and  treating  diseases. 
Guesswork  about  the  location  of  bullets  or  types  of  frac- 
tures was  transformed  into  evidence-based  knowledge  that 
could  help  doctors  provide  proper  care.  A doctor  who  was 
an  honorable,  church-going,  family-loving  citizen  was  im- 
moral if  he  ignored  the  new  scientific  knowledge  and  clini- 
cally useful  technologies.  In  1918,  a doctor  in  Austin 
exclaimed  that  diagnosing  diphtheria  “without  culturing 
the  Klebs-Loeffler  bacillus”  was  “practicing  by  guess,  which 
is  little  short  of  a crime.”  This  moral  imperative  impelled 
the  century’s  astonishing  developments  in  medical  science 
and  technology. 

Sharing  responsibility 

Honoring  this  imperative  transformed  the  contours  of 
medical  education.  After  The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB)  opened  in  1891,  seven 
more  medical  schools  appeared  in  Texas  by  1906.  But 
only  UTMB  and  Baylor  survived,  both  dedicated  to  the 
new  values.  J.  Gordon  Bryson,  MD,  and  80  classmates 
began  their  studies  at  UTMB  in  1906;  only  35  gradu- 
ated 4 years  later.  UTMB  and  Baylor  professors  sanc- 
tioned only  those  who  had  the  talents  and  stamina 
needed  to  become  truly  professional  doctors. 

The  new  science  and  technology  not  only  trans- 
formed the  preparation  of  doctors,  but  it  also  under- 
cut the  meaning  of  “general”  practitioner.  New 
generations  of  doctors  became  specialists  because 
they  did  not  believe  a single  doctor  could  master  the 
burgeoning  science  and  technology  necessary  for 
proper  care  of  patients.  In  Eort  Worth,  George  Bond, 
MD,  chose  radiology,  and  in  Dallas,  William  Carrell, 
MD,  was  an  orthopedic  surgeon,  Hugh  Moore,  MD, 
became  a pediatrician,  and  Joseph  W.  Bourland, 
Sr,  MD,  practiced  obstetrics  and  gynecol- 
ogy. Sofie  Herzog,  MD,  was  a railway 
surgeon  in  Brazoria;  Claudia  Potter,  MD, 

Sculptor  Garland  Weeks’  "The  Doctor’s  Greatest 
Reward’’  captures  the  foremost  tradition  of  physicians. 
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an  anesthesiologist  in  Temple;  and  Julian  Krueger,  MD,  a sur- 
geon in  Lubbock. 

At  least  nine  statewide  societies  of  specialists  functioned 
by  1940.  They  supported  the  growth  of  hospitals  as  medical 
workplaces  because  they  believed  that  only  an  institution 
could  provide  the  comprehensive  care  patients  needed.  To  be 
sure,  there  were  different  types  of  hospitals  in  Texas:  custodial 
asylums,  sanitoria  for  those  with  tuberculosis,  proprietary  fa- 
cilities in  small  towns,  military  and  veterans  hospitals,  rail- 
way hospitals,  and  religious  hospitals.  More  than  700  existed 
at  one  time  or  another  before  1936.  Honoring  the  ideal  of 
comprehensive,  scientific  care  became  the  norm  for  those  that 
survived.  When  the  physician-professors  at  Baylor  Medical 
School  affiliated  with  the  Texas  Baptist  Memorial  Sanitarium 
in  1909,  they  wanted  a teaching  hospital  that  would  train 
doctors  as  scientific  caregivers  who  would  cooperate  in  pro- 
viding the  total  care  needed  by  each  patient. 

Doctors  were  expected  to  cooperate  with  each  other  and 
with  other  professionals  and  assistants  who  appeared,  as 
hospitals  and  practitioner  groups  rallied  around  the  maypole 
of  comprehensive  care  ideals.  Nurses,  physical  and  occupa- 
tional therapists,  social  workers,  lab  technologists,  dietitians. 


Post-war  boom 

Celebrating  and  propelling  these  traditions,  an  incredible  growth 
of  medical  institutions  occurred  in  Texas  after  1940.  During 
World  War  II,  hundreds  of  pilots  trained  at  the  state’s  40  air  bases 
and  more  than  1 million  troops  trained  at  its  15  Army  bases. 

The  legacies  of  the  state’s  military  and  veterans  hospitals 
are  legendary,  as  are  those  associated  with  aerospace  medi- 
cine. Without  the  biomedical  science  and  technology  associ- 
ated with  the  Lyndon  B.  Johnson  Space  Center  established  I 
near  Houston  in  the  early  1960s,  astronauts  Neil  Armstrong 
and  Buzz  Aldrin,  Jr,  would  not  have  walked  on  the  moon,  and 
physician/astronauts  Joe  Kerwin,  MD,  and  Bernard  Harris, 
MD,  would  not  have  flown  on  Skylab  and  the  Space  Shuttle. 

As  cancers,  cardiovascular  disease,  and  accidents  replaced  ! 
infectious  diseases  as  the  leading  causes  of  death  and  dis- 
ability, Texans  organized  M.D.  Anderson  Hospital  and  the 
Texas  Heart  Institute  in  Houston  and  the  Shriners  Burns  In- 
stitute in  Galveston  — all  world-class  facilities  that  provide 
the  highest  forms  of  scientific  care  for  patients  with  cancer, 
heart  disease,  and  burn  injuries. 

When  Mavis  Kelsey,  Sr,  MD,  settled  in  Houston  in  1949  as 
a solo-practice  internist,  the  Texas  Medical  Center  was  mostly 


As  members  of  city,  county,  state,  regional,  and  national  societies, 
doctors  have  negotiated  and  renegotiated  their  political,  economic, 
and  social  roles  throughout  the  20th  century. 


and  pharmacists  — to  name  a few  groups  — were  needed  to 
fulfill  the  dreams  of  total  care  for  each  person.  Sharing  re- 
sponsibilities with  others  became  the  fourth  dominant  value 
animating  the  evolution  of  medical  care  in  this  century. 

The  traditions  that  involved  science,  technology,  educa- 
tion, specialization,  hospitals,  and  shared  responsibilities 
were  very  successful.  By  1929,  they  provided  safer  transfu- 
sions with  known  blood  types,  novocaine,  salvarsan,  vita- 
mins C and  D,  diphtheria  vaccine,  insulin,  morphine.  Pap 
smears,  and  iron  lungs  for  polio  victims.  By  1965,  they  pro- 
vided vitamins  A,  B,  E,  and  K,  sulfa  drugs,  penicillin,  strep- 
tomycin, tetracyclines,  cortisone,  tranquilizers,  radioactive 
isotopes,  polio  and  measles  vaccines,  laser  surgery,  ultra- 
sound, electron  microscopes,  maps  of  DNA  structures,  renal 
dialysis  and  transplants,  heart  valves  and  pacemakers,  am- 
niocentesis, and  Enovid.  During  the  last  35  years,  they  pro- 
vided flexible  endoscopes,  other  organ  transplants  (liver, 
lung,  pancreas,  and  cochlea),  scans  (CAT,  PET,  MRI),  human 
babies  begun  as  embryos  in  laboratory  dishes,  artificial 
hearts,  Prozac,  recombinant  gene  therapy,  chemotherapies 
destroying  some  cancers,  AZT  for  AIDS  patients,  and  Viagra. 

Together  with  improvements  in  housing,  nutrition,  public 
health,  and  personal  lifestyles,  these  achievements  led  to  a 
remarkable  increase  in  longevity,  surely  the  most  outstanding 
change  for  humans  during  this  century. 


a dream.  Now  it  is  the  largest  medical  complex  in  the  United 
States,  with  42  institutions  spread  over  900  acres.  The  num- 
ber of  medical  schools  increased  from  two  in  1949  to  eight  to- 
day. Four  professors  at  The  University  of  Texas  Southwestern 
Medical  Center  in  Dallas  have  won  Nobel  prizes  (Joseph 
Goldstein,  MD,  Michael  Brown,  MD,  Hans  Deisenhofer,  PhD,  | 
and  Albert  Gilman,  MD,  PhD).  Other  examples  could  be  given 
of  outstanding  achievements  at  the  state’s  academic  medical ! 
centers  and  more  than  500  hospitals. 

These  successful  traditions  became  expensive  traditions. 
Personal  incomes  did  not  permit  most  individuals  to  pur- 
chase the  benefits  they  wanted  or  needed.  In  1929,  Blue 
Cross  and  Blue  Shield  was  formed  to  help  teachers  in  the 
Dallas  area  meet  the  costs  of  care  at  Baylor  University  Hos- 
pital. In  1965,  Medicare  and  Medicaid  became  part  of  Presi- 
dent Lyndon  B.  Johnson’s  “Great  Society.”  Throughout  the 
century,  insurance  companies,  hospitals,  practice  groups, 
corporate  industries,  governmental  agencies,  and  health 
maintenance  organizations  (HMOs)  developed  numerous 
schemes  for  Americans  to  use  in  pooling  their  resources  to 
share  the  costs  of  modern  scientific  care.  ! 

Organized  medicine  j 

But  Texans,  like  other  Americans,  have  never  granted  a mo-  i 
nopoly  to  scientifically  trained  physicians  as  the  only  persons  \ 
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who  could  provide  health  care.  Grandmothers,  midwives,  cu- 
randeros,  nurses,  dentists,  optometrists,  chiropractors,  podi- 
atrists — these  and  others  have  provided  healing  services  to 
countless  citizens.  In  a democracy,  each  group  determines  its 
values,  establishes  its  reputation,  and  negotiates  its  social 
contract  with  the  citizens  it  serves.  Physicians  have  always 
competed  with  other  “health  providers”  for  status,  power, 
and  money.  As  members  of  city,  county,  state,  regional,  and 
national  societies,  doctors  have  negotiated  and  renegotiated 
their  political,  economic,  and  social  roles  throughout  the 
20th  century.  This  is  the  fifth  tradition  of  values  that  has 
shaped  the  practice  of  medicine  in  Texas. 

Many  examples  of  this  tradition  could  be  given.  Early  in 
the  century,  TMA  members  worked  with  legislators  to  estab- 
lish a unified  board  of  licensure  (1907)  and  the  state’s  first 
board  of  health  (1909).  In  1920,  Benjamin  Covington,  MD,  a 
general  practitioner  in  Houston  for  58  years,  served  as  pres- 
ident of  the  Lone  Star  Medical,  Dental,  and  Pharmaceutical 
Association,  a group  of  black  professionals.  A general  practi- 
tioner in  Corpus  Christi  for  35  years,  Jose  Antonio  Garcia, 


the  last  half  of  the  20th  century,  though,  citizens  rebelled 
against  the  high  costs  that  compromised  or  denied  access  to 
patients,  the  fragmented  styles  of  specialty  and  hospital  prac- 
tice that  dehumanized  patients,  the  technological  compul- 
sions that  kept  drug-impaired  premature  infants  and 
brain-dead  adults  alive,  and  the  negligent  and  greedy  practi- 
tioners who  spoiled  the  professional  barrels  everywhere.  With 
extensive  and  dramatic  criticisms,  Texans  and  other  Ameri- 
cans have  been  pleading  for  a renegotiation  of  the  social  con- 
tract between  scientifically  trained  physicians  and  the  publics 
they  serve.  During  the  past  three  decades,  these  renegotia- 
tions have  prompted  widespread  anxiety  among  these  physi- 
cians about  the  future  of  their  professional  traditions. 

With  overpopulation,  strained  financial  resources,  and  a 
culture  of  political,  military,  and  disaster  paradigms  that  as- 
signs more  value  to  groups  than  to  individuals,  the  ideals  of 
the  best  and  most  comprehensive  medical  care  for  every  sick 
and  injured  person  appear  to  be  terminally  ill.  Managed  care 
continued  enrolling  patients  across  Texas  as  the  century 
ended,  but  physician  and  patient  dissatisfaction  with  the 


The  East  Texas  Museum  for  Culture  in  Pales- 
tine offers  a glimpse  into  Texas'  medical  past 
with  the  re-creation  of  the  office  used  by  the 
late  R.H.  Bell,  MD.  On  the  left  is  the  exami- 
nation room  and  on  the  right  is  the  x-ray 
facility.  Dr  Bell,  who  died  in  1996,  practiced 
medicine  from  1928  until  1992. 


MD,  was  a devoted  m.ember  of  the  Nueces  County  Medical 
Society,  TMA,  and  the  Texas  Academy  of  General  Practice,  as 
well  as  an  effective  leader  in  Mexican  American  political 
achievements  in  South  Texas.  In  1995,  Marion  Becker  Rat- 
cliff, MD,  a radiologist,  became  the  first  woman  president  of 
the  El  Paso  County  Medical  Society. 

Doctors  in  all  parts  of  the  state  have  represented  their  local 
societies  as  members  of  the  TMA  House  of  Delegates.  J.  Gor- 
don Bryson,  MD,  represented  Bastrop  County  doctors  for  al- 
most 20  years.  John  M.  Smith,  Jr,  MD,  a family  practitioner  in 
San  Antonio  for  48  years,  volunteered  countless  hours  to  the 
TMA  as  president  (1977-1978),  chair  of  its  Board  of  Trustees, 
Texas  Medical  Foundation  president,  board  member  of  TEJ(- 
PAC  and  AMPAC,  and  TMA  delegate  to  the  AMA.  Texans  have 
been  distinguished  leaders  in  the  AMA.  Milford  Owen  Rouse, 
MD,  a Dallas  internist,  was  president  in  1967.  Three  UTMB 
graduates  have  been  AMA  presidents  during  the  past  12  years 
(William  Hotchkiss,  MD,  Joseph  Painter,  MD,  and  Daniel  H. 
Johnson,  MD).  In  1998,  Nancy  Dickey,  MD,  of  College  Station, 
became  the  first  woman  physician  to  serve  as  AMA  president. 

Uncertain  times 

As  these  and  others  led  their  societies  by  triumphantly  cele- 
brating the  five  aforementioned  professional  traditions  during 


constraints  of  HMOs  led  to  legislative  and  regulatory 
changes  that  sought  to  put  physicians  back  in  control  of  med- 
icine. Reforms  adopted  in  Texas,  thanks  in  large  part  to  ag- 
gressive lobbying  by  physicians  and  patients’  rights  groups, 
have  become  models  for  similar  reform  efforts  nationwide. 

If  physicians  really  do  have  a “love  and  warmth  for  peo- 
ple little  changed  with  the  passing  of  time,”  the  challenge  is 
still  that  of  discovering  the  best  ways  to  focus  that  love  in 
patterns  of  service  that  do  justice  to  professional  traditions 
and  the  needs  of  all  sick  and  injured  persons. 

The  end  of  one  century  and  the  beginning  of  another  pro- 
vide an  extraordinary  opportunity  for  physicians  in  Texas  to 
reflect  on  the  traditions  and  transformations  that  have 
brought  their  profession  to  its  current  circumstances.  These 
traditions  were  (are)  the  creeds,  the  “living  faiths,”  the  pro- 
fessed values  of  those  who  were  (are)  20th  century  doctors 
in  Texas.  Physicians  and  the  patients  they  serve  must  exam- 
ine these  legacies  and  determine  which  values  are  worth  pre- 
serving and  why.  They  can  then  transform  their  fears  into  the 
faiths  and  trusts  that  welcome  the  challenges  of  a new  cen- 
tury, a new  millennium.  ★ 

Chester  R.  Burns,  MD,  PhD,  is  the  James  Wade  Rockwell  Professor  of  Medical  His- 
tory at  The  University  of  Texas  Medical  Branch  at  Galveston.  He  is  a member  of 
TMA's  History  of  Medicine  Committee. 
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Telemedicine  in  Texas 

Where  we  are  now,  where  we’re  going 


ith  an  impact  measuring 
higher  on  the  Richter  scale 
than  any  earthquake  in 
memory,  the  explosive  popu- 
larity of  telemedicine  in 
Texas  has  ignited  innovative 
projects  and  study  in  every 
corner  of  the  state.  Out-of-the-box  think- 
ing has  coaxed  earth-shaking  applications 
into  the  telemedicine  arena,  and  Texas 
physicians  are  opening  doors  for  telemed- 
icine and  its  multiple  possibilities.  > 


Dave  Albers 


By  Alice  Adams 
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Consider  these  examples: 

• More  than  3,200  interactive  consul- 
tations at  four  remote  sites  were 
logged  at  The  University  of  Texas 
Medical  Branch  at  Galveston 
(UTMB)  during  the  first  2 years  of  a 
telemedicine  program  to  provide 
health  services  to  Texas  prison  in- 
mates. 

• Texas  Tech  University  Health  Sci- 
ences Center  in  Lubbock  debuted 
HealthNet  in  1989  as  a pilot  project 
(established  with  one  of  the  first  Of- 
fice of  Rural  Health  Policy  telemedi- 
cine grants).  Today,  HealthNet 
serves  rural  communities  in  108 
counties,  bringing  specialists  lo- 
cated hundreds  of  miles  away  into 
the  actual  examining  room  via  a live 
interactive  connection.  The  program 
also  is  actively  involved  in  promot- 
ing state  and  federal  telemedicine- 
related  legislation. 

• Baylor  College  of  Medicine  also  is 
providing  information,  consulta- 
tions, and  care  to  physicians  and  pa- 
tients across  the  state. 

• UTMB  recently  began  a 2-year  pro- 
gram to  link  five  hospitals  serving 
remote  areas  around  the  state  to 
provide  care  for  elderly  patients. 

By  popular  definition,  “telemedi- 
cine” is  the  use  of  telecommunications 
technology  to  transmit  medical  infor- 
mation and  services.  Telemedicine  may 
be  as  simple  as  two  physicians  dis- 
cussing a patient  by  telephone  or  as 
complex  as  consultants  using  satellite 
downlinks  and  robotics  to  perform  a 
surgical  procedure  in  an  off-site  loca- 
tion. Telemedicine  may  be  as  usual  as 
treating  a prison  inmate  via  videocon- 
ferencing or  as  rare  as  matching  patient 
symptoms  to  an  online  database  to 
clarify  a final  diagnosis.  It  can  connect 
medically  tinderserved  or  remote  areas 
of  the  state  to  major  medical  centers, 
resulting  in  improved  health  services 
and  treatment  by  long  distance. 

Texas  is  one  of  the  leading  states  in 
the  use  of  telemedical  services  in  this 
country  because  22  of  the  state’s  254 
counties  do  not  have  a full-time  pri- 
mary care  physician.  Twenty-nine  of 
the  remaining  counties  have  only  one 
doctor  and  20  counties  have  two. 


Telemedicine  could  he  the  answer 
for  communities  with  “circuit-riding” 
physicians  or  with  no  physician  at  all. 
It  has  been  proven,  through  LifeLink  in 
San  Antonio,  for  example,  to  save  lives, 
boost  emergency  room  efficiency,  and 
eliminate  unnecessary  ambulance 
runs.  And  it  facilitates  nursing  home 
patients  who  require  immediate  moni- 
toring or  care.  Ultimately,  telemedicine 
may  also  prove  to  be  the  key  that  un- 
locks new  and  better  channels  for 
health  care  delivery  in  the  21st  century. 


Nursing  homes  and  prisons 

UTMB’s  mission  of  providing  indigent 
care  for  the  state  goes  back  to  its  found- 
ing. But  David  Chiriboga,  PhD,  director 
of  telemedicine  projects  and  professor 
of  health  promotion,  says  telemedicine 
adds  new  momentum  to  care  for  the 
growing  aging  population.  The  result 
has  been  numerous  new  telemedicine 
studies,  involving  several  Galveston 
nursing  homes  and  the  assisted  living 
section  at  the  Texas  Department  of 
Criminal  Justice  in  Huntsville. 

“As  an  example,  let’s  follow  an  in- 
mate who  undergoes  surgery,”  Dr  Chiri- 
boga said.  “He  is  released  from  the 
prison  hospital  in  Galveston  and  sent 
back  to  Huntsville.  The  surgeon  follows 
the  patient  for  2 weeks  or  a month.  But, 
instead  of  transporting  him  back  to  the 
hospital,  he  can  be  seen  where  he  is  — 
in  prison  — through  telemedicine.” 

With  the  aid  of  a nurse  practitioner 
or  physician  assistant  at  the  prison,  the 
inmate  and  the  surgeon  meet  through 
interactive  video.  The  nurse  practi- 
tioner or  physician  assistant  provides 
baseline  information  and  reports  un- 
usual findings.  Then,  with  the  use  of 
tele-equipment,  the  surgeon  guides  the 
remainder  of  the  examination  and  re- 
views transmitted  x-rays  or  MRIs,  elec- 
trocardiograms, and  laboratory  results. 

“In  distance  consultations,  we  find 


physicians  usually  err  on  the  side  of 
conservatism,”  Dr  Chiriboga  said.  “If 
there’s  any  doubt,  the  patient  is 
brought  back  to  the  hospital.” 

This  same  avenue  for  increasing  the 
quality  of  inmate  health  care  was  ad- 
dressed at  the  Lew  Sterrett  Jail  Infir- 
mary in  Dallas  last  March  when 
Parkland  Health  and  Hospital  System, 
partnering  with  The  University  of  Texas 
Southwestern  Medical  Center,  received 
a $148,830  grant  from  the  state’s 
Telecommunications  Infrastructure 


Fund  (TIF)  Board.  This  grant,  plus 
matching  funding,  now  provides  inter- 
active diagnostic,  consultative,  and  ad- 
vanced telemedicine  services. 

Dr  Chiriboga,  who  also  conducted 
recent  studies  involving  residents  of 
two  Galveston  nursing  homes,  says 
telemedicine  reduced  the  need  to  take 
patients  to  the  hospital.  “We  found  that 
at  least  30%  of  their  emergency  room 
visits  were  unnecessary,”  he  said, 
adding  that  the  study  had  been  ex- 
panded to  include  two  other  sites,  one 
in  Clifton  and  one  near  Edinburg. 

Training,  clinical  services 

Baylor  College  of  Medicine’s  Center  for 
Collaborative  and  Interactive  Medical 
Technologies  sees  information,  multime- 
dia, and  telecommunications  technolo- 
gies becoming  essential  to  the  practice  of 
medicine,  particularly  in  remote  areas. 
Therefore,  a large  part  of  Baylor’s  effort 
focuses  on  the  informational  and  educa- 
tional needs  of  patients  and  health  care 
professionals  around  the  state. 

“Along  with  the  many  other  changes 
in  health  care,  we’re  finding  that  pa- 
tients have  less  time  with  caregivers,” 
said  Michael  Fordis,  MD,  director  of  the 
center  and  associate  dean  of  continu- 
ing medical  education.  “In  many  cases, 
these  patients  are  assuming  more  re- 
sponsibility for  their  care.  Therefore, 


“When  we  speak  about  technology, 
we  should  think  of  it  as  supplementing  and 
complementing  the  personal  interactions  between 
patients  and  the  health  care  community.” 
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TECAP  SAVES  YOU  BOTH 

Standardized  medical  record  and  site  review  program 
TexasMedical  for  physicians  and  health  plans 
Association  (gQQ)  880-1300,  ext.  1400,  or  (512)  3704400 
e-mail:  tecap@texmed.org 


"Insurance  and  Risk  Management  Servias  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for; 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  ♦ IPA's  • PHO%  • MSO%  • 

• Multi-Specialty  Practices  • 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  AnfoniO/  Texas  7B230 
lelephone;  Toll  Free  0B8*SSSe2S2S 
or  210,561.7909 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


they  need  to  be  informed  of  the  treat-  : 
ment  and  management  options  avail- 
able so  they  can  be  better  participants.” 

Dr  Fordis  and  his  staff  also  have 
identified  a tremendous  need  for  edu- 
cational and  health  care  services  at  a 
distance,  and  Baylor  College  of  Medi-; 
cine  has  been  a provider  and  an  inno-j 
vator  in  projects  involving  clinical, 
services  at  a distance. 

One  example  involves  a partnership 
between  the  school  and  a large  corpora- 
tion. Baylor  uses  the  Internet  to  provide 
health  and  wellness  information  to  the 
corporate  employees  worldwide,  and  the 
employees,  in  turn,  have  the  opportunity 
to  ask  questions  of  Baylor’s  faculty. 

“We  believe  strongly  that  you  have  to 
be  able  to  provide  an  interactive  environ- 
ment, and  in  this  setting,  the  employees 
can  get  detailed  information  online,”  Dr 
Fordis  said.  But  he  is  also  cautious  about 
encouraging  individuals  to  use  generic 
online  resources.  “It  is  important  that  pa- 
tients know  who  is  answering  their  ques- 
tions,” he  said.  Physicians  also  are 
learning  to  help  patients  evaluate  Inter-J 
net  resources  and  their  credentials  and, 
in  doing  so,  helping  determine  whether 
the  information  is  current  and  accurate. 

“When  we  speak  about  technology, 
we  should  think  of  it  as  supplementing 
and  complementing  the  personal  inter- 
actions between  patients  and  the 
health  care  community,”  Dr  Fordis  em- 
phasized. “We  should  never  think  of  it 
as  replacing  personal  interactions  be- 
tween professionals  or  between  the  pa- 
tient and  his  or  her  physician.” 

Thus,  Baylor  has  originated  video- 
conferencing  programs  for  patients  vis- 
iting its  family  health  centers  and  for 
off-site  educators  and  physicians.  The 
group  sessions  — developed  in  Spanish 
and  English  — address  diabetes  man- 
agement and  provide  patients  with 
overwhelmingly  positive  experiences. 

Possibilities  for  practices 

Brian  Sellers  with  VTEL,  a videoconfer- 
encing/visual communication  firm,  says 
teleradiology  is  the  No.  1 specialty  suited 
for  interactive  telemedicine.  In  fact, 
some  radiologists  are  installing  equip- 
ment in  their  homes  to  receive  electroni- 
cally transmitted  radiographic  images 
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and  consultative  text  from  distant  sites  to 
permit  prompt  interpretation. 

“Telepsychiatry  is  also  an  optimal 
area  for  increased  technology,  and 
VI  EL  is  currently  working  with  mental 
health/mental  retardation  agencies  to 
develop  videoconferencing  resources,” 
Mr  Sellers  said.  “With  these  capabili- 
ties, we  can  save  ‘circuit- riding’  physi- 
cians the  wear  and  tear  of  travel  and 
the  loss  of  regular  practice  hours 
caused  by  travel  requirements.” 

Larry  Richardson,  MD,  a bariatric 
specialist  in  The  Woodlands,  just  north 
of  Houston,  hrst  thought  of  incorporat- 
ing telemedicine  into  his  practice  after 
reading  a newspaper  article.  Coinci- 
dentally, at  that  time,  his  patients  had 
to  navigate  heavy  road  construction  to 
reach  his  office. 

Dr  Richardson  opened  an  office  in 
west  Houston  and  another  in  far  north 
Dallas  after  attending  a telemedicine 
conference  and  gathering  articles 
about  the  use  of  interactive  video  net- 
works and  equipment  to  relay  real-time 
audio/video  to  remote  sites.  The  re- 
sults, he  says,  were  “more  exciting  than 
we  ever  anticipated.” 

Because  much  of  his  practice  in- 
volves counseling.  Dr  Richardson  sees 
new  patients  in  person  during  regular 
office  hours  at  both  Houston  locations 
and  sees  new  patients  in  Dallas  every  2 
weeks.  Return  visits  are  scheduled  so 
that  he  “sees”  patients  through  an  in- 
teractive videoconferencing  network. 

“During  follow-up,  I can  see  them 
and  they  can  see  me,”  Dr  Richardson 
explained.  “1  hear  about  the  patient’s 
progress,  we  discuss  any  issues,  and 
then  I conduct  an  exam  using  a 
telestethoscope  with  an  on-site  medical 
assistant  placing  the  diaphragm  of  the 
stethoscope  on  areas  I direct.” 

Dr  Richardson  says  a comparison 
between  patients  treated  via  interactive 
video  at  a distance  and  those  seen  in 
traditional  clinical  visits  showed  an  in- 
signihcant  difference  in  the  amount 
and  rapidity  of  weight  loss. 

What’s  ahead? 

Researchers  at  medical  schools  around 
the  state  are  investigating  more  of  the 
“what-ifs”  of  telemedicine,  as  well  as 


providing  distance  resources  in  the 
form  of  continuing  education,  online 
databases,  patient  consultations,  and 
diagnostic  assistance. 

Inherent  to  the  use  of  technology  in 
any  setting  is  the  demand  for  maintaining 
state-of-the-art  systems,  a mandate  that 
requires  consistent  or  increasing  levels  of 
funding.  To  date,  building  high-tech  net- 
works and  buying  tele-equipment  have 
been  relatively  painless,  says  Nancy 
Brown,  a scientist  at  the  Telemedicine  Re- 
search Center  in  Portland,  Ore.  Future  de- 
mands and  funding  availability  to  cover 
equipment,  installation,  personnel,  train- 
ing, and  medical  peripherals  may  create  a 
different  picture.  The  state’s  Public  Utili- 
ties Regulatory  Act,  enacted  in  1995,  allo- 
cates $150  million  a year  through  2005  to 
support  and  modernize  Texas’  public 
health  telecommunications  infrastructure. 

Baylor’s  Dr  Fordis  points  to  physi- 
cian reimbursement  as  a real  issue  in 
telemedicine,  particularly  in  the  con- 
sultation arena,  and  also  as  a possible 
barrier  to  reaching  future  potential. 
“Most  reimbursement  systems  at  pres- 
ent do  not  cover  long-distance  consul- 
tation charges,”  he  said.  “In  these 
cases,  other  options,  such  as  the  Inter- 
net, may  be  more  useful.” 

An  equally  menacing  barrier  to 
telemedicine’s  growth  is  confidentiality 
and  security  in  transmitting  informa- 
tion. For  example,  a patient  e-mailing 
his  or  her  physician  from  the  office 
doesn’t  realize  the  message  could  be 
viewed  by  the  company’s  information 
technology.  This  medical  information 
could  jeopardize  continued  employment 
opportunities  or  insurance  coverage. 

“Obviously,  telemedicine  is  not  the 
panacea  for  everything,”  Dr  Chiriboga 
said.  “We  seek  to  hnd  what  purposes  it 
is  most  suited  to  serve.  Is  it  a tool  en- 
abling the  health  care  community  to 
provide  better  treatment  or  is  it  a bet- 
ter tool  allowing  students  immediate 
interface  with  professors?  Is  it  better 
formatted  to  provide  in-service  train- 
ing, or  is  it  the  resource  that  keeps  the 
health  care  team  better  informed  and 
the  family  more  comfortable?”  ★ 


Alice  Adams  is  an  Austin  freelance  writer. 


Hearing  about 
this  ney/\rs  first  could 
keep  your 
practice  from 
flatlining: 


Humana  backs  down 
on  billing  audits 


Legislative  alert  - 
Patients  Bill  of  Rights 


I Starting  your 
medical  practice? 


Get  online  now  with 
these  free  e-mail  services: 

O Altavista.com 
O Email,  com 
O Juno.com 
O Mail.yahoo.com 
O Medscape.com 
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Visit  us  oniine  at  www.usphysicaltherapy.com  and  request  an  information  packet 
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Providing  PhysicaiTherapyAddsTo  Your  Bottom  Line 

The  TurnKeyPP""  system  places  a fully-operational  physical  and  occupational  therapy  clinic  within  your  practice. 
Those  patients  that  you  currently  refer  to  hospitals  and  independent  therapy  clinics  do  not  have  to  leave  your  care. 
We  provide  all  the  development  and  management  for  you. 

TurnKeyPP""  permits  you  to  manage  the  full  course  of  treatment  within  your  practice.  Your  patients  benefit 
from  a continuity  of  rehabilitation  under  your  direction.  The  entire  treatment  process  is  back  in  your  control. 

You  owe  it  to  your  practice  and  your  financial  future  to  find  out  more.  Contact  Jerry  Nisenson,  Vice 
President  of  Development  at  1-877-433-3179  or  jnisenson@usphysicaltherapy.com 

U.S.  Physical  Therapy 

3040  POST  OAK  BLVD.,  SUITE  222  • HOUSTON,  TEXAS  77056  • 1-877-433-3179  • usphysicaltherapy.com  • NASDAQ  USPH 


BREAST  CARE  MANAGEMENT. 


as  individual  as  your  patients. 


♦ 


The  new  Breast  Care  Center  in  Houston  provides  you  with  individual  access  to  an  internationally  renowned  team  of 
researchers  and  clinicians  whose  focus  is  the  evaluation,  diagnosis,  treatment  and  research  of  breast  disease. 


This  state-of-the-art  21,000  square  foot  facility  offers: 

♦ more  than  eight  medical  subspecialties,  advanced  diagnostics, 
breast  imaging,  genetic  testing  and  outpatient  services 

♦ prompt  patient  scheduling 

frequent  communication  of  diagnosis  and  treatment  plans 
to  referring  physicians 

♦ physician  consultation  with  a multidisciplinary  team 

♦ an  extensive  clinical  research  program  recognized  as  one  of 
the  most  comprehensive  and  advanced  in  the  country. 

When  you  need  a comprehensive  resource  for 
THE  management  OF  BREAST  DISEASE,  CALL  OUR 
Physician  Consultation  Line  1-800-336-3664. 
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May  25-28,  2000  O San  Antonio,  Texas 

Join  us  for  TexMed  2000,  the  most  exciting  TexMed  yet! 

Free  continuing  medical  education  for  TMA  members,  and  $10  continuing  education  for  nurses 
and  other  allied  health  professionals  makes  TexMed  2000  the  best,  and  most  fun,  deal  in  town! 

Tlic  follow  ing  pages  contain  registration  information  for  TexMed  2000,  the  most  exciting  TexMed  yet! 

Take  a moment  to  review  the  schedule  below  and  make  plans  to  be  at  the  first  TexMed  of  the  new  millennium. 

Watch  your  mail  for  the  Advance  Program  with  more  details  and  information. 

Chetk  the  TexMed  2000  Web  site  at  virtual.texmed.org,  beginning  Marth  1,  2000  for  the  latest  information. 

TEXMED  2000  AT  A GLANCE 


THURSDAY,  MAY  25 


New  Delegates  Orientation 

(6:45  a.m.) 

Childcare 

(7:30  a.m. -5:30  p.m.) 

HOD  Opening  Session 

(8-9:30  a.m.) 

Reference  Committees 

(9:30  a.m.-2  p.m.) 

Exhibit  Hall  Hours 

(11:30  a.m. -6  p.m.) 

HOD  Section  Meetings 

Check  Web  site,  virtual.texmed.org  for 
times. 

General  Session  (2-5  p.m.) 

■ The  Mind  Game  of  Disease  Management 
James  0.  Prochaska,  PhD 

■ Physician  Stress  & Burnout 

■ Healing  When  You  Cannot  Cure 
Harold  Kushner 

Bexar  County  Golf  Tournament 

(1-5  p.m.) 

TAFP  "Add  a Day  to  TMA" 

(7:50  a.m.-5:30  p.m.) 

Welcome  Reception  (5-6  p.m.) 

TEXPAC  300  Reception 

(5:30-6:30  p.m.) 

Meet  the  Candidates  Reception 

(6-7:30  p.m.) 

Oenological  Society  (7:30-10  p.m.) 

Fifty  Year  Club  (6-10  p.m.) 

Alliance:  Evening  at  Southwest 
School  of  Art  & Craft 

(Children's  program  available.) 

Guest  Speaker:  Peter  Meade,  MD,  of 
Doctors  Without  Borders  (6:.30-10:30  p.m.) 

Alumni  Events  (After  6 p.m.) 


FRIDAY,  MAY  26 


Exhibit  Hall  Hours  (7  a.m.-5:30  p.m.) 
Childcare  (7:30-5:30  p.m.) 

HOD  Reconvenes  (9  a.m.-Noon,  l:.30-4p.m.) 

HOD  Section  Meetings 

e Check  Web  site,  virtual.texmed.org  for  times 

TMA/TMAA  Presidents'  Joint 
Installation  Luncheon  (Noon-l:30  p.m.) 

Investment  Seminars 

■ TIAA-CREF:  Your  Goals  Don't  Wait  - Why  Should 
You?  Investing  With  Mutual  Funds  ( 10-1 1:30  a.m.) 

■ Mercer:  21st  Century  Financial  Strategies  for 
Physicians  (2-3:30  p.m.) 

Symposia 

■ Blood  and  Tissue  Usage  (2-5  p.m.) 

■ Community  Response  to  Family  Violence 
(1:30-5  p.m.) 

■ Diabetes  (2-5  p.m.) 

■ Emergency  Medicine  (9  a.m.-l  p.m.) 

■ Piiin  (9  a.m. -noon) 

Scienlifice  Programs 

■ Dermatology  (2-5  p.m.) 

■ Digestive  Diseases  (8  a.m. -noon) 

■ Endocrinology  (8  a.m. -noon) 

■ Family  Practice  (8  a m. -5  p m.) 

■ Neurological  Surgery  (8:15  a.m.-5  p.m.) 

■ Obstetrics  and  Gynecology  (8  a.m.-5  p.m.) 

■ Occupational  Medicine  (8:30  a.m.-5  p.m.) 

■ Ophthalmology  (8  a.m.-5:30  p.m.) 

■ Orthopaedics  (1-5  p.m.) 

■ Otolaiyngology  (8:30  a.m.-5  p.m.) 

■ Plastic,  Reconstructive,  and  Maxillofacial  Surgery 
(8:30  a.m.-noon) 

■ Psychiatry  (9  a.m.-5  p.m.) 

■ Pubhc  Health  (9  a.m.-4:15  p.m.) 

■ Sports  Medicine  (with  Orthopaedics)  (8  a.m.-noon) 

■ Surgery  (9  a.m.-5  p.m.) 

Paradise  Found! 

An  Evening  in  .4capulco 

TMA  Foundation  Benefit  (6-11  p.m.) 

Alumni  Events  (After  6 p.m.) 


SATURDAY,  MAY  27 


Exhibit  Hall  Hours  (7:30  a.m. -2  p.m.) 
Childcare  (7:30-5:30  p.m.) 

General  Session  (8-9  am.) 

■ Raising  Children  in  a Medical  Marriage 
Catherine  Musco  Garcia-Prats  & Joseph  A. 
Garcia-Prats,  M.D. 

Educational  Tracks 

■ The  Clinical  Practice  of  Medicine  - 
Geriatrics  (9:15  a.m. -12:30  p.m.) 

■ Medical  Economics  (9  a.m.-noon) 

■ Alternative/Complementary  Practices  - 
Pediatrics  (9:15  a.m.- 12: 15  p.m.) 

■ Ethics:  Breaking  Bad  News  (9  a.m.-noon) 

■ Technology  in  Medicine  (9  a.m.-noon) 

HOD  Section  Meetings 

Check  Web  site,  virtual.texnied.org  for  times. 

Symposia 

■ Cancer:  What  Primary’  Care  Physicians  Need  to 
Know  t8:.30  a.m.-5:15  p.m.) 

■ Diabetes  (9  a.m.-noon) 

Scientific  Sections 

■ .Yllergy,  Asthma,  ami  Clinical  Immunology 
(9  a.m. -5  p.m.) 

■ .\nesthesiology’  (7:55  a.m.-4:15  p.m.) 

■ Colon  and  Rectal  Surgery' 

(9  a.m  - 12:30  p.m.) 

■ Dennatology'  (8:30  a.m.-noon) 

■ Neurological  Surgery  (8:30  a.m.-l  1:30  p.m.) 

■ Ophthalmology  (9  a.m.-i  p.m.) 

■ Orthopaedics  (8  a.m. -5  p.m.) 

■ Otolaryngology  (8:30  a.m.-noon) 

■ Physical  Medicine  & Reliabilitation 
(9  a.m. -5  p.m.) 

TMA  Day  at  Sea  World 

(10  a.m.-lO  p.m.) 

Family  Cookout  at  Sea  World  (6-7  p.m. ) 


SUNDAY,  MAY  28 


Dermatology  (8:30  a.m.-noon) 
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TexMed  2000  Registration  Form 

May  25-28,  2000 

Henry  B.  Gonzalez  Convention  Center 
San  Antonio 


O Personal  Information 

Complete  registration  form  (one  per  person)  and  return  hy  fax  or  mail  with  payment.  Pick  up  tickets  and  name  badges  at  the  Par 
View  registration  lobby  at  the  Convention  Center.  Preregistration  closes  on  Wednesday,  May  17,  2000,  at  5 p.m.  Following  t 
date,  you  may  register  on-site. 

Name Specialty License  # 

Address 


City State ZIP  Code 

Phone  # Fax  w E-mail 


□ Check  here  it  special  assistance  is  required  to  fully  participate,  and  you  will  he  contacted  to  discuss  your  needs. 
We  can  not  assure  the  availability  of  disability  assistance  without  prior  notification  of  need. 


O Registration  Fees 

Members  FREE  Registration  for  TMA  members 

□ Physician  □ Medical  Student  □ Intern,  Resident,  Fellow 

□ Member’s  Family  Name; 

Nonmembers 

□ Physician:  $200  □ Medical  Student:  $10  □ Intern,  Resident,  Fellow:  $10 

□ Allied  Health  Personnel:  $10  □ CMS  Staff:  Waived  □ Speaker;  Waived 

□ Nonmember’s  Family  over  Age  21:  $10  Each  Name: 


Total  Registration 
Fees  = $ 


o Events 

Thursday 

Evening  at  the  Southwest  School  of  Art  and  Craft $ 70  per  adult x 

Number  of  Children Ages $ 15  per  child x 

Friday 

Joint  Installation  Luncheon $ 20  per  person x 

Foundation  Benefit:  Regular  Tickets $125  per  person x 

Concho  del  Mar  Tickets $150  per  person x 

Saturday 

TMA  Day  at  Sea  World  $33  per  person x 

Sea  World  Season  Ticket  Holders  $ 1 5 per  persoia x 


= $ 
= $, 


= $ 
= $, 
= $. 


= $, 
= $. 


Q Child  Care 

Thursday Number  of  Children  Age(s) x $50  per  day  = $ 

Friday  Number  of  Children Age(s) x $50  per  day  = $ 

Saturday Number  of  Children Age(s) x $50  per  day  = $ 


0 Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  hy  donation  of  $100,  $50  or  $25  $ 


0 Total  Fees  (Total  of  sections  2-5)  (No  refunds  after  May  1 1 , 2000)  $ 


□ Enclosed  is  check  # for  $ payable  to  TMA.  Charge  to  my  □ VISA  □ MasterCard  □ AMEX  Amt.  $ 


Acct.# 


Exp.  Date 

Name  on  Card 


Signature 


Return  form  with  payment  to: 

TMA  Conference  and  Meeting  Management  Dept.,  401  W.  15th  St.,  Austin,  TX  78701,  or  hy  fax  at  (512)  370-1635. 

For  more  information,  check  out  our  Web  site  at  virtual.texmed.org. 


jlVIail  to; 

Texas  Medical  Association 
Housing 
ip.O.  Box  2426 
San  Antonio,  TX  78298 
OR 

Fax  to:  (210)  207-6702 


Texas  Medical  Association  Housing  Request  Form 
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Educational  Showcase  & Expo 


May  25-28,  2000  O San  Antonio,  Texas 


Reservation  cutoff  date: 
April  20,  2000 


lESERVATION  WILL  NOT  BE  PROCESSED  IF  FORM  IS  INCOMPLETE.  TELEPHONE  REQUESTS  ARE  NOT  ACCEPTED.  Keep  a copy 
'■  form  for  your  records.  DO  NOT  MAIL  AFTER  FAXING.  Acknowledgments  are  mailed  or  faxed  only  to  the  name  listed  in  #8.  Photocopy 
IIS  form  if  you  need  more  than  one  room. 


SELECT  FOUR  HOTELS:  Rooms  are  assigned  first  come/first  served.  If  choices  are  not  available,  a room  will  be  secured  at  a hotel 
based  on  your  preference  of  rate  or  proximity  and  availability.  USE  CODES  ONLY,  NOT  NUMBERS. 


'5t  Choice 


d Choice 


2nd  Choice 


4th  Choice 


Hotel 

CODE 

Marriott  Rivercenter 

MRC 

Marriott  Riverwalk 

SAM 

Hilton  Palacio  Del  Rio 

HPR 

Plaza  San  Antonio  by  Marriott 

PLZ 

hotel  choices  are  sold  out,  which  is  more  important? 


□ Room  Rate 


□ Location 


I ARRIVAL: 

! DATE:  


AM 

TIME: PM 


3.  DEPARTURE: 

DATE: 


AM 

TIME: PM 


^PORTANT:  Avoid  problems.  Make  air  reservations  before  filling  out  arrival/departure  dates  on  this  form. 


3quests  for  two  or  more  days  pre-  or  post-convention  may  not  be  available  through  the  housing  department.  Acknowledgement  will 
. ivise  you  to  call  the  hotel  directly  for  additional  nights  (not  always  available  at  convention  rates). 

:□ 


CHECK  APPROPRIATE  BOX: 


□ 


ONE  BED 

SUITE  + ONE  BEDROOM 


TWO  BEDS 

SUITE  + TWO  BEDROOMS 


The  housing  department  will  request  room  type;  the  hotel  will  confirm  if  available. 

TOTAL  NUMBER  OF  PEOPLE  IN  ROOM: 

ROOM  GUARANTEE:  The  hotel  will  send  confirmation  with  rate,  policies,  and  room  type.  All  rooms  must  be  guaranteed.  Do  not 
send  checks  to  the  housing  department.  Complete  credit  card  information  or  send  check  directly  to  the  hotel  upon  receipt  of 
confirmation  slip. 


pe  of  Card  (i.e.,  AE,  MC,  VS)  Credit  Card  Number 
- LIST  ALL  OCCUPANTS:  First  name  first. 

1. 

3. 

SEND  ACKNOWLEDGEMENT  TO: 


Expiration  Date  Name  on  Credit  Card 


2. 

4. 


|RST  NAME  Ml  LAST  N 

AME 

i 

“l 

PRE 

ET  ADDRESS  0 

R PO.  BOX  NUMBER 

1 

TY  STATE  COUNTRY  ZIP  CO 

DE 

4YT 

ME  PHON 

E NUMBE 

R FAX 

MUM 

3ER  ( 

f International,  Indicate  Country/City  Codes) 

SPECIAL  REOUESTS: 

St  special  or  other  needs: 


Smoking 


Nonsmoking 


□ 


Check  here  for  disability 


Official  TexMed  2000  Housing  Form  • May  25-28,  2000 


PARTICIPATING  HOTELS 
AND  RATES 

O Marriott  Rivercenter  (MRC) 

101  Bowie  St. 

$149  single,  $149  double 
Each  additional  person,  $20 
Board,  Council,  Committee  Meetings, 
Delegate  Headquarters 

O Marriott  Riverwalk  (SAM) 

71 1 E.  Riverwalk 
$149  single,  $149  double 
Each  additional  person,  $20 
TMA  Alliance  Headquarters 


0 Hilton  Palacio  Del  Rio  (HPR) 

200  S,  Alamo 

$145  single,  $160  double 

Exhibitor  Headquarters 

O Plaza  San  Antonio  - A Marriott  Hotel  (PLZ) 

555  S.  Alamo  St. 

$135  single,  $145  double,  $155  triple,  $165  quae 


OTHER  FACILITIES 

0 Henry  B.  Gonzalez  Convention  Center 

200  E.  Market 

See  Map  for  TexMed  2000  registration  at  x 


Place 

Stamp 

Here 


Texas  Medical  Association  Housing 
RO.  Box  2426 
San  Antonio,  Texas  78298 


■ All  rooms  are  subject  to  a 16.75%  state  and  room  tax.  Tripl 
and  quadruple  occupancy  may  incur  additional  charges. 

■ Reservations  are  processed  on  a first-come,  first-served 
basis  until  Thursday,  April  20,  2000. 

■ A receipt  from  the  Housing  Bureau  will  acknowledge  your 
reservation.  This  is  not  a confirmation.  A confirmation  will 
follow  from  the  hotel  in  approximately  four  to  five  weeks. 

■ Changes  and  cancellations  must  be  made  in  writing  to  the 
Housing  Bureau  and  not  to  the  TMA  office. 

■ The  Housing  Bureau  does  not  accept  phone  calls  regarding 
reservations.  Please  mail  your  housing  form  directly  to  the 
Housing  Bureau  at  PO  Box  2426,  San  Antonio,  TX  78298  c 
by  fax  to  (210)  207-6702.  DO  NOT  fax  and  mail  your  housin 
form,  as  this  may  result  in  duplicate  reservations  (for  which 
you  may  be  billed). 

■ A credit  card  guarantee  is  required  for  all  reservations.  If  yo 
wish  to  guarantee  your  room  with  a check,  you  may  send  a 
first  night's  deposit  directly  to  your  assigned  hotel.  DO  NO' 
mail  cash  or  check  with  the  Housing  Reservation  Form. 
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58  Area  income  as  a predictor  of  preventable 

hospitalizations  in  the  Harris  County  Hospital 
District,  Houston 

BABY  M.  DJOJONEGORO,  MPH;  LU  ANN  ADAY,  PHD;  ANNA  FAY  WILLIAMS,  PHD; 
CHARLES  E.  FORD,  PHD 


63  Information  for  authors 


This  study  assesses  whether  geographical 
area  income  based  on  census  data  is  a 
good  predictor  of  preventable  (or  ambu- 
latory care -sensitive)  hospitalizations  in 
a large  public  hospital  system  in  Texas, 
and  how  area  income  correlates  with  the 
socioeconomic  status  reported  by  pa- 
tients. Documenting  a correspondence 
between  area  and  individual-level  in- 
come, as  well  as  meaningful  variation  in 
rates  of  avoidable  hospitalizations  across 
subgroups  and  areas  with  varying  con- 
centrations of  low-income  persons, 
points  to  the  validity  and  utility  of  this 
approach  for  monitoring  how  well  public 
hospital  systems  in  Texas  address  the 
needs  of  those  they  most  directly  serve. 

Area  income  may  not  fully  reflect  the 
disproportionately  lower  socioeconomic 
status  of  patients  seen  in  the  public  hos- 
pital system.  Nonetheless,  living  in 
lower-income  zip  codes  was  associated 
with  higher  preventable  hospitalization 
rates  for  the  predominantly  low-income 
population  served  by  the  public  hospital 
system.  A tenfold  difference  found  in  the 
adjusted  rates  of  hospitalizations  for  pre- 
ventable conditions  compared  with  con- 
trol (or  marker)  conditions  among 
persons  living  in  low-income  areas  sig- 
nals the  likelihood  of  substantial  unmet 
needs  in  this  population. 

Small-area  analysis  and  related  com- 
parisons of  rates  of  preventable  hospital- 
izations in  high-  and  low-income  areas 
provide  useful  indicators  for  monitoring 
and  assessing  the  performance  of  public 
hospital  systems  in  Texas. 


Baby  M.  Djojonegoro,  MPH,  scientist/medical 
writer,  Wyle  Life  Sciences;  Dr  Aday,  professor,  and 
Dr  Ford,  associate  professor,  The  University  of 
Texas-Houston  School  of  Public  Health;  and  Dr 
Williams,  consultant. 
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Area  income  as  a predictor  of  preventable 
hospitalizations  in  the  Harris  County  Hospital  District, 
Houston 
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ANNA  FAY  WILLIAMS,  PHD 

INTRODUCTION 

Public  hospitals  and  other  safety- 
net  providers  play  a unique  and 
important  role  in  providing  both 
ambulatory  and  inpatient  serv- 
ices to  low-income  and  med- 
ically indigent  residents.  Such 
providers,  however,  face  major  chal- 
lenges and,  in  many  communities,  sub- 
stantial threats  to  their  sustainability  in 
an  era  of  diminished  public  resources 
and  increased  private  competition  for 
Medicaid-eligible  patients.  For  such  in- 
stitutions, an  indicator  of  the  extent  to 
which  the  needs  of  the  most  vulnerable 
are  being  met,  as  well  as  which  areas 
may  most  need  targeted  community-  or 
primary  care-oriented  interventions,  is 
the  magnitude  of  association  between 
the  rates  of  preventable  hospitaliza- 
tions in  a geographic  area  and  the  con- 
centrations of  low-income  persons 
living  in  that  area. 

Higher  rates  of  preventable  or  am- 
bulatory care-sensitive  hospitalizations 
— ie,  hospitalizations  for  illnesses  that 
could  have  been  avoided  or  controlled 
with  timely  and  effective  primary  care 
— have  been  observed  for  people  re- 
siding in  low-income  neighborhoods 
(1-6).  Small-area  analysis  that  uses  zip 
codes  as  the  basic  unit  has,  for  exam- 
ple, documented  rates  of  avoidable  or 
ambulatory  care-sensitive  (ACS)  hospi- 
talizations that  were  much  higher  in  ar- 
eas with  high  concentrations  of 
low-income  families  and  persons 
(7-10).  Higher  rates  of  hospitalizations 
for  conditions  that  could  be  treated 
with  adequate  and  timely  ambulatory 
care  have  been  found  to  be  directly  re- 
lated to  financial  or  organizational  bar- 
riers to  access  to  primary  care  (3-4,6). 

Previous  research  has,  however, 
tended  to  focus  on  citywide  variation 
in  rates  of  ambulatory  care-sensitive 
hospitalizations  by  zip  code  income 
concentrations  — not  on  the  target 
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populations  of  the  most  vulnerable 
served  by  the  public  hospital  system 
(1-6,8-10).  The  correspondence  be- 
tween patients’  incomes  derived  from 
census  data  on  the  aggregate  income 
level  in  the  zip  code  in  which  they  live 
and  their  actual  incomes  also  has  not 
been  directly  validated. 

We  explored  the  generalizability  and 
relevance  of  conventional  methods  for 
small-area  analysis  to  assess  the  rela- 
tionship between  area  income  and 
avoidable  hospitalizations  among  the 
low-income  population  served  by  the 
public  hospital  system  in  Houston,  Har- 
ris County,  Texas.  The  Harris  County 
Hospital  District  serves  low-income 
and  indigent  individuals  in  the  Hous- 
ton area  and  operates  11  clinics  and  3 
hospitals  (including  1 with  a level  I 
trauma  center).  In  1995,  the  hospital 
district  reported  more  than  50,000  hos- 
pitalizations. 

This  study  examines  the  association 
between  area  income  data  and  actual 
patient  socioeconomic  status,  analyzes 
whether  area  income  is  a significant 
predictor  of  ambulatory  care-sensitive 
hospitalizations  among  predominantly 
low-income  hospital  district  patients, 
and  presents  illustrative  descriptive 
data  on  variation  in  rates  of  ambula- 
tory care-sensitive  conditions  by  race 
and  gender  subgroups.  Documenting  a 
correspondence  between  aggregate 
and  individual-level  income  designa- 
tions, as  well  as  meaningful  variation 
in  rates  of  avoidable  hospitalizations 
across  subgroups  and  areas  with  as- 
sorted concentrations  of  low-income 
persons,  points  to  the  validity  and  util- 
ity of  this  approach  for  monitoring  how 
well  public  hospital  systems  address 
the  needs  of  those  they  serve  most  di- 
rectly. Such  an  approach,  drawing 
upon  standard  hospital  admission  files 
and  census  data,  could  provide  rela- 
tively cost-effective  routine  monitoring 
of  system  performance. 
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METHODS 
Data  sources 

The  Harris  County  Hospital  District  in- 
patient database  consisted  of  unaudited 
patient  discharges  from  3 hospital  dis- 
trict facilities  (Quentin  Mease,  Ben 
Taub,  and  Lyndon  B.  Johnson  hospitals) 
from  January  1 to  December  31,  1995. 

Following  the  method  of  Billings  et 
al  (5),  we  grouped  patient  discharges 
by  their  ICD-9-CM  diagnosis  codes  into 
2 categories: 

• Ambulatory  care-sensitive  (ACS) 
conditions,  ie,  diagnoses  for  which 
outpatient  care  can  reduce  the  risks 
of  hospital  admission;  and 

• Marker  conditions,  ie,  diagnoses  for 
which  the  availability  of  outpatient 
care  has  little  impact  on  the  need  for 
hospitalizations. 

The  local  relevance  of  the  classifica- 
tion of  diagnoses  into  ACS  and  marker 
conditions  was  assessed  by  2 physicians 
and  a nurse  who  examined  a working  list 
of  conditions  drawn  from  Billings  et  al 
(5)  with  additions  from  Begley  et  al  (10). 
In  cases  where  consensus  was  not 
reached,  the  majority  selection  prevailed. 

The  conditions  of  local  relevance  se- 
lected were  as  follows: 

• ACS  conditions:  preventable  condi- 
tions — pertussis,  rheumatic  fever, 
tetanus,  polio,  hemophilus  meningi- 
tis, iron  deficiency  anemia,  and  nutri- 
tional deficiencies;  acute  conditions 
— convulsions;  severe  ear,  nose,  and 
throat  infections;  bacterial  pneumo- 
nia; hypoglycemia;  gastroenteritis; 
kidney  and  urinary  infections;  dehy- 
dration; and  pelvic  inflammatory  dis- 
ease; chronic  conditions  — grand  mal 
status,  pulmonary  tuberculosis,  other 
tuberculosis,  chronic  obstructive  pul- 
monary disease,  asthma,  congestive 
heart  failure,  acute  edema  of  lung, 
hypertension,  stroke,  angina,  dia- 


betes, dental  conditions,  and  congen- 
ital syphilis. 

• Marker  conditions:  appendicitis  with 
appendectomy  and  fracture  of  neck 
of  femur. 

Marker  conditions  are  not  expected 
to  show  variations  by  area  income,  as 
they  are  considered  unavoidable  and, 
thereby,  serve  as  a referent  comparison 
or  control  for  the  analysis.  In  previous 
studies,  conclusions  regarding  associa- 
tions between  ACS  hospitalizations 
and  other  variables  were  strengthened 
when  analyses  of  the  respective  marker 
conditions  displayed  no  variation 
across  areas  (4-5). 

Population-level  income  data  for 
Harris  County  zip  codes  were  obtained 
from  the  1990  Census  Summary  Tape 
File  (C90STF3B  database).  The  analy- 
ses were  replicated  by  using  updated 
1994  planning  data  on  income,  but  we 
found  no  substantial  differences  in  the 
overall  conclusions  reported  here  by 
using  the  1990  data. 

The  analyses  were  limited  to  per- 
sons younger  than  65  years  because  ac- 
cess barriers  associated  with  medical 
indigence  are  likely  to  be  greater  for 
the  non-Medicare  population. 

Data  analysis 

To  address  the  first  objective  regarding 
the  correspondence  between  census  in- 
come data  and  patient  socioeconomic 
status,  a Pearson  correlation  coefficient 
was  computed.  The  association  was  es- 
timated between  the  percentage  of 
households  in  a given  zip  code  report- 
ing incomes  below  $15,000  in  the  1990 
US  Census  and  the  corresponding  per- 
centage of  patients  with  incomes  below 
the  federal  poverty  level,  as  shown  by 
hospital  district  records.  The  percent- 
age of  patients  below  the  federal 
poverty  level  was  obtained  by  dividing 
the  number  of  hospitalized  patients  re- 
siding in  a given  zip  code  whose  in- 
comes, according  to  district  records. 


were  below  the  poverty  line  by  the  to- 
tal number  of  patients  reporting  resi- 
dence in  that  zip  code  area.  Because 
the  measures  of  income  are  not  identi- 
cal, we  would  not  expect  to  find  a per- 
fect correspondence  or  correlation 
(1.00).  A relatively  high  (>  .40)  and 
statistically  significant  correlation 
would,  however,  indicate  a good  corre- 
spondence between  the  aggregate  and 
individual-level  income  estimates. 

To  address  the  second  objective  re- 
garding the  association  between  the 
census  area  income  indicator  and  pre- 
ventable hospitalization  rates  for  hos- 
pital district  patients,  separate  simple 
bivariate  regression  models  were  run 
for  ACS  conditions  and  for  marker  con- 
ditions. The  independent  variable  in 
each  regression  analysis  was  the  per- 
centage of  households  in  the  respective 
zip  codes  earning  less  than  $15,000 
annually.  The  dependent  variable  was 
the  zip  code-specific  ACS  or  marker 
condition  hospitalization  rate,  respec- 
tively — obtained  by  dividing  the  num- 
ber of  admissions  for  selected  groups  of 
conditions  for  residents  of  the  corre- 
sponding zip  code  by  the  zip  code  pop- 
ulation younger  than  65  years  per 
1000  area  residents. 

Two  types  of  indicators  were  de- 
rived from  the  resulting  regression 
equations  to  assess  the  association  be- 
tween area  income  and  hospitalization 
rates.  First,  the  or  percent  variance 
explained  for  the  ACS  and  marker  con- 
ditions by  the  respective  models  were 
compared.  A higher  for  income  as  a 
predictor  in  the  model  for  the  ACS  con- 
ditions than  that  for  marker  conditions 
would  conhrm  the  role  of  area  socio- 
economic status  in  predicting  preventa- 
ble hospitalizations. 

A second  indicator,  a hospital  dispar- 
ity ratio,  was  used  to  summarize  com- 
parisons of  the  rates  of  hospitalizations 
estimated  by  the  respective  regression 
models  that  were  run  separately  for  high- 
income  versus  low-income  zip  code  ar- 
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Table  1.  Association  between  aggregate  area  income  and  preventable  hospitalization  rates.* 


Type  of  Condition 

P-value 

Disparity  Ratio 

Ambulatory  care-sensitive  (ACS) 

.691 

< .001 

32.4 

Marker 

.380 

< .001 

3.1 

* These  results  were  based  on  bivariate  regression  analyses  with  the  percentage  of  households  in  the  re- 
spective zip  codes  earning  less  than  $15,000  annually  as  the  independent  variable,  and  hospitalization 
rates  for  the  respective  types  of  conditions  as  the  dependent  variable.  To  compute  the  disparity  ratio, 
the  analyses  were  run  separately  for  low-income  and  high-income  areas;  on  the  basis  of  the  respective 
regression  equations,  the  estimated  hospitalization  rates  for  the  low-income  areas  were  divided  by  the 
rates  for  the  high-income  areas.  A higher  disparity  ratio  means  the  rates  were  higher  in  low-income  com- 
pared with  high-income  areas,  adjusted  for  variation  in  income  within  the  different  areas. 


eas.  The  hospitalization  disparity  ratio 
was  calculated  first  by  estimating  the 
ACS  and  marker  condition  hospitaliza- 
tion rates  (dependent  variables),  respec- 
tively, on  the  basis  of  area  income 
(independent  variable).  Separate  estima- 
tions were  made  for  those  zip  code  areas 
that  were  designated  as  low-income  and 
those  designated  as  high-income  areas. 
The  same  cut  points  for  identifying  low- 
versus  high-income  areas  that  were  used 
by  Billings  et  al  (8)  in  a related  study 
were  deemed  to  be  appropriate  for  dis- 
tinguishing these  areas  in  Harris  County 
Texas.  A low-income  zip  code  was  de- 
fined as  one  in  which  40%  of  households 
had  incomes  below  $15,000,  while  a 
high-income  zip  code  was  one  in  which 
10%  of  households  had  incomes  below 
$15,000,  according  to  census  data.  Based 
on  this  classification,  the  131  zip  codes 
examined  in  this  study  were  distributed 
as  follows:  low-income,  14;  high-income, 
28;  and  other,  89. 

5eparate  disparity  ratios  were  then 
computed  for  the  ACS  and  marker  con- 
ditions by  dividing  the  regression  esti- 
mates in  the  low-income  areas  by  those 
in  the  high-income  areas.  The  resulting 
ratios  reflect  the  relative  rate  of  hospi- 
talizations expected  for  ACS  and 
marker  conditions  in  low-income  as 
compared  with  high-income  areas,  ad- 
justed for  variance  in  income  within 
the  respective  areas.  The  disparity  ra- 
tios were  then  compared.  A higher  dis- 
parity ratio  for  rates  of  hospitalizations 
for  ACS  than  for  marker  conditions 
would  confirm  the  role  of  large  income 
disparities  between  areas  in  predicting 
preventable  hospitalizations. 

RESULTS 

Association  between  area  income  and 
actual  patient  socioeconomic  status 
A Pearson  correlation  coefficient  (r)  be- 
tween the  percentage  of  households 
with  incomes  below  $15,000,  based  on 
aggregate  1990  census  data,  and  the 
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percentage  of  patients  reporting  earn- 
ings below  the  poverty  level  within  each 
zip  code  was  statistically  significant  (P 
< .001)  with  a moderately  positive 
value  (r  = .317).  A cross-tabulation  be- 
tween census  data  and  patient  report 
(data  not  shown)  documented  that 
most  zip  codes  in  Harris  County  fell  into 
the  middle-income  category,  whereas 
most  zip  codes  served  by  the  hospital 
district  were  categorized  as  low  income 
when  patient  reporting  was  the  source. 
Though  the  measures  of  area  household 
income  and  individual  income  are  not 
entirely  comparable,  these  findings  tend 
to  confirm  that  the  district  draws  low- 
income  patients  from  throughout  the 
city  and  that  aggregate  income  for  zip 
codes  of  residence  may  not  fully  reflect 
the  disproportionately  lower  socioeco- 
nomic status  of  patients  seen  in  the  pub- 
lic hospital  system. 

Association  between  area  income  and 
preventable  hospitalization  rates 
Table  1 summarizes  the  results  of  the  re- 
gression analyses  that  examine  the  asso- 
ciation between  area  income  and  rates 
of  hospitalizations  for  AC5  and  marker 
conditions.  The  regression  coefficient 
was  statistically  significant  (P  < .001) 
for  each  model.  About  69%  of  the  varia- 
tion in  zip  code  AC5  admissions  was  ex- 
plained by  the  percentage  of  households 
in  the  area  with  income  below  $15,000 
(R^  = .691),  compared  with  38%  for 
marker  conditions  (R^  = .380).  Al- 
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though  the  magnitude  of  the  association 
for  the  marker  conditions  was  higher 
than  has  been  obtained  in  other  studies, 
the  fact  that  it  was  substantially  lower 
than  that  obtained  for  the  ACS  hospital- 
izations supports  the  overall  conclusions 
from  previous  research  of  the  role  of 
area  income  in  predicting  preventable 
hospitalizations  (5). 

The  findings  for  the  hospital  dispar- 
ity ratio  further  buttressed  this  conclu- 
sion. The  ratio  was  substantially  higher 
for  ACS  conditions  (32.4)  than  for 
marker  conditions  (3.1).  The  disparity 
ratio  documents  a much  higher  num- 
ber of  estimated  admissions  for  pre- 
ventable conditions  in  low-income 
compared  with  high-income  areas,  af- 
ter adjusting  for  the  variance  in  income 
within  the  different  areas. 

ACS  admission  rates  by  race  and  gender 
ACS  admission  rates  are  also  useful  in 
identifying  population  subgroups  that 
may  be  at  risk  for  specific  conditions 
for  which  timely  and  adequate  primary 
care  could  be  enhanced.  Hospitaliza- 
tion rates  for  the  5 most  frequently  oc- 
curring ACS  conditions,  by  race  and 
gender  of  the  patient,  are  reported  in 
Table  2.  Black  men  showed  the  highest 
admission  rates  for  all  5 conditions,  fol- 
lowed by  black  women,  who  had  the 
second  highest  admission  rates  for  3 of 
the  5 conditions  (asthma,  congestive 
heart  failure,  and  diabetes).  Hispanic 
men  and  women  also  had  relatively 
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lahle  2.  Ambulatory  caa'-sensitive  (ACS)  admission  rates  by  race  and  gender.* 


ACS  Admissions  per  100,000 


Selected 

Conditions 

Black 

Females 

Black 

Males 

Hispanic 

Females 

Hispanic 

Males 

White 

Females 

White 

Males 

Asthma 

5.5 

6.7 

4.5 

5.1 

2.0 

0.9 

Congestive  heart  failure 

4.7 

5.6 

1.5 

1.3 

1.4 

1.9 

Diabetes 

3.5 

5.6 

3.4 

3.1 

1.2 

1.9 

Bacterial  pneumonia 

3.1 

4.2 

2.8 

3.6 

1.4 

1.9 

Chronic  obstructive 
pulmonary  disease 

0.9 

2.0 

0.4 

0.4 

1.1 

1.7 

* Rates  were  computed  by  dividing  the  number  of  cases  with  the  selected  condition  residing 

in  a given  zip  code  by  the  total  population  of  that  group  within  the  zip  code  and  multiplying  by  100,000. 


high  rates  for  asthma,  diabetes,  and 
bacterial  pneumonia,  especially  when 
compared  with  whites. 

DISCUSSION 

The  research  reported  here  confirms 
that  public  hospital  patients  who  live  in 
low-income  areas  were  more  likely  than 
their  counterparts  in  high-income  areas 
to  be  hospitalized  for  preventable  condi- 
tions. Area  income  may  not  fully  reflect 
the  disproportionately  lower  socioeco- 
nomic status  of  patients  seen  in  the  pub- 
lic hospital  system.  Nonetheless,  living 
in  lower-income  zip  codes  was  associ- 
ated with  higher  hospitalization  rates 
for  the  predominantly  low-income  pop- 
ulation served  by  the  Harris  County 
Hospital  District.  The  tenfold  difference 
found  in  the  hospitalization  disparity  ra- 
tios for  ACS  when  compared  with  the 
control  or  marker  conditions  signals  the 
likelihood  of  substantial  unmet  needs 
among  residents  in  low-income  areas  of 
Harris  County,  Texas. 

A basic  assumption  underlying  the  in- 
terpretation of  rates  for  ACS  hospitaliza- 
tion compared  with  those  for  marker 
condition  hospitalizations  is  that  these 
rates  reflect  the  lack  of  availability  of 
timely  and  effective  primary  care.  The 


precise  definition  of  “ambulatory  care- 
sensitive”  conditions  and  the  designation 
of  specific  conditions  leading  to  hospital- 
izations as  “preventable”  will  differ  across 
providers  and  localities.  Further,  various 
other  financial,  organizational,  and  envi- 
ronmental factors  could  account  for  the 
incidence  of  these  conditions  in  different 
areas  and  in  the  likelihood  of  seeking  care 
in  response  to  them.  The  lower  rates  of 
ACS  hospitalizations  for  low-income  pa- 
tients, especially  in  higher  income  areas, 
may  be  explained  by  the  fact  that  these 
patients  were  hospitalized  in  other  area 
hospitals.  This  would  nonetheless  sup- 
port the  underlying  assumption  that  indi- 
viduals residing  in  such  areas  may  have 
more  health  care  options  and,  therefore, 
better  overall  access. 

The  rates  of  hospital  admissions  re- 
ported here  incorporate  readmissions 
for  the  same  or  related  conditions. 
Though  not  computed  directly  in  these 
analyses,  the  methods  employed  here 
could  be  used  to  estimate  the  extent  to 
which  the  rates  of  readmissions  are 
higher  in  certain  areas  and,  thereby,  to 
indicate  groups  to  be  targeted  for  en- 
hanced primary  and  postdischarge  care. 

Substantial  heterogeneity  in  income 
levels  or  other  characteristics  may  exist 
within  zip  code  areas.  The  hospital  dis- 


parity ratio,  which  reflects  the  relative 
rates  of  low-income  versus  high-in- 
come areas,  adjusted  for  income  varia- 
tions within  the  respective  areas, 
represents  an  effort  to  control  for  this 
source  of  heterogeneity.  Variables  could 
be  added  to  the  regression  models  for 
predicting  estimated  rates  of  hospital- 
ization to  adjust  for  these  or  other 
likely  sources  of  variation. 

The  design  of  the  study  reported  here 
is  essentially  cross-sectional  in  nature. 
Public  hospitals  could  employ  the  ap- 
proaches outlined  as  well  as  descriptive 
estimates  of  rates  for  ACS  conditions  to 
monitor  changes  over  time  as  well  as  to 
assess  the  responsiveness  and  effective- 
ness of  the  system  in  reducing  the  inci- 
dence of  preventable  hospitalizations. 

Our  findings  confirm  the  overall  ro- 
bustness of  the  model  developed  by 
Billings  and  others  for  predicting  dispar- 
ities in  preventable  hospitalizations 
among  public  hospital  system  patients 
in  other  states  (5,8).  Even  though  area 
income  may  not  directly  reflect  individ- 
ual income,  area  income  remains  a rela- 
tively strong  indicator  of  those  segments 
of  the  community  from  which  most  pre- 
ventable hospitalizations  are  likely  to  be 
drawn.  Descriptive  data  on  ACS  rates 
for  selected  subgroups  (eg,  by  race  and 
gender)  also  provide  relevant  informa- 
tion for  targeting  specific  subpopula- 
tions for  enhanced  primary  care. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  ot  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology  Clinics 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  608-8658;  Fax  (972)  608-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Freguency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Oncology 


ONCOLOGY  ASSOCIATES,  PA 


Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 

1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 

Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sacket^  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 
Landry  Towers,  411  North  Washington, 
Medical  City  Dallas  II,  7777  Forest  Lan 
Dallas,  Texas  75230;  (972)  556-7010 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
},  Suite  B116 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 
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Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Phy  sical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Solectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

E.MERCENCY  .MEDICINE  CONSULTANTS.  LTD. 

64.S1  Brentu'ood  Stair  Koad,  Suite  200 
Fort  Worth,  TX  761 12 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  rtmge  from  14,000-60,000  pt  vLs- 
its  amiually.  Em  it  excelletit  cotnpeiLsation  as  mi 
independent  contractor  wilhout  the  day-to-day 
hassles  of  mmiaging  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview  Texas — FT/PT  Emergency  Medicine 

experienced  BC/BP  primary  care  physicians  needed 
to  work  with  locally  owned  independent  group. 
Located  in  East  Texas,  the  community  of  Longview 
(80,000 -c  residents)  has  excellent  schools  and  an 
abundance  of  outdoor  activities  while  retaining  the 
convenience  of  nearby  Dallas  and  Shreveport.  The 
position  offers  a competitive  rate  to  staff,  a 20,000-1- 
visit,  minor  emergency  center  located  within  the 
hospital  ED.  For  more  information,  please  call  PSR 
@ (800)  346-0747,  ext.  113. 


Family/General  Practice 


COMMUNITY 

MEDICINE 

ASSOCIATES 

I AMIEY  PHYSICIANS 


Community  Medicine  Associates,  Inc.  (CMA)  is 
a not-for-profit  physician  organization  spon- 
sored by  the  University  Heaith  System,  present- 
iy  staffing  four  community  health  centers  in 
San  Antonio,  Texas.  CMA  is  currently  seeking 
board-eligible  or  certified  Family  Physicians  to 
provide  comprehensive  primary  care  services 
to  residents  of  Bexar  County.  Two  sites 
presently  have  Family  Practice  residents  and  a 
small  percentage  of  time  will  be  spent  super- 
vising these  residents. 

The  practice  is  strictly  based  in  ambulatory  clin- 
ics, Physicians  will  enjoy  a forty-hour  work 
week,  light  on-call  duty  (by  phone  only)  with 
evening  and  Saturday  clinic  hours  an  average 
of  one  to  four  times  per  month. 


ir ' 


I lighiy  qualified  and  committed  physicians  are 
encouraged  to  provide  curriculum  vitae  and 
summary  of  practice  skills  to; 

O University  Health  System 

Attn  A.  Casas,  Human  Resources 

4502  Medical  Drive 

San  Antonio,  Texas  78229 

Email:  acasas(®university-healtl>sys.com 

Fax.  (210)358-4765 


Tel  800.880.1300 
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Family/Genera!  Practice 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

Residency  Program  Director.  The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as 
Residency  Program  Director  for  the  St.  Mary/St. 
Elizabeth  Family  Practice  Program’s  ACGME  accred- 
ited community  based  Family  Practice  Residency. 

This  10-10-10  residency  is  located  in  Port  Arthur/ 
Beaumont,  TX  and  is  affiliated  with  the  Medical 
Branch.  Applicants  must  have  demonstrated  ability 
as  a teacher  and  clinician  and  have  administrative 
experience.  Experience  as  a Residency  Program 
Director  or  Associate  Residency  Program  Director  is 
highly  desirable.  The  Program  Director  will  hold  a 
faculty  appointment  with  UTMB.  Responsibilities 
will  include:  1)  Recruitment  of  suitable  applicants  to 
the  program;  2)  Development  of  curriculum  and 
experiences  within  the  guidelines  of  the  Accredita- 
tion Council  for  Graduate  Medical  Education,  Family 
Practice  Residency  Review  Committee;  3)  Provide 
for  the  long-term  growth  and  stability  of  the  Pro- 
gram. Port  Arthur/Beaumont  is  known  for  its  year- 
round  outdoor  recreation,  which  includes  fishing, 
golf,  bird  watching,  hunting,  etc.  It  is  home  to  Lamar 
University,  a major  four-year  institution  and  is  one 
hour  from  Houston,  TX  and  four  hours  from  New 
Orleans,  LA.  Applicants  may  submit  curriculum  vitae 
and  a list  of  references  to:  Mr.  Marshall  Kratz,  Search 
Committee  Chairman,  830  North  11th  Street,  Beau- 
mont, TX  77702.  UTMB  is  an  EO/AA  employer, 
M/F/D/V.  UTMB  is  a smoke  free/drug  free  work 
place.  UTMB  hires  only  individuals  authorized  to 
work  in  the  United  States. 


Austin,  Texas — Medical  Director/Primary 
Care  Physician.  Employed  position  available 
immediately  with  well  established  primary/urgent 
care  clinic-based  practices.  Board  certified  family 
practice  physician  preferred,  but  will  consider  board 
certified  internal  medicine/ER  physician.  10%  med- 
ical director  time  involves  managing  medical  poli- 
cies, medical  staffing,  practitioner  meetings,  over- 
sight of  laboratory  operations,  and  other 
administrative  duties  related  to  clinic  operations. 
60%  clinic  time  seeing  patients.  M-F  schedule. 
Salary  and  benefits.  J-1  visa  not  available.  Please 
send  your  CV  to:  Brennan  McNally,  PO  Box  1788, 
Austin,  Texas  78767-1788;  or  fax  to  (512) 
482-4167. 

Doctors  needed  immediately  and  also  summer 
2000  for  small  communities  near  Hill  Country,  Abi- 
lene, Midland,  and  far  West  Texas.  For  more  infor- 
mation call  Jerry  at  the  Lewis  Group,  (800)  460- 
8159;  fax  (800)  666-1377. 

internal  Medicine 

Internal  Medicine/Family  Practice  physician 

needed  for  growing  practice  45  miles  from  Dallas. 
Excellent  salary  and  benefits.  Send  CV  to  Ad-1211, 
Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 

Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Searching  for  BE/BC  Orthopedic  Surgeons 

to  practice  in  busy  solo  orthopedic  surgeon  practice 
in  the  DFW  Metroplex,  Texas.  Send  your  CV  to:  P.O. 
Box  829,  Colleyville,  TX  76034. 

Radiology 

Board  Certified  Radiologists  needed  to  read 
on-line  studies.  Work  from  your  current  location 
or  home.  For  more  information  contact:  David  A. 
Nicol,  MD,  Prism  Radiology  Associates,  e-mail 
danicol@optelnow.net;  (409)  637-3010  voice; 

(209)  671-6243  fax;  or  send  CV  to:  1 Parkway 
Plaza,  Lufkin,  TX  75904. 


Locum  Tenens 


Time  for 
a Change? 


Locum  Tenens 


Opportunities 
Await 


As  the  largest 
locum  tenens 
employer  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 


Call  Us  Today  At: 


(800)  531-1122 


www.interimphysicians.com 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  I,  , ■ 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  281-493-2234  & Associates 
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TEXAN? 

For  opportunities  Statewide  call: 

(888)  844-TEXAS 

“Our  Specialty  is  TEXAS!” 

IMMEDIATE  OPENING— Multispedalty  practice 
in  the  Wichita  Falls,  Texas  area  is  seeking  MD  with 
active  Texas  license  to  direct  patient  care  and  case 
management,  perform  exams,  order  treatment  pro- 
grams, supervise  team  members,  and  provide  gen- 
eral medical  care.  Hands  on  treatment  position,  no 
business  responsibilities.  Ideal  for  the  doctor  who 
wants  to  provide  patient  care  in  a low  stress  envi- 
ronment. Limited  on  call  and  hospital  rounds.  Full 
and  part-time.  Fax  resume  and  salary  requirements 
to:  (940)  691-7715  or  mail  to:  River  Creek  Medical, 
P.O.  Box  3722,  Wichita  Falls,  TX  76301, 

Doctors  Wanted:  Expanding  Multispecialty 
Clinics  looking  for  orthopedic  surgeons,  GPs  and 
neurologists.  Must  have  Texas  license.  Positions 
available  in  several  locations  in  Texas.  Excellent 
opportunity  for  motivated  doctors.  Contact  or  send 
CV  to:  Jennie  Alexander,  1812  Hunter  Dr.,  El  Paso, 
TX  79915;  (915)  203-6582;  fax  (915)  592-7575. 

FOR  SALE  OR  LEASE 
Office  Space 

For  Lease:  Finished  3,500  sf  medical  office 
suite  in  Sugar  Land  Medical  Center  at  15200 
Southwest  Fwy,  Sugar  Land;  3 consult  offices,  9 
exam  rooms,  2 bathrooms  and  breakroom.  Call 
Ms.  Harwood,  (713)  774-6161. 


Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes. 
For  information,  fax  (281)  242-3397. 


Practice  For  Sale.  Busy,  well  established  fam- 
ily practice  in  SW  Houston.  Large  Hispanic,  Asian 
population.  Please  contact:  Bellaire  Medical  Clinic, 
PO  Box  2876,  Bellaire,  TX  77402-2876. 

Assume  Practice — Active,  well  established, 

GYN  practice  in  a small  city  with  a large  drawing 
area  near  Dallas.  Physician  will  stay  on  part-time  to 
facilitate  transition.  High  surgery  volume,  great 
referral  pattern,  modern  office,  low  rent,  and  mini- 
mal initial  cash  outlay.  Contact  Ad-1213,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 

Family  Practice  Clinic  for  sale  in  Fort  Worth. 
Practice  is  located  in  working  class  neighborhood. 
Annual  revenue  is  600K.  Most  patients  are  fee  for 
service.  Owner  is  willing  to  finance  the  right  buyer 
with  25K  down.  Estimated  income  after  debt  is  150K 
to  200K.  Buyer  will  own  practice  and  building  in  five 
years.  Call  broker  Paul  Bell,  PhD,  (972)  931-1497. 

Tired  of  group  practice?  Be  your  own  boss! 

OB/GYN  practice  for  sale  in  southwest  Texas. 
Excellent  collections  and  low  overhead.  In-house 
billing  by  experienced  staff.  A great  opportunity  for 
a physician  who  appreciates  quality  practice  and 
staff.  Write  Ad-1212,  Texas  Medicine,  401  W.  15th 
St.,  Austin,  TX  78701. 

Established,  highly  attractive  Internal 
Medicine  Clinic  for  sale.  Located  in  retail  section 
of  downtown  Houston.  Mainly  female  clientele  cur- 
rently where  OB/GYN  services  also  are  provided. 
Close  to  several  hospitals.  Contact  Rhonda  V at 
(713)  993-0847, 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yr5.  experience  ~ National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  ‘‘Best  Criminal 
Defense  Lawyer”  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


HEALTH  CARE  LAW 


Representation  in  licensure  matters 
before  Texas  Medical  Boards 
Complex  Litigation  Matters 
Healthcare  Anti-trust 
Hospital  Gnevance/Credentialing 
and  Peer  Review  Matters 
Medicare/Medicaid  Compliance  Issues 


Jeffrey  C.  Grass 
(214)  367-8514 

*Not  certified  by  the 
Board  of  Legal  Specialization 
by  choice 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


HEALTH  CARE  LAW 


VIRGINIA  A.  SLOAN, 
ATTORNEY  AT  LAW 

100  E.  Ferguson,  Sle.  1018 
Tyler.  TX  75702 
Telephone  (903)  593-3771 


Physician  Employment 
and  Recruitment  Agreements 
Fraud  and  Abuse  Issues 
Managed  Care  Contract 
Review  and  Consulting 
Litigation 


’Not  certified  by  the  Board  ot  Legal  Specialization  by  choice 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  display 
classified  ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

March  2000  Feb.  1,2000 

April  2000  March  1 , 2000 

May  2000  March  31,2000 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Carotid  Duplex/Color  Flow 

Feb.  24-26 

Advanced  Emergency 
Medicine 

Feb.  18-19 
July  7-8 

Echocardiography 

Jan.  24-31 
May  8-15 

Vascular  Accreditation 

Jan.  8 

April  29 

Emergency  Medicine 

March  16-18 

Abdominal  (5  Day) 

Feb. 21-25 

OB/GYN  (5  Day) 

Feb.  28- 

March  3 

Musculoskeletal 

Feb.  12-13 

Family  Practice  Physicians 

Feb.  3-5 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 


lAnAfiAf.aheconline.com 


PAN  AMERICAN  ALLERGY  SOCIETY 

44#'  Annual  Training  CouRe  & Seminar 
March  8-12, 2000 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director  Edwyn  L Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professional 
in  mind.  Offering  32  hours  of  CME,  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 
e-mail:  paas@ttesc.net 


CONTINUING  MEDICAL  EDUCATION  SEMINARS 

Mark  your  calendar  to  attend  one  of  1 5 Lloyd  Noland  Foundation 
2000  CME  Seminars  at  three  attractive  locations: 

The  following  at  Walt  Disney  World,  Lake  Buena  Vista,  Florida: 

Adolescent  Medicine  Seminar,  February  2-5,  2000  • Internal  Medicine  Seminar,  March  12-15, 
2000  • Family  Practice  Seminar,  March  15-18,  2000  • Pediatrics  Seminar,  March  15-18,  2000 
• Current  Clinical  Internal  Medicine  Seminar,  October  15-18,  2000  • Pediatric  Infectious 
Disease  Seminar,  October  18-21,  2000. 

The  following  at  Hilton  Head  Island,  South  Carolina: 

General  Surgery  Update,  April  5-9,  2000  • Pediatric  Update,  April  19-22,  2000  • General 
Surgery  Seminar,  June  6-10,  2000  • Adult  Infectious  Disease  Seminar,  June  13-17,  2000  • 
Pediatric  Infectious  Disease  Seminar,  June  20-24,  2000  • Family  Practice  Update  & Review, 
June  27-July  1,  2000  • Anesthesiology  Update,  July  4-8,  2000  • Internal  Medicine  Update, 

July  11-15,  2000. 

The  following  at  The  Greenbrier,  White  Sulphur  Springs,  West  Virginia: 

Internal  Medicine  Seminar,  Octaber  26-29,  2000. 

Call  or  write  George  M.  Converse  III,  MD,  Lloyd  Noland  Foundation,  PO  Box  925, 
Fairfield,  Alabama  35064-0925  for  details  and  brochure.  Telephone:  (205)  783-5276. 
Web  site:  www.lloydnolandcme.org.  Lloyd  Noland  Foundation  is  ACCME  accredited  and  AMA 
Category  1 and  AAFP  Prescribed  credit  hours  are  offered. 


Visit  our  Web  site:  www.lloydnolandcme.org 


12th  Annual  ADD  Conference 

February  4 & 5,  2000,  Irving,  TX.  Sponsored  by  ADDA-SR 
and  UT  Southwestern  Medical  Center  at  Dallas.  Featured 
speaker,  Jefferson  Prince,  MD,  covering  neurobiology  and 
pharmacotherapy.  For  physicians,  psychiatrists,  and 
neurologists.  CME  credits  offered. 

Call  (281)  955-3720 


Lymphatic  Mapping  and  Sentinel  Lymph 
Node  Biopsy  in  Breast  Cancer  and  Mela- 
noma, Jan.  20  in  Dallas.  Course  includes  live 
surgery  broadcast  and  hands-on  in  vivo  laboratory. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  Surgery, 
Division  of  Surgical  Oncology.  Directors:  T.  Anthony, 
MD;  W.  Erdman,  MD;  D.  Euhus,  MD;  D.  Matthews, 
MD,  PhD.  CME  Credit  offered.  Contact:  (214) 
648-3138. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Minimally  Invasive  Surgery  Nursing 
Update,  Jan.  22  in  Dallas.  Sponsored  by  The  Uni- 
versity of  Texas  Southwestern  Medical  Center  at  Dal- 
las, Department  of  Surgery.  Director:  S.  Tesfay,  RN. 
Credit  offered.  Contact:  (214)  648-3138. 


Southwestern  Center  for  Minimally  Invasive 
Surgery:  GERD — Medical  and  Laparoscopic 
Advances,  Feb.  24-25  in  Dallas.  Course  includes 
didactic  sessions  on  the  treatment  of  gastroesoph- 
ageal reflux  disease,  live  telesurgery,  instructional 
workshops  and  wet  labs.  Sponsored  by  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at  Dallas, 
Departments  of  Internal  medicine  and  Surgery.  Di- 
rectors: S.  Burdick,  MD;  D.  Jones,  MD.  CME  credit 
offered.  Contact:  (214)  648-3138, 

7th  Annual  Progress  in  Clinical  Pathology, 
March  2-4  at  Le  Meridien  Hotel,  Dallas.  Sponsored 
by  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas,  Department  of  Pathology.  Director: 
R.  McKenna,  MD.  CME  credit  offered.  Contact:  Jim 
O’Reilly,  (214)  648-3794. 

Texas  Neurological  Society’s  3rd  Annual 
Winter  Conference,  Eeb.  25-27,  2000  in  Austin. 
The  course  “Neurology  for  the  Millenium”  offers 
13.5  hours  of  CME,  including  ethics.  Topics  to  in- 
clude neurosurgery,  neurotrauma,  neuroradiology, 
ALS,  Parkinson’s  Disease,  Epilepsy,  heredity  ataxias, 
botox,  negotiation  and  contract  strategies,  impair- 
ment, RSD  and  neurointensivist.  Contact  TNS  at 
(800)  880-1300,  ext.  1532,  or  (512)  370-1532;  fax 
(512)  370-1626;  rachael_r@texmed.org. 
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TexasMedicine 


Don’t  miss  one  word 
of  the  February  issue 
of  Texas  Medicine. 


WE’LL  Explore: 


Medical  records  privacy 
Project  WATCH  public  kickoff 
Medical  savings  accounts 
AMA  interim  meeting 

For  more  infommtion,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383.  or  (512)  370-1383. 

or  e-mail  Ltrry_l>  @ texnied.  org. 

Abo  consult  the  I'M  A Web  site  at  iuwiu.texmed.org. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 34 

Air  Force  Health  Professionals 14 

American  Association  of  Medical  Review 

Officers 31 

AMT  Solutions 8 

Autoflex  Leasing  Inc Inside  Front  Cover 

Cunningham  Group 50 

Frost  Bank 10 

Gillespie  & Associates,  PC 35 

Medical  Pathways 21 

Methodist  Health  Care  System 52 

NES  Software 10 

Physician’s  News  Digest 29 

Scott  & White Back  Cover 

Searle  Pharmaceutical 11,12 

Superior  Leasing 7 

Brian  Tew,  MD,  JD 30 

Texas  Children’s  Hospital 5 

Texas  Medical  Association 

Physician  Services 37 

POEP 15 

Public  Health 28 

TexMed  2000  53-56 

Web  Site 36,51 

Winter  Conference 6 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

US  Physical  Therapy 52 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 
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Call  TM  A at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


February  26 

TMA  Winter  Conference:  Medicine’s 
Relevance  in  the  21st  Century 


May  25-28 
Tex  Med  2000 

River  Center  and  Convention  Center 


September  16 
TMA  Fall  Conference: 

Policy  and  Leadership  Development 


Renaissance  Austin  Hotel 

San  Antonio  Renaissance  Austin  Hotel 

January  2000 

January  21-22 
January  29 

Austin 

Corpus  Christi 

TEXPAC  Retreat 

7th  Annual  Physician  Health  and  Rehabilitation  Retreat 

February  2000 

February  1 
February  8 
February  8 
February  10-13 

Houston 

Paris 

Refugio 

Houston 

Physician  Stress  and  Burnout 

Physician  Stress  and  Burnout 

Care  for  the  Caregiver 

Texas  Society  of  Pathologists  Annual  Meeting 
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SCOTT  & WHITE 

Scott  and  White  Opens  New  Family 
Practice  Clinic  in  Temple 

Scott  and  White  recently  opened  a new  Clinic  in  Temple  for  patients  on  the  north  side  of 
town.  Located  at  409  West  Adams, The  Scott  and  White  Northside  Family  Practice  Clinic 
is  just  six  blocks  from  where  the  institution’s  founders  established  their  practice  in 

1897. 

The  new  Clinic,  the  19th  Regional  Clinic  in  the  Scott  and  White  network,  provides  services 
such  as:  well  and  sick  child  care,  pregnancy  care,  including  delivery  of  uncomplicated  cases,  and 
minor  surgical  procedures.  The  clinic  also  offers  diagnostic  and  treatment  procedures  for  rou- 
tine medical  problems  for  patients  of  all  ages,  from  newborns  and  pediatrics  through  care  of 
adults  and  the  elderly. 

The  Clinic,  which  currently  staffs  four  family  practice  physicians,  will  eventually  provide 
space  for  up  to  12  family  practice  physicians.  Northside  Family  Practice  Clinic  has  24  examina- 
tion rooms,  two  minor  procedure  rooms,  and  x-ray  and  laboratory  areas. 


Dr.  Terry  Rascoe 


Dr.  Glen  Couchman 


Dr.  Lorry  Lawrence 


Dr.  Bryan  Lane 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

240 1 South  3 1 St  Street,  Temple,  TX  76508  Appointments  (800)  792-37 1 0 


Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 


Parental  notification  • Election  preview  • Research  integrity 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


(/  y hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "hard  to  find”  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


1*888«234*1234 


From  Dignity  to  Debt.. 


Are  you  willing  to 


for  long-term  care? 

As  a TMA  member,  you 
have  another  choice. . . 


The  TMA-Endorsed 


Long-Term  Care  Plan 


• Preserve  the  vision  you  have  for  your  future. 

Long-term  care  can  cost  as  much  as  $41,000  or  more 
a year  out  of  your  own  pocket.* 

• Maximize  your  long-term  care  choices. 

Choose. . .care  at  home. . .in  an  assisted  living  facility. . . 
adult  day  care  center. . .or  a nursing  home. 

• Plan  now  before  you  need  long-term  care. 

Because  of  your  age  and  health,  you  may  not  be  able 
to  get  coverage  if  you  wait  too  long. 

*American  Health  Care  Association,  1998 


Your  Care..  .Your  Choice 


Request  more  information  today  about  the  TMA-Endorsed  Long-Term  Care  Plan. 


1-800-880-8181,  Dept.  2202 


Weekdays  between  7:30  a.m.  and  5:30  p.m. 


Administered  by 


Endorsed  by 


Big  responsibilities. . . 

Big  decisions. . . 

Get  solid  financial  protection 
for  your  family  from  TMA. 


Created  and  endorsed  by  theTexas  Medical  Association 


Texas  Medical  Association 
Insurance  Trust 


TexasMedical 

Association 


Cover  Story 

Patient  privacy 

The  covenant  of  confidentiality  between  a physician  and  a patient  appears  to 
be  disappearing  as  Congress,  federal  agencies,  the  states,  organized  medicine, 
and  insurers  debate  the  question  of  who  has  the  right  to  know  and  under  what 
circumstances.  The  result  is  what  used  to  be  private  may  not  be  anymore. 

By  Monica  Maldonado 


Cover  photograph  by  David  Omer 


Parental  notification  * Election  preview  * Research  Integrity 
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Texas  Medicine  Rounds  18 

Reveling  in  relevance  • Feeling  your  pain  • Referencing  Dr  Kubala  • Size 
does  matter  • Sweet  deal  • Encounter  session  • Osteoporosis  research  • 
www.noneofyourbusiness.org  • TexMed  2000  • AMA’s  PRN  likes  NLRB  • Have 
a Heart  for  Physicians 


Editor's  Note 

6 
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57 
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60 
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13 
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63 
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15 
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The  Journal 

47 

Scientific  and  legal  issues  in  fenfluramine/dexfenfluramine  litigation  48 

By  Walker  S.  Carlos  Poston  II,  PhD;  John  P.  Foreyt,  PhD 


Texas  Medicine 

Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  furthering 

dialogue  and  understanding  within  the  member- 
ship of  the  Texas  Medical  Association. 

Critical  Objectives: 

1. To  promote  integrity  in  the  practice  of  medicine 
among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the  artful 
application  of  scientific  knowledge  in  the  health 
care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  informed  on 
political,  legal,  and  administrative  activities  that 
influence  the  practice  of  medicine  through  the 
publication  of  timely,  credible,  and  relevant  arti- 
cles. 

4.  To  encourage  balanced  debate  on  issues  that  af- 
fect health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of  pro- 
fessionalism, advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership  in  the 
Texas  Medical  Association. 
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jPublic  Health 

jParental  notification  26 

llt’s  a thorny  issue  with  passions  running  high  on  both  sides,  but  Texas  has  joined 
the  ranks  of  states  requiring  a physician  to  notify  — or  at  least  make  a good-faith 
'attempt  to  notify  — a parent  or  guardian  of  a minor  girl  before  performing  an 
abortion. 

By  Johanna  Franke 

Legislative  Affairs 

Campaign  2000  38 

Politicians  are  off  and  running  for  the  2000  elections,  and  health  care  is  high  on 
:heir  list  of  priorities.  The  state  legislative  races  are  particularly  critical  because  re- 
districting is  looming  in  the  2001  session  of  the  Texas  Legislature  and  the  balance 
Df  power  could  be  affected  for  years  to  come. 

By  Ken  Ortolon 

Science 

Publishing  research  42 

Completing  a research  project  is  hard  enough,  but  sometimes  just  getting  the  re- 
mits published  can  be  a major  headache,  especially  when  ethical  questions  are  in- 
l/olved.  A panel  of  experts  in  Houston  has  a few  thoughts  on  the  subject. 


Legislative  Affairs  Page  38 


Science  Page  42 


irel  800.880.1300 


Volume  96  ★ Number  2 
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A^rite  your  own  prescription 


ANY  MAKE,  ANY  MODEL 


We  leave  the  prescription  writing  to  the  people  who  do  it  best.  Prescribe  yourself  any 
make  and  model  of  vehicle  you  desire  at  Superior  Leasing. 

Superior  Leasing  means  Superior  Service. 


S^UPERIOR^ 

—^(EASTNam 

of  Texas 


CALL  TOLL  FREE 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.D 


'^^^(‘^^o<:amMut^ntshMMses.lhmi^SupemrLea^ 

I wmabk  to  tmimte  those  leases  and  lease  two  new  cm  of  mij  choice  including  a 
BMW740il.  Theijweredeliveredtom^frontdoorinjusttivodays!  Thafswhaticall 

'creative frtancing'!  Tome, 

jv  ' Superior  Leasing  nwans  Superior  Service!!" 

Miguel  Cintron,  MD  . , 

Harlingen,  TX  - ' f 

Miguel  Cintron,  MD,  Harlingen,  TX 

High  or  low  miles,  none  or  multiple  security  deposits,  no  or  max.  down  regardless  of  credit... 
Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs 


Tex 


TexasMedical 

Association 


A,s  physicians,  you  know  the  greatest  calling  in 
life  is  to  help  those  in  need.  The  PH R Assistance 
Fund  of  Texas  Medical  Association  does  just 
that.  The  fund  provides  loans  for  medical 
and/or  rehabilitative  services  to  physicians 
experiencing  depression,  chemical  dependency, 
and  other  conditions  that  impair  their  ability  to 
lead  productive  lives.  Funds  may  also  be  used  for 
family  living  expenses. 

Please  help  physicians  who  are  in  recovery  and 
need  financial  assistance.  We  rely  on  donations 
to  help  us  continue  this  important  work.  Send 
your  Valentine  donations  to  the  PHR 
Assistance  Fund  at  40 1 West  1 5th  Street, 
Austin,  TX  78701-1680.  Or  call  Linda  Kuhn 
at  TMA  at  (800)  880-1300,  ext.  1342,  or 
(512)  370-1342  for  more  information. 


Have^PHeart 


FOR  PHYSICIANS 


A statewide  fund-raising  campaign  for  the 
Physician  Health  and  Rehahilitation  Assistance  Fund 


Editor’s 

Note 


“Civilization  is  the  progress  toward  a 
society  of  privacy.” 

— Ayn  Rand,  The  Fountainhead,  1 943 

Privacy  is  under  assault  in  just 
about  every  aspect  of  modern 
life.  If  you  know  where  and  how 
to  look,  you  can  find  almost  any- 
thing about  anyone  on  the  Inter- 
net. Credit  card  transactions  can  put 
your  name  on  some  marketer’s  mailing 
list,  increasing  your  daily  supply  of 
junk  mail.  And  there’s  a grocery  store 
chain  that  keeps  track  of  customers’ 
purchases  and  sends  them  coupons  for 
future  trips  to  the  supermarket. 

Privacy  is  a growing  concern  in  the 
medical  community  as  payers,  pharma- 
ceutical companies,  and  others  gain  in- 
creased access  to  medical  records  that 
once  were  no  one’s  business  but  the  pa- 
tient’s and  physician’s. 

This  issue  of  Texas  Medicine  takes  a 
look  at  a couple  of  issues  related  to  pa- 
tient privacy.  In  our  cover  story.  Associ- 
ate Editor  Monica  Maldonado  delves 
into  the  overall  issue  of  medical  records 
privacy,  while  Associate  Editor  Jo-  j 

I 

hanna  Franke  examines  another  thorny 
privacy  issue  — the  new  state  law  re- 
quiring parents  to  be  notified  before  a 
teenage  girl  can  undergo  an  abortion. 

Obviously,  there’s  no  easy  answer  to 
when  and  how  a patient’s  privacy 
should  be  encroached  upon.  As  Mon- 
ica’s story  points  out,  even  the  various 
states  cannot  agree  — some  have  com- 
prehensive laws  on  patients’  privacy 
while  others  offer  only  minimal  protec- 
tion to  keep  private  information  in  the 
hands  of  physicians.  Texas  generally 
does  a better  job  than  most.  Mean- 
while, Congress’  inaction  on  the  matter 
has  led  the  Clinton  administration  to 
propose  new  privacy  rules. 

Ayn  Rand  would  be  amazed. 

Larry  BeSaw 
Editor 
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I HAVE  ALREADY 
I DISCOVERED 


200  mg 


(CELECOXIB  CAPSULES)---"'^ 


Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
ind  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity 
:o  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
jrticaria,  or  allergic-type  reactions  after  taking  aspirin 
ar  other  NSAIDs. 

Serious  Gl  toxicity  can  occur  with  or  without 
aiming  symptoms  in  patients  treated 
With  NSAIDs. 


'HMS  America.  National  Prescription 
Audit.  July.  1999. 

IlHEe  see  brief  summary 
'jlf  prescribing  information 
the  adjacent  page. 


© 1999  Searle 


OA:  the  convenience  of  qd...the  option  of  bid  RA:  the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX"^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides,  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  {see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation;  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES  — Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors,  in  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as;  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects;  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema;  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
In  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES- Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis,  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  Celebrex  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility; 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  celts,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
1 1-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24)- 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  5 150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24)-  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  530  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  550  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided  Labor  and  delivery;  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  5 2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia.  Liver  and  biliary  system:  Hepatic  function  abnormal.  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis.  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria,  Application  site  disorders:  (iellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis,  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia,  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  ..10/15/99  • CE18246\/ 
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Letters 


Thanks  for  your  help 


The  Texas  Department  of  Health 
and  the  National  Immunization 
Program,  Centers  for  Disease  Con- 
trol and  Prevention  (CDC),  would 
like  to  express  our  appreciation  to 
the  hundreds  of  Texas  physicians  who  as- 
sisted our  urgent  investigation  of  a possi- 


ble risk  of  intussusception  following 
rotavirus  vaccination.  Because  questions 
about  the  safety  of  this  vaccine  were 
viewed  as  a public  health  emergency, 
every  effort  was  made  to  resolve  this  is- 
sue as  quickly  as  possible.  Texas  physi- 
cians rapidly  provided  vital  information 
about  immunization  histories  of  nearly 
400  Texas  children,  some  of  whom  had 
been  diagnosed  with  intussusception. 

This  emergency  response  was 
prompted  by  recent  cases  of  intussus- 
ception in  recipients  of  rotavirus  vaccine 
reported  to  the  Vaccine  Adverse  Event 
Reporting  System.  To  ensure  the  safety 
of  our  children,  use  of  the  vaccine  was 
temporarily  suspended  in  July  1999.  Si- 
multaneously, CDC,  in  cooperation  with 


state  health  agencies,  initiated  a multi- 
state investigation  (case-control  study) 
to  determine  if  a link  existed  between 
rotavirus  vaccine  and  intussusception. 
Preliminary  analysis  indicates  a 60%  to 
80%  increase  in  the  risk  of  intussuscep- 
tion in  children  who  received  the  Ro- 
tashield  vaccine.  The  vaccine  has  been 
removed  from  the  market. 


We  understand  that  the  investiga- 
tion took  valuable  time  away  from  your 
busy  practices.  Without  assistance  from 
you  and  your  staff,  collection  of  the 
case-control  data  would  have  been  al- 
most impossible.  We  believe  that  this 
has  again  demonstrated  the  impor- 
tance of  the  partnership  between  Texas 
physicians  and  the  Texas  Department 
of  Health. 

Walter  A Orenstein,  MD 

Director 

National  Immunization  Program 
Assistant  Surgeon  General 

William  R.  Archer  III,  MD 

Texas  Commissioner  of  Health 


Sensible  RAHC  plan  needed 


Is  it  just  me,  or  is  there  an  unspeak- 
able irony  in  the  December  issue? 
How  can  part  of  the  issue  be  about 
establishing  yet  another  medical 
school  (“Fight  to  the  Finish,”  Decem- 
ber 1999  Texas  Medicine,  pp  62-67), 
while  another  article  is  about  making 
Texas  physicians  aware  of  the  wake-up 
call  about  the  imposing  risk  of  an  insol- 
vency crisis  (“Wake-up  Call,”  pp 
50-56)7  At  least  there  was  a letter  from 
Dr  Parker  warning  about  the  socializa- 
tion of  medicine  (“Drifting  Toward  So- 
cialized Medicine,”  p 9). 

In  the  “fight”  article,  the  Hidalgo- 
Starr  County  Medical  Society’s  action 
was  oversimplified  as  expressing  a con- 
cern for  subsidized  competition  by  the 
state.  To  clarify  the  record,  our  society 
was  endorsing  a more  sensible  plan  for 
the  regional  academic  health  center 
(RAHC)  that  The  University  of  Texas 
had  actually  proposed  years  before  the 
“emergency”  legislation  that  author- 
ized an  alternative  RAHC  plan. 

However,  despite  the  article  report- 
ing a ratio  of  patients  to  direct  care 
physician  of  only  894:1  in  Cameron 
County,  doctors  seemed  complacent 
enough  to  be  “awarded”  the  RAHC.  I 
happened  to  have  been  the  interim 
family  practice  program  director  for 
Valley  Baptist  Medical  Center.  This  pro- 
gram is  an  essential  component  for  the 
RAHC  to  be  able  to  attain  its  creden- 
tials and  ultimately  proved  to  be  in- 
valuable in  locating  the  RAHC  away 
from  us.  I actually  believed  I was  en- 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


Texas  physicians  rapidly  provided  vital  information  about 
immunization  histories  of  nearly  400  Texas  children. 
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hancing  my  specialty  by  initiating  this 
residency,  but  now  I worry  about  inad- 
equate support  for  family  practice  by 
enhancing  maldistribution  of  physi- 
cians rather  than  placing  the  RAHC  in 
Starr  County,  where  the  ratio  is  a 
whopping  6,858:1!  Had  I known  that 
the  RAHC  would  follow  in  the  manner 
that  it  did,  I would  never  have  allowed 
myself  to  be  used  for  that  purpose.  I 
am  glad  I resigned  my  associate  profes- 
sorship with  UT  to  be,  as  my  peers 
state,  a “real”  physician. 

Because  I have  completed  my  year 
of  service  as  our  society  president,  I no 
longer  need  to  be  politically  correct. 
The  leadership  of  the  state  should  re- 
member that  the  function  of  the  state 
should  be  to  serve  and  protect  its  citi- 
zens and  never  interfere  with  free  en- 
terprise, or  it  will  risk  making  Dr 
Parker’s  warnings  come  true.  Or  is  this 
attitude  actually  more  politically  cor- 
rect than  we  have  been  subjected  to  as 
citizens  and  as  members  of  the  Texas 
Medical  Association?  If  the  RAHC  is 
this  convoluted,  can  you  imagine  an- 
other medical  school? 

Joseph  Jerry  Behai,  MD 

Past  President 

Hidalgo-Starr  County  Medical  Society 


Environmental  symposium 
criticized 


I write  to  object  to  some  of  the  con- 
tent and  a lot  of  the  politics  in  the 
Symposium  on  Environmental  Med- 
icine in  the  October  issue  of  Texas 
Medicine.  The  article  by  Dr  Stetzner 
and  Glenn  Phillips,  “The  Silent  Voice  of 
Reason”  (pp  71-76),  was  the  best  of 
the  bunch.  Thanks  to  them  and  to  Drs 
Kersh  and  Frank  (“Environmental 
Awareness  Among  Physicians:  What 
Are  Environmental  Health  and  Envi- 
ronmental Medicine?”  pp  39^4)  for 
spearing  the  ecological  medicine  kooks 
who  have  condemned  us  to  seeing  en- 
vironmental illness  patients  with  multi- 
ple chemical  sensitivity,  silicone 
disease,  sick  building  syndrome.  Gulf 
War  and  Agent  Orange  problems,  and 
other  hysterical  phenomena. 
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The  article  on  the  bet  soup  of 
federal  regulations  (pp  54-57)  says  too 
little.  The  Clean  Air  Act  regulation 
books  stand  about  2 feet  tall  (I  have  a 
set).  Environmental  regulatory  activi- 
ties in  the  United  States  have  a more 
than  $150  billion  annual  expense  im- 
pact on  American  economic  activity  — 
money  that,  in  many  cases,  chases 
phantom  problems  and  minor  dangers. 

The  article  on  occupational  asthma 
by  Dr  Farnham  (pp  60-64)  ignored  re- 
search that  shows  that  the  highest  rate 
of  asthma  mortality  is  in  young  black 
males  because  of  noncompliance  with 


tion’s  theme  is  a socialist  one.  Ameri- 
can business  and  human  beings  are  the 
enemies  of  nature  and  the  environment 
— another  oppressor-oppressed  sce- 
nario that  Karl  Marx  liked  so  much  in 
his  view  of  history. 

The  Unabomber  and  A1  Gore  love 
the  environment,  too,  but  that  doesn’t 
mean  they  have  a balanced  view  of  the 
policy  issues.  Texas  Medicine  should  not 
have  theme  issues  on  politically  correct 
subjects  without  a lot  of  preparation. 
Articles  can’t  just  stand  alone  when 
they  promote  a political  agenda  or 
weak  research. 


The  Unabomber  and  Al  Gore  love  the  environment, 
too,  but  that  doesn’t  mean 
they  have  a balanced  view  of  the  policy  issues. 


I asthma  management  (Ann  Intern  Med. 
1997;127:142-147).  Is  that  environ- 
mental? Is  Dr  Farnham  really  trying  to 
, tell  us  that  asthma  is  rising  in  fre- 
quency? He  knows  that  his  nice  graphs 
report  an  epidemic  of  public  health,  en- 
vironmental, and  medical  sensitivity. 

’ My,  my,  another  crisis. 

The  Environmental  Protection 
Agency  (EPA)  has  become  a $6  billion, 
18,000-person  agency,  the  largest  in 
'federal  government,  with  parallel 
j agencies  in  all  the  states  doing  the  lo- 
Ical  work  (Texas’  EPA-like  superagency 
is  the  Texas  Natural  Resource  Conser- 
vation Commission),  combining  to  cre- 
ate the  most  overreaching  regulatory 
system  that  we  have  ever  seen  in  Amer- 
ica, worse  by  far  than  the  Internal  Rev- 
'enue  Service  or  even  Health  and 
Human  Services. 

The  worst  article  in  the  issue  is  Dr 
Bailey’s,  a thinly  disguised  propaganda 
piece  for  the  leftist,  environmentally 
.anxious  National  Association  of  Physi- 
Icians  for  the  Environment  (NAPE)  (pp 
! 45-48).  NAPE  is  our  very  own  Green 
Peace,  energized  by  its  hatred  of  busi- 
!ness,  society,  and  economic  activity.  Dr 
Bailey  correctly  describes  the  organiza- 
tion as  small  with  a big  agenda  — let 
me  translate:  fanatics.  The  organiza- 


I  would  suggest  readings  in  environ- 
mental policy  from  the  Cato  Institute 
and  Heritage  Foundation  of  Washing- 
ton, DC,  the  Center  for  the  Study  of 
American  Business  at  Washington  Uni- 
versity in  St  Louis,  and  work  by  the 
Harvard  Center  for  Risk  Analysis.  A 
prominent  scientist  in  environmental 
toxins,  mentioned  only  by  Dr  Stetzner 
and  Mr  Phillips  in  the  issue,  is  Dr  Bruce 
Ames,  of  the  University  of  California, 
who  has  done  important  studies  on 
carcinogenicity  and  mutagenicity  and 
the  presence  of  teratogens  in  nature.  Dr 
Ames  is  a true  scientist,  hated  by  the 
enviros  because  he  has  a sense  of  bal- 
ance. The  EPA  and  outfits  like  NAPE 
and  the  Environmental  Defense  Fund 
ignore  his  research.  They’re  too  busy 
predicting  the  apocalypse. 

Environmental  medicine  is  a big 
subject  and  a political  and  scientific 
football.  In  many  cases,  Texas  Medicine 
did  very  well  in  the  papers  presented.  I 
particularly  liked  those  boys  from  East 
Texas. 

John  Dale  Dunn,  MD,  JD 

Rt  1,  Box  282M 

Lake  Brownwood,  TX  76801 
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Commentary 


“To  err  is  human.” 


By  Jim  Rohack,  MD,  TMA  president-elect 

The  November  29,  1999,  release  of 
the  Institute  of  Medicine  (lOM) 
report  on  medical  errors  in  the  US 
health  care  system  confirmed 
many  things  that  we  who  practice 
medicine  daily  have  known:  there  are 
variations  in  the  way  medical  care  is  de- 
livered, and  with  the  explosion  of  new 
technology,  new  pharmaceuticals  with 
similar  names  used  for  different  dis- 
eases, complexities  of  paperwork,  in- 
cluding coding  that  changes  yearly,  and, 
yes,  governmental  and  insurance  regula- 
tions that  are  conflicting,  it  is  a wonder 
at  times  that  more  errors  are  not  made. 

Our  medical  profession  has  always 
been  concerned  about  mistakes  that 
are  made  and  about  improvement  in 
the  care  we  provide  our  patients.  His- 
torically, one  of  the  ways  that  we 
learned  was  through  knowledge  gained 
when  a patient  died.  The  autopsy  pro- 
vided not  only  knowledge  of  the  patho- 
physiology of  disease,  especially  when 
death  was  unexpected,  but  also  any  ev- 
idence of  something  missed,  either  by 


omission  or  commission,  that  could  be 
shared  with  colleagues  for  prevention 
in  the  future. 

I find  it  interesting  that  the  govern- 
ment and  other  payers  who  are  now  so 
concerned  about  errors  refuse  to  reim- 
burse for  autopsies.  Coupled  with  the 
litigious  society  in  the  United  States,  it 
is  clear  that  the  National  Center  for  Pa- 
tient Safety,  called  for  in  the  report, 
will  not  be  successful  unless  those  who 
report  are  protected  from  litigation. 
Tort  claims  in  the  last  2 years  have  con- 
tinued to  rise,  and  this  lOM  report  will 
help  fuel  that  growth. 


Our  Texas  Medical  Association  has  a 
long  track  record  of  improving  medical 
care  for  Texans  by  reducing  errors 
through  improving  quality.  TMA  gave 
the  initial  $100,000  grant  to  begin  the 
Texas  Medical  Foundation,  and  our 
members  have  been  key  to  its  success. 
The  Texas  Health  Quality  Institute  is 
another  example  of  an  organization 
that  TMA  helped  create  and  support. 

The  reduction  in  errors  of  omission 
have  been  addressed  since  the  begin- 
ning of  TMA  through  our  annual  scien- 
tific session,  now  known  as  TexMed, 
which  brings  new  knowledge  to  the 
practicing  physician,  and  through  the 
vast  CME  activities  provided  by  our  li- 
brary and  Web  site,  the  Shots  Across 


Texas  and  domestic  violence  cam- 
paigns, the  Physician  Oncology  Educa- 
tion Program,  the  Stroke  Project,  the 
HeartCare  Partnership,  and  now  Pro- 
ject WATCH.  These  are  just  some  of  the 
tangible  examples  that  show  how  TMA 
has  provided  leadership  in  improving 
patient  safety  and  quality. 

Our  medical  profession  is  based  on 
humans  — the  patient  and  physician. 
Regrettably,  no  one  is  perfect.  But  the 
devotion  we  have  to  improve  the  qual- 
ity of  medical  care  we  provide  our  pa- 
tients will  continue  to  be  the  keystone 
of  our  TMA.  To  quote  Dr  George  Cup- 


pies’  inaugural  presidential  address  in 
1853,  “Of  all  the  elements  of  progress 
to  which  the  present  age  owes  its  un- 
paralleled advance  in  every  depart- 
ment of  science  and  or  art,  none  is 
more  marked  than  the  spirit  of  associa- 
tion and  of  concert  of  design  in  the  at- 
tainment of  results  far  beyond  the 
reach  of  individual  enterprise  or  of  iso- 
lated exertion.”  ★ 


Dr  Rohack  is  a senior  staff  cardiologist  and  associate 
medical  director  for  medical  operations  at  Scott  and 
White  in  Temple  and  associate  professor  of  medicine 
at  Texas  A&M  Health  Science  Center. 


Our  tuedical  profession  is  based  on  humans  — the 
patient  and  physician.  Regrettably,  no  one  is  perfect. 
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TMA  WINTER 
CONfERENCE 


Medicine's  Relevance 
in  the  21st  Century 

February  26,  2000 
Renaissance  Austin  Hotel 


Dynamic  Speakers 

• Alan  C.  Baum,  MD,  Houston 
President,  Texas  Medical  Association 

® John  A.  Daly,  PhD,  Austin 

Professor  of  Communication  and  Management, 

The  University  of  Texas  at  Austin 

• Walter  P.  Moore  III,  MD,  Kingwood 

Vice  Councilor,  District  9,  Board  of  Councilors,  Texas  Medical  Association 

" Jeffrey  C.  Bauer,  PhD,  Hillrose,  Colorado 
Health  Futurist  and  Medical  Economist 
Senior  Vice  President,  Superior  Consultant  Company,  Inc. 

® Joe  Gagen,  JD,  Austin 

Legislative  Consultant,  Joe  Gagen  & Associates 


Remarkable  Features 

® Overview  of  key  legislative  interim  studies 

• Dawn  Duster  session,  “Appealing  Medical  Necessity  Denials:  Ethical  and 
Legal  Responsibilities” 

® Luncheon  courtesy  of  Texas  Medical  Association  Insurance  Trust 

• Conference  Reception,  Friday,  5:30  to  7 p.m. 

® TMA  committee,  council,  hoard,  and  section  meetings,  Feb.  25  and  26 


Enticing  Extras 

• Valuable  AMA  PRA  Category  1 CME  credit 

• Free  registration  for  TMA  members 
■ Austin  area  attractions 
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For  more  information,  call  (800)  880-1300, 

ext.  1346,  or  (512)  370-1346, 

or  visit  TMA’s  Web  site  at  www.texmed.org. 
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Newsmakers 


The  American  Academy  of  Ophthal- 
inology  has  presented  the  Senior 
\chievement  Award  to  Michael  A. 
Bloome,  MD.  The  award  is  for  contribu- 
ions  to  the  academy  and  its  scientific 
md  educational  programs  and  to  oph- 
halmology  in  general.  Dr  Bloome  is 
:linical  professor  of  ophthalmology  at 
The  University  of  Texas-Houston 
health  Science  Center. 

Iflarc  L.  Boom,  MD,  MBA,  of  Houston, 
tresident/chief  executive  officer  and 
nedical  director  of  Baylor-Methodist 
Primary  Care  Associates  (BMPCA),  has 
)een  named  one  of  the  health  care  in- 
lustry’s  12  “Up  & Comers”  by  Modern 
iealthcare  magazine.  Winners  of  the 
iward  must  be  40  or  younger  and  have 
nade  “significant  contributions  in 
lealth  care  administration,  manage- 
nent,  or  policy.”  Dr  Boom  was  cited  for 
.Hiding  BMPCA  from  a staff  of  2.5  full- 
ime  physicians  in  1996  to  32  in  1999, 
leveloping  a business  and  strategic 
dan,  and  implementing  biannual  re- 
reats  for  BMPCA  physicians  and  man- 
agers to  allow  them  to  have  input  on  the 
ocus  and  direction  of  the  organization. 

’hree  faculty  members  at  The  University 
if  Texas  Southwestern  Medical  Center  at 
.'alias  have  been  honored  for  their 


Michael  A.  Bloome,  MD 


Marc  L.  Boom,  MD,  MBA 


Charles  Pak,  MD 


Nicola  Perone,  MD 


achievements.  George  R.  Buchanan,  MD, 
director  of  pediatric  hematology/oncol- 
ogy, is  the  new  president  of  the  American 
Society  of  Pediatric  Hematology/Oncol- 
ogy. Charles  Pak,  MD,  director  of  the  Cen- 
ter for  Mineral  Metabolism  and  Clinical 
Research,  received  the  Outstanding  Con- 
tribution in  Medicine  Award  from  the 
Greater  Dallas  Asian  American  Chamber 
of  Commerce.  Dr  Pak  has  published  more 
than  500  papers  on  osteoporosis  and  kid- 
ney stones  and  has  helped  develop  drugs 
to  treat  both  conditions.  Walid  Salhab, 


'lease  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
ection  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
'on;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
'etion  of  the  managing  editor.  Submit  items  for  consideration,  with  photos  If  possible,  to  People,  Texas  Medicine, 


01  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org. 


el  800.880.1300 


Edward  M.  Racht,  MD 


Walid  Salhab,  MD 


MD,  assistant  professor  of  pediatrics,  re- 
ceived the  1999  Mead- Johnson  Young  In- 
vestigator Award  for  Basic  Science  from 
the  Section  on  Perinatal  Pediatrics  of  the 
American  Academy  of  Pediatrics. 

Joseph  Goidzieher,  MD,  of  San  Antonio, 
will  receive  the  Distinguished  Clinician 
of  the  Year  Award  from  the  American 
College  of  Endocrinology  in  May. 

The  American  College  of  Surgeons’ 
Commission  on  Cancer  has  appointed 
four  Texas  physicians  to  3-year  terms 
as  cancer  liaison  physicians  for  the 
Cancer  Liaison  Program  at  hospitals  in 
their  communities.  They  are  Harvey 
Greenberg,  MD,  of  El  Paso;  William  Kent 
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Johnson,  MD,  of  Houston;  Michael 
Selva,  MD,  of  San  Antonio;  and  Huan 
Vu,  MD,  of  Lubbock. 

Lewis  J.  Hellerstein,  MD,  a Houston 
medical  oncologist,  has  been  elected 
president  of  the  Texas  Society  of  Med- 
ical Oncology  for  2000.  Dr  Hellerstein 
is  chair  of  the  Department  of  Medicine 
at  St  Joseph’s  Hospital. 

Thomas  N.  James,  MD,  has  received  the 
James  B.  Herrick  Award  from  the 
American  Heart  Association’s  Council 
on  Clinical  Cardiology.  The  award  rec- 
ognizes physicians  whose  scientific 
achievements  have  contributed  to  the 
advancement  and  practice  of  clinical 
cardiology.  Dr  James,  the  former  presi- 
dent of  The  University  of  Texas  Medical 
Branch  at  Galveston,  is  a professor  of 
medicine  and  pathology  at  the  school. 

George  Byron  Kallam,  MD,  has  received 
the  Physician  of  the  Year  Award  from 
the  Arlington  Medical  Society.  Dr 
Kallam  is  chief  of  staff  at  Arlington 
Memorial  Hospital. 

Alfred  B.  Knight,  MD,  of  Temple,  has 
been  elected  to  the  Scott  & White 
Clinic  Board  of  Directors.  Dr  Knight  is 
the  medical  director  for  Scott  & White. 

Nicola  Perone,  MD,  has  been  named 
Knight  of  the  Italian  Republic  by  Italian 
President  Carlo  Azeglio.  Dr  Perone  is  a 
gynecologist  and  director  of  Resident 
Medical  Education  in  Obstetrics  and 
Gynecology  at  Memorial  Hermann 
Northwest  Hospital  in  Houston. 

Austin/Travis  Gounty  Emergency  Med- 
ical Services  (EMS)  Medical  Director  Ed- 
ward M.  Racht,  MD,  received  the  EMS 
Medical  Director  of  the  Year  Award  from 
the  Texas  Department  of  Health,  Bureau 
of  Emergency  Management,  at  the 
statewide  EMS  conference  in  November. 
Dr  Racht  was  cited  for  his  “tireless  ef- 
forts” to  improve  standards  of  care.. 

Tyler  pediatrician  William  T.  Read,  MD, 
has  received  the  Gold-Headed  Cane 
Award  from  the  Smith  County  Medical 
Society. 


Arlington  gynecologist  Ken  M.  Talking- 
ton,  MD,  is  one  of  three  recipients  of  the 
1999  Distinguished  Alumni  Award 
from  the  Texas  Tech  University  Ex-Stu- 
dents  Association.  A former  captain  of 
the  Texas  Tech  football  team.  Dr  Talk- 
ington  has  been  active  in  Arlington 
civic  affairs,  including  service  on  the 
school  board. 

The  University  of  Texas-Houston  Med- 
ical School  has  named  Jerry  S.  Wolinsky, 
MD,  as  the  first  Bartels  Eamily  Professor 
in  Neurology.  Dr  Wolinsky  specializes  in 
neuroimmunologic  disorders. 

Deaths 


Thomas  Aguiilon,  MD,  71;  Colorado  City; 
University  of  St  Tomas,  Manila,  Philip- 
pines, 1957;  died  November  8,  1999. 

Joe  David  Crossno,  MD,  69;  Eairfield; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1954;  died 
October  14,  1999. 

Raymond  Sebastian  De  Leon,  DO,  64;  San 
Antonio;  University  of  Health  Sciences- 
College  of  Osteopathic  Medicine,  Kansas 
City,  Mo,  1963;  died  November  2,  1999. 

Bradford  Hardie  III,  MD,  78;  El  Paso; 
Johns  Hopkins  University  School  of 
Medicine,  1951;  died  October  23,  1999. 

Arvil  James  Hinshaw,  MD,  83;  Beau- 
mont; Harvard  Medical  School,  1946; 
died  October  24,  1999. 

Edgar  F.  Jones,  Jr,  MD,  87;  Galveston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1936;  died  November  9, 
1999. 

Ernest  Elsworth  Lowrey,  MD,  86; 
Gatesville;  Baylor  College  of  Medicine- 
Dallas,  1937;  died  November  2,  1999. 

John  W.  Matthews,  MD,  80;  Houston; 
Jefferson  Medical  College  of  Thomas 
Jefferson  University,  1944;  died  No- 
vember 7,  1999. 

David  Mendell,  MD,  90;  Houston;  Uni- 


versity of  Vienna,  Austria,  1934;  died 
December  2,  1999. 

Isadore  D.  Peters,  MD,  86;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1938;  died  July  24,  1999. 

Raymond  A.  Reid,  MD,  80;  Temple;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1944;  died  Au- 
gust 30,  1999. 

Edward  R.  Richardson,  MD,  83;  Dallas; 
Albany  Medical  College,  1943;  died 
November  16,  1999. 

Raymond  D.  Satterwhite,  MD,  73;  Lin- 
dale;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1957;  died  No- 
vember 20,  1999. 

Everett  R.  Seale,  MD,  97;  Houston;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1925;  died  November  28, 
1999. 

Harold  Clayton  Shilling,  MD,  84;  Fort 
Worth;  Baylor  College  of  Medicine-Dal- 
las,  1940;  died  October  29,  1999. 

John  E.  Storey,  MD,  67;  Wichita  Falls; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1961;  died 
September  28,  1999. 

Andrew  Lee  Walsh,  Jr,  MD,  73;  Level- 
land;  Baylor  College  of  Medicine, 
1951;  died  December  6,  1999. 

James  C.  Whittington,  MD,  80;  Fort 
Worth;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1944;  died  No- 
vember 21,  1999. 

John  Cecil  Wilkinson,  MD,  74;  El  Paso; 
University  of  Virginia  School  of  Medi- 
cine, 1948;  died  October  5,  1999. 

Francis  W.  Wilson,  MD,  86;  Luling;  Bay- 
lor College  of  Medicine-Dallas,  1940; 
died  October  13,  1999. 

Wesley  S.  Wise,  MD,  61;  Brownwood; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1964;  died 
October  18,  1999. 
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Medicine’s  relevance  subject 
ofTMA  Winter  Conference 


Will  physicians  be  relevant 
in  the  21st  century  or  will 
the  Internet  take  over? 
And  what  will  Texas  law- 
makers be  up  to  between 
now  and  the  next  session 
of  the  Texas  Legislature 
that  begins  next  Janu- 
ary? Come  to  Texas  Medical  Association’s 
Winter  Conference  February  26  at  the  Re- 
naissance Austin  Hotel  and  find  out. 


“Medicine’s  Relevance  in  the  21st 
Century”  is  the  conference  theme.  Par- 
ticipants will  discuss  issues  affecting 
patients  and  physicians’  practices  and 
review  key  legislative  interim  studies. 
Those  studies  will  examine  Texas’  unin- 
sured patients,  medical  privacy,  disease 
management,  Medicaid  managed  care, 
and  pharmaceutical  industry  issues. 

Speakers  will  include  Jeffrey  C. 
Bauer,  PhD,  nationally  recognized 
health  care  futurist  and  medical  econo- 


mist; John  A.  Daly,  PhD,  professor  of 
communication  and  management  at 
The  University  of  Texas;  and  Joe 
Gagen,  JD,  Austin  political  consultant. 

Several  TMA  councils  and  commit- 
tees will  meet  on  Friday,  February  25. 

Other  conference  highlights  include 
a networking  reception  on  Friday 
evening,  a Saturday  morning  “dawn 
duster”  session  on  “Appealing  Medical 
Necessity  Denials  — Ethical  and  Legal 


Responsibilities,”  and  TMA’s  biennial 
strategic  planning  session  Saturday  af- 
ternoon. Walter  P.  Moore  III,  MD,  of 
Kingwood,  a member  of  the  TMA 
Board  of  Councilors,  will  be  the 
speaker  at  the  “dawn  duster”  session. 

The  conference,  including  a Satur- 
day luncheon  sponsored  by  the  Texas 
Medical  Association  Insurance  Trust,  is 
free  for  all  TMA  members  and  invited 
guests.  It  has  been  approved  for  AMA 
PRA  Category  1 continuing  medical  ed- 


ucation credit.  The  cost  for  nonmember 
physicians  is  $200.  Although  not  re- 
quired, preregistration  for  the  confer- 
ence is  suggested. 

For  more  information,  call  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
e-mail  amy_e@texmed.org;  or  consult 
TMA’s  Web  site  at  www.texmed.org.  ★ 


John  A.  Daly,  PhD 


Participants  will  discuss  issues  affecting  patients 
and  physicians’  practices  and 
review  key  legislative  interim  studies. 
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San  Antonio  hospice  physician  Dennis  Pad,  MD,  testifies  on  pain  management  during  a reference  committee 
hearing  at  the  AMA  House  of  Delegates  interim  session  in  San  Diego. 

AMA  House  of  Delegates  tackles 
regulation  of  pain  control,  herbal 
remedies;  calls  for  congressional 
hearings  on  E&M  guidelines 


I 

By  Steve  Levine, 

TMA  director  of  communications 

Reconciling  the  American  Medical 
Association’s  support  for  states’ 
rights  to  regulate  pain  manage- 
ment with  its  opposition  to  Ore- 
gon’s physician-assisted-suicide 
law  dominated  the  back-room  discus- 
sions and  floor  debates  at  the  AMA 
House  of  Delegates  Interim  Meeting 
I December  5-8  in  San  Diego. 

: Texas  delegates  worked  with  repre- 

jsentatives  from  Rhode  Island,  Oregon, 
land  the  American  Academy  of  Family 
Physicians  to  craft  a compromise  that 
: calls  for  AMA  to  seek  several  changes 
in  the  Pain  Relief  Promotion  Act  (the 


Hyde-Nickles  bill).  That  bill  outlaws 
physician-assisted  suicide  but,  many 
delegates  argued,  also  establishes  fed- 
eral standards  for  pain  management 
and  palliative  care.  It  passed  the  US 
House  of  Representatives  in  October 
1999  with  strong  support  from  AMA 
and  is  pending  before  the  Senate. 

“This  legislation  will  not  promote 
pain  relief,  but  will  circumvent  the 
gains  that  have  been  made  by  Texas 
and  other  states  to  get  at  one  state  — 
Oregon,”  said  Dennis  Pad,  MD,  a hos- 
pice physician  from  San  Antonio. 

The  House  directed  AMA  to  work  to 
delete  those  provisions  of  the  Hyde- 
Nickles  bill  that  “establish  federal  pro- 
tocols and/or  regulations  for  pain 


management  and  palliative  care.”  Dele- 
gates, however,  defeated  a call  for  AMA 
to  withdraw  its  support  of  I lyde-Nickles 
if  it  cannot  obtain  those  changes. 

The  House  also  approved  a new  pol- 
icy prohibiting  AMA  from  supporting 
any  future  legislation  that  allows  the 
federal  government  to  define  appropri- 
ate medical  practice.  “A  warning  shot 
was  fired  that  the  federal  government 
doesn’t  have  any  business  interfering  in 
state-controlled  pain  management  for 
terminally  ill  patients,”  said  William  G. 
Gamel,  MD,  of  Austin,  chair  of  the 
Texas  delegation  and  a member  of  the 
AMA  Council  on  Legislation. 

Government  agencies 
maligned 

As  in  the  past,  health-related  agencies 
of  the  federal  government  received 
harsh  criticism  from  the  delegates  in 
San  Diego.  The  Health  Care  Financing 
Administration’s  (HCFA’s)  handling  of 
the  Medicare  evaluation  and  manage- 
ment documentation  guidelines  has 
been  a frequent  target.  The  House: 

• Demanded  a congressional  investi- 
gation and  hearing  to  “force  HCFA 
to  stop  its  random  prepayment  audit 
and  review  activities”  until  it  com- 
pletes pilot  studies  of  new  enforce- 
ment systems; 

• Called  on  HCFA  to  rescind  the 
guidelines;  and 

• Directed  AMA  to  “take  all  appropri- 
ate actions”  to  have  HCFA  suspend 
“all  present  and  future  audits”  under 
the  guidelines. 

In  response  to  the  National  Institute 
of  Medicine’s  study,  “To  Err  is  Human,” 
which  alleged  that  “medical  errors”  kill 
nearly  100,000  patients  per  year,  the 
House  called  on  AMA  to  develop  guide- 
lines for  a “national  reporting  system  for 
health  care  incidents”  (see  “To  Err  is  Hu- 
man,” p 13).  Delegates  emphasized  that 
the  system  would  be  “nonpunitive,”  and 
information  submitted  must  be  protected 
from  discovery  in  malpractice  cases. 

“The  physicians  of  America  will  not 
rest  and  the  American  Medical  Associa- 
tion will  not  cease  its  efforts  to  work  to 
eliminate  health  care  errors,”  the 
House  said  in  a policy  statement. 
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Texas  physicians  have  long  played  a leading  role  within  the  Amer- 
ican Medical  Association. The  December  1999  Interim  Meeting  of 
the  AMA  House  of  Delegates  was  no  exception.  Beaumont  neuro- 
surgeon Mark  Kubala,  MD,  served  as  chair  of  the  reference  com- 
mittee that  heard  testimony  on  and  made  recommendations  to  the 
House  concerning  health  care  data  and  systems  issues.  Texas 
Medicine  caught  up  with  Dr  Kubala,  aTMA  past  president,  former 
speaker  of  theTMA  House  of  Delegates,  and  current  president  of 
theTMA  Foundation,  for  a short  interview  on  his  experience  at  the 
San  Diego  meeting.  Here  are  some  excerpts  from  that  interview: 

Texas  Medicine:  What  does  it  mean  to  have  the  responsibility  of 
trying  to  craft  policy  for  the  nation's  physicians  and  to  end  up  in  a 
leadership  position  in  a group  that  is  looking  at  contentious  and 
wide-ranging  issues? 

Dr  Kubala:  Everybody  has  a role  to  play  in  life,  and  the  main  role 
of  the  majority  of  the  physicians  in  this  country  is  taking  care  of  pa- 
tients. There  are  many  capable  physicians  who  assume  roles  in 
leadership,  but  for  various  reasons  they  haven’t  been  given  that 
opportunity.  I've  been  granted  the  position  to  represent  physi- 
cians, so  I take  everything  I do  very  seriously.  I think  people  who 
belong  to  organized  medicine  look  upon  it  as  an  insurance  policy. 
They  pay  their  dues,  which  is  their  premium,  but  they  then  look 
upon  the  leadership  to  do  what  can  be  done  to  maintain  the  social 
and  economic  forces  that  allow  them  to  practice  good  medicine. 
The  issue  comes  in  recognizing  what  we  can  control  and  what  we 
can  modify.  You  get  happy  when  you  get  a success,  but  very  frus- 
trated when  you  recognize  that  there  are  things  that  shouldn't  be 
happening  and  you  can’t  control  them. 

Texas  Medicine:  It  must  be  even  more  frustrating  when  physi- 
cians are  against  physicians.  One  of  the  most  contentious  issues 
that  came  before  your  reference  committee  was  ultrasound.  What 
factors  did  you  and  the  rest  of  the  committee  take  into  account  as 
you  were  trying  to  develop  something  that  everyone  could  live  with? 

Dr  Kubala:  I think  that  the  issues  were  mostly  communication  is- 
sues. There  really  wasn't  that  great  a division.  Some  key  people 
made  statements  that  would  suggest  a turf  battle,  but  I didn't  look  at 
it  as  a turf  issue  and  certainly  at  no  time  did  it  come  through  that  the 
issue  was  reimbursement  or  money.There  were  two  opposing  sides. 
The  radiologist,  who  has  a very  strict  training  program,  feels  that 
the  person  who  does  ultrasound  to  image  the  body,  to  look  inside  the 
body,  needs  rigorous  training  because  he  or  she  is  looking  for  very 
minor  blips  that  may  detect  early  cancer  or  an  early  abnormality.The 
problem  of  communication  came  into  the  fact  that  many  subspe- 
cialists didn’t  want  to  use  ultrasound  to  scan  the  entire  body,  so 
they  don’t  need  6 months  of  training  to  use  it  just  in  one  area. ...  So 
the  issue  was  like  the  elephant.  I think  everybody  was  looking  at  it 
from  his  or  her  own  perspective. The  House  debated  the  issue  and 
decided  eventually  that  each  local  hospital  staff  has  to  decide  who 


tVlark  Kubala,  MD,  listens  intently  to  testimony  during  a reference  committee 
hearing  at  the  interim  session  of  the  AMA  House  of  Delegates.  Dr  Kubala 
chaired  the  committee  and  was  among  several  Texans  who  played  key  roles  in 
House  of  Delegates  deliberations. 


can  use  ultrasound  and  under  what  circumstances,  and  that  varies 
from  region  to  region,  consistent  with  the  scope  of  each  specialty.  I 
have  to  say,  it  got  a little  vocal,  but  people  calmed  down. 

Texas  Medicine:  You've  been  involved  in  organized  medicine  for 
a long  time  now.  Why  not  just  go  back  home  and  practice  medicine 
and  say,  “I’m  tired  of  giving  up  all  this  time  to  go  do  all  this  other 
stuff.  I’ve  got  a family,  I’ve  got  a practice,  I’ve  got  other  things  I 
want  do  with  my  time."  From  just  a personal  motivation,  you’ve  had 
the  opportunity.  Why  do  you  think  you  want  to  take  advantage  of  it? 

Dr  Kubala:  My  involvement  is  really  stewardship.  The  organized 
medicine  structure  we  have  today  comes  from  all  the  physicians 
who’ve  worked  for  the  Texas  Medical  Association  in  years  past. 
We’re  stewards  and  our  job  is  to  maintain  the  excellent  organiza- 
tion we  have  and  pass  it  on  to  the  younger  people  coming  up.  I’m 
very  sensitive  to  never  staying  too  long.  The  world  is  full  of  bright 
young  people  and  the  worst  thing  anybody  in  a position  of  leader- 
ship can  do  is  to  think  he  or  she  is  the  only  person  who  can  do  it  and 
stay.  In  this  meeting,  I’m  here  because  I am  actually  wearing  the  hat 
of  representing  neurosurgery,  not  representing  TMA.  I am  not  a 
member  of  theTMA  delegation  because  I feel  that  we  should  have 
more  spots  for  young  people  coming  up  from  the  association.  In 
TMA,  my  last  position  will  be  to  make  theTMA  Foundation  a suc- 
cess, because  that  has  been  my  lifelong  commitment.  I feel  very 
strongly  that  it  is  critically  important  — particularly  in  this  time 
when  we  are  faced  with  challenging  socioeconomic  issues  — that 
as  a profession  we  maintain  our  involvement  in  public  health. ...  If 
we  can  have  a successful  foundation  and  take  care  of  the  public 
health  issues,  we  really  will  be  fulfilling  our  mission  to  improve  the 
health  of  allTexans. 
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Texas  action; 

Texans  in  action 

The  Texas  delegation  carried  one  reso- 
lution to  the  meeting,  calling  on  AMA 
to  “disseminate  public  and  professional 
education  as  to  the  effects  of  herbal 
remedies”  and  seek  any  necessary  new 
changes  in  their  regulation.  The  House 
adopted  that  resolution  as  part  of  a 
broad  new  set  of  policies  on  herbal 
remedies  and  dietary  supplements. 

More  than  60  Texas  physicians  repre- 
sented their  colleagues  at  the  meeting. 
Mark  Kubala,  MD,  of  Beaumont,  chaired 
the  Reference  Committee  on  Health  Care 
Data  and  Systems  (see  “Texan  Takes  Role 
Seriously,”  opposite  page);  Fred  Merian, 
MD,  of  Victoria,  served  on  the  Reference 
Committee  on  AMA  Constitution  and  By- 
laws; and  Dale  Moquist,  MD,  of  Bryan, 
was  a member  of  the  Reference  Commit- 
tee on  Public  Health.  Also  drawing  refer- 
ence committee  duty  were  Ladon  Homer, 
MD,  of  Fort  Worth,  who  served  on  the 
Reference  Committee  on  Science  and 
Technology;  James  Arens,  MD,  of  Galve- 
ston, who  served  on  the  reference  com- 
mittee that  handled  AMA  operations 
issues;  and  Lawrence  Stone,  MD,  of  San 
Antonio,  who  sat  on  the  panel  that  dealt 
with  medical  practice  and  facilities. 

For  long-time  delegates  Betty 
Stephenson,  MD,  of  Houston,  and  Paul 
Cunningham,  MD,  of  Galveston,  the 
201st  meeting  of  the  AMA  House  of  Del- 
egates was  their  last.  They  were  honored 
for  their  service  along  with  two  other  re- 
tiring delegates:  John  Burnside,  MD, 
and  Dennis  Factor,  MD,  both  of  Dallas. 


Other  issues  merit  action 

Delegates  addressed  various  other  eco- 
nomic, legislative,  public  health,  and 

organizational  topics.  The  House: 

• Adopted  ethical  guidelines  on  how 
and  when  it  is  a physician’s  duty  to 
report  impaired  drivers  to  the  author- 
ities under  appropriate  state  laws; 

• Opposed  third-party  payers’  imposi- 
tion of  mandatory  pharmacy  benefit 
risk-sharing  on  physicians  and 
physician  groups; 

• Voted  to  support  the  United  Net- 
work for  Organ  Sharing  policy  call- 
ing for  regional  allocation  of  livers 
to  those  patients  with  the  most  ur- 
gent medical  needs; 

• Approved  a resolution  stating  that 
local  hospital  medical  staffs  have 
the  responsibility  for  approving  priv- 
ileges for  using  ultrasound  imaging 
by  appropriately  trained  physicians; 

• Called  for  further  study  of  the  need 
to  offer  annual  prostate-specific 
antigen  and  digital  rectal  examina- 
tions to  men  age  50  years  and  older 
(current  AMA  policy  calls  for  such 
testing  every  3 years); 

• Took  no  action  on  the  question  of 
Medicare  coverage  of  prescription 
drugs,  instead  reaffirmed  existing 
AMA  policy  on  overall  Medicare  re- 
form; and 

• Asked  AMA  to  consider  a study  of 
“the  impact  of  prolonged  work 
hours,  including  moonlighting,  on 
resident  physician  performance  and 
well-being.”  ★ 


Newly  elected  medical  student  member 
of  the  American  Medical  Association 
Board  ofTrustees  Sandeep  “Sunny”  Mis- 
try,  left,  confers  with  AMA  Medical  Stu- 
dent Section  Chair  Ryan  Grabow,  of  Ohio, 
at  the  1999  Interim  Meeting  of  the  AMA 
House  of  Delegates.  Mr  Mistry,  who  will 
graduate  from  Baylor  College  of  Medicine 
in  2001,  will  serve  on  the  AMA  board  from 
June  2000  through  June  2001.  The  Sugar 
Land  native  said  he  expects  his  biggest 
contribution  on  the  board  will  come  in  “all 
the  stuff  that’s  brand  new:  the  Internet, 
new  technologies,  the  impact  of  managed 
care  on  medical  education.” 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline; 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that  feature  health 
and  medical  information  your  patients  may  read  and  ask  you  about.  Send  your  sugges- 
tions and  comments  to  Laura  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin, TX  78701; 
or  e-mail  laura_a@texmed.org. 

“THE  ONE-SIZE  DOSE  DOES  NOT  FIT  ALL.”  With  more  than  2 million  adverse  drug 
reactions  annually  in  the  United  States,  a physician  claims  a “cookbook  approach"  to 
prescribing  medicine  defies  both  medical  science  and  common  sense.  Newsweek, 
12/6/99 

“THE  NEW  PEP  PILL.” There  may  be  help  for  sufferers  of  chronic  fatigue.  Psychology 
Today,  12/99 

“YOUR  HEALTH  JUST  GOT  BETTER.”There  is  good  news  about  six  ailments  — heart 
disease,  breast  cancer,  ovarian  cancer,  diabetes,  Alzheimer’s  disease,  and  multiple 
sclerosis  — that  worry  patients.  Good  Housekeeping,  1/00 

“NATURAL  WAYS  TO  CUT  CHOLESTEROL.”  You  can  improve  your  cholesterol  level 
and  still  enjoy  life.  Reader's  Digest,  11/99 

“THE  NEW  FACE  OF  MEDICINE.”  He's  making  alternative  practices  acceptable 
through  a Web  site,  best-selling  books,  a monthly  newsletter,  and  more.  Andrew  Weil, 
MD,  is  creating  a new  generation  of  physicians.  Modern  Maturity,  1-2/00 

“THE  SICKLE  CELL  KID.”The  first  person  to  receive  a transplant  of  blood  cells  from  the 
umbilical  cord  of  a newborn  baby  continues  to  survive.  Time,  12/20/99 

“ASHESTO  ASHES."  Is  it  really  unhealthy  to  smoke  cigars?  When  in  doubt,  check  your 
teeth.  Men’s  Journal,  1/00 

“THE  RACE  OF  HIS  LIFE.”Texan  Lance  Armstrong’s  “glass  is  half  full”  attitude  pays 
off.  Life,  Year  in  Pictures,  1999 

“CHOOSING  THE  RIGHT  BEEF.”  Beef  won’t  hurt  you  if  you  follow  the  basics  of  con- 
sumption./?t//7/7e/''s  l/kbr/d,  1/00 


Watching  the  diabetes  ticker 


Recent  publication  of  a study  of  a : 
semi-invasive  blood  glucose 
monitor  offers  a peek  into  what 
is  fast  becoming  one  of  the 
hottest  investments  — the  bur- 
geoning diabetes  monitoring  market. 

Estimated  at  $100  billion,  the  mar- 
ket is  expected  to  increase,  especially  j 
considering  that  the  number  of  diabet-  ; 
ics  is  predicted  to  increase  from  about 
130  million  to  220  million  worldwide 
by  2025,  according  to  the  World  Health 
Organization.  Hundreds  of  companies 
are  working  overtime  to  bring  better 
diabetes  technologies  to  market. 

The  study,  published  in  the  Novem- 
ber 17,  1999,  issue  of  the  Journal  of  the 
American  Medical  Association  (pp 
1839-1844),  measured  the  efficacy  of 
Glucowatch,  which  leeches  glucose 
through  the  skin  by  electrical  stimula- 
tion. According  to  the  study,  performed 
by  researchers  from  the  device  manufac- 
turer, Cygnus,  Inc,  in  Redwood,  Calif, 
Glucowatch  is  as  accurate  as  the  stan- 
dard finger  prick  diabetics  use  to  obtain 
blood  samples.  US  Food  and  Drug  Ad- 
ministration (FDA)  approval  is  pending. 

Other  companies  developing  mini- 
mally invasive  glucose  monitors  in- 
clude MiniMed  of  Sylmar,  Calif,  which 
submitted  clinical  trials  to  the  FDA  on 
its  Teflon  catheter  design;  Animas, 
Corp,  of  Frazer,  Pa,  which  is  developing 
a long-term  implanted  sensor;  and 
SpectRx,  of  Norcross,  Ga,  which  is  re- 
searching a method  that  detects  glu- 
cose from  interstitial  fluids. 

“A  truly  noninvasive  system  that  will 
produce  accurate  readings  is  the  Holy 
Grail  of  glucose  monitoring,”  said  David 
Kliff,  publisher  of  the  newsletter  Diabetic 
Investor  and  an  insulin-dependent  dia- 
betic. “The  market  for  this  is  enormous. 
From  a company  standpoint,  you  could 
not  ask  for  a better  disease  because  the 
demographics  are  perfect  and  managing 
it  requires  tons  of  pharmaceuticals,  dis- 
posables, and  ancillary  products.” 

As  Robert  C.  Faulkner,  medical  de- 
vice analyst  at  Hambrecht  & Quist  in 
New  York  City,  told  the  Wall  Street 
Journal  last  July,  “What’s  good  for  the 
patients  is  going  to  be  good  for  in- 
vestors.” ★ 
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Encounter  form  helps  track 
heart  disease,  stroke  risk 


Do  you  routinely  track  your  pa- 
tients’ risk  factors  for  heart  dis- 
ease and  stroke?  If  not,  Texas 
Medical  Association’s  Project 
WATCH  now  has  made  it  easier 
I for  you  to  do  so. 

' Included  in  this  issue  of  Texas  Medi- 
' cine  is  a special  Project  WATCH  patient 
I encounter  form  that  will  help  you  keep 
tabs  on  patients’  Weight,  Activity  level, 
Tobacco  use,  Cholesterol,  and  High 
1 blood  pressure  (after  p 16).  Just  tear 
out  the  form,  copy  it,  and  place  it  in 
each  of  your  patients’  medical  files.  It 
will  not  only  remind  you  to  talk  about 
heart  disease  and  stroke  risk  factors  at 
icach  patient  encounter  but  also  will 
make  it  easy  to  measure  the  progress 
your  patients  are  making  in  reducing 
I their  tobacco  use,  lowering  their  cho- 
lesterol level  or  high  blood  pressure,  or 
^ maintaining  an  exercise  program. 

Remember,  patients  do  listen  to 
their  doctors’  advice  on  these  issues. 
You  can  help  your  patients  lead  health- 
ier lives. 

Project  WATCH  is  a 2-year  project 
launched  by  TMA  in  September  1999  to 
reduce  illness  and  death  resulting  from 
heart  disease  and  stroke  in  Texas.  These 
illnesses  are  the  No.  1 and  No.  3 killers 
in  America,  respectively.  The  program’s 
objectives  are  to  increase  physician 
(awareness  and  accountability  for  help- 
ing patients  manage  their  risk  factors 
for  heart  disease  and  stroke  and  to  in- 
crease patient  awareness  and  accounta- 
bility for  managing  their  own  risk  for 
these  diseases.  ★ 

I 


Researchers  atThe  University  ofTexas  Health  Science  Center  at  San  Antonio  say  their 
experiments  with  laboratory  rats  show  that  statin  drugs  used  to  reduce  cholesterol  lev- 
els may  also  strengthen  bones  in  osteoporosis  patients.  The  rats  that  received  lovo- 
statin  and  simvastatin  showed  a 96%  greater  increase  in  bone  density  and  strength 
than  rats  that  were  given  a placebo.  Science,  12/3/99 

Schizophrenia  patients  treated  with  clozapine  may  have  a higher  risk  of  heart  problems, 
say  scientists  at  the  Royal  Prince  Alfred  Hospital  in  Australia.  Fifteen  cases  of  my- 
ocarditis and  eight  cases  of  cardiomyopathy  associated  with  clozapine  were  reported 
between  January  1993  and  March  1999.  Six  of  the  patients  died.  Lancet,  11/27/99 

Arterial  endothelial  function  in  adults  who  have  asymptomatic  elevations  of  homocys- 
tine can  be  improved  with  folic  acid  supplements,  reports  an  international  team  of  sci- 
entists led  by  a researcher  from  The  Chinese  University  of  Hong  Kong.  Journal  of  the 
American  College  of  Cardiology,  12/99 

Fifteen  thousand  lives  could  be  saved  each  year  by  giving  angioplasty  patients  the 
blood  thinner  RePro  and  inserting  stents  into  their  arteries,  say  researchers  at  the 
Cleveland  Clinic.  Lancet,  12/11/99 

Athletes  with  AIDS  or  hepatitis  B and  C should  be  allowed  to  play,  but  precautions 
should  still  be  taken  to  prevent  infection  from  being  spread  to  others,  the  American 
Academy  of  Pediatrics  says.  Pediatrics,  12/99 

Researchers  at  Brigham  and  Women's  Hospital  and  Harvard  Medical  School  in  Boston 
and  the  University  of  Miami  School  of  Medicine  say  beta  carotene  pills  have  little  use  in 
reducing  deaths  from  cancer  or  heart  disease.  Journal  of  the  National  Cancer  Institute, 
12/15/99 

California  researchers  say  emphysema  patients  get  more  benefit  from  bilateral  lung 
volume  reduction  surgery  than  they  do  from  unilateral  surgery.  The  Journal  of  Thoracic 
and  Cardiovascular  Surgery,  12/99 


A 10-year  study  by  researchers  at  the  University  of  Pittsburgh  Graduate  School  of  Pub- 
lic Health  shows  a possible  link  between  depression  and  cardiovascular  disease  in  type 
I diabetics.  Atherosclerosis,  1/00 
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February's  “MedBytes"  focuses  on  Web  sites  covering  medical 
records  privacy. 

National  Coalition  for  Patient  Rights 

Visit  www.nationalcpr.org  for  iinks  to  news  releases,  a list  of 
strategies  to  protect  patient  privacy,  and  reai  stories  about  what 
happens  when  private  medical  information  becomes  pubiic.  The 
National  Coalition  for  Patient  Rights  is  a nonprofit  organization  of 
medicai  professionais  and  concerned  citizens  dedicated  to  restor- 
ing confidentiaiity  to  heaith  care. 

Electronic  Privacy  Information  Center 

This  site  at  www.epic.org/privacy/medical  features  news 
about  medical  records  privacy,  including  iinks  to  information  about 
proposed  federal  regulations  protecting  the  privacy  of  electroni- 
caily  stored  medical  records. 

Electronic  Frontier  Foundation 

The  Electronic  Frontier  Foundation,  at  www.eff.org/pub/Privacy/ 
Medical,  alerts  users  to  recent  legislation  affecting  medical 
records  privacy. 

Health  Privacy  Project 

Go  to  www.healthprivacy.org  to  find  links  to  recent  iegislation, 
the  iatest  news,  and  other  resources  in  reiation  to  medicai  records 
privacy.  The  Health  Privacy  Project  is  dedicated  to  raising  public 
awareness  of  the  importance  of  ensuring  heaith  privacy  to  improve 
health  care  access  and  quality,  on  both  individual  and  community 
ievels.  The  project  has  just  released  a publication  entitied  “Ex- 
posed: A Health  Privacy  Primer  for  Consumers,”  which  includes 
basic  information  on  how  health  information  is  used  and  disclosed, 
relevant  federal  and  state  laws,  polling  data,  issues  of  special  con- 
cern, and  action  items.The  primer  is  available  in  PDF  format  on  the 
project's  Web  site  at  www.health privacy.org/resources. 


American  Health  Information  Management 
Association  (AHIMA) 

AHIMA's  site,  located  at  www.ahima.org/professional.support/ 
whitepaper.html,  includes  a link  to  a letter  responding  to  a New 
York  Times  editorial  regarding  the  release  of  Sen  John  McCain's 
medical  records.  Also,  the  site's  “In  the  News"  section  has  links  to 
recent  Health  Information  Confidentiality  news. 

Making  your  mistakes  a matter  of  record 

On  a different  note,  here  is  a site  focusing  on  physician  privacy  in  re- 
gard to  reporting  medical  errors. To  read  about  reporting  medical  er- 
rors and  how  this  might  affect  you  and  your  practice,  go  to  the  site  for 
the  Agency  for  Healthcare  Research  and  Quality’s  link  to  research  on 
medical  errors  at  www.ahcpr.gov/errors.htm.  You'll  find  links  to 
fact  sheets,  reports,  and  news  releases  on  medical  errors,  including 
the  release  entitled  “To  Err  is  Human”  by  the  Institute  of  Medicine. 

TMA’s  New  Web  Site 

VisitTMA's  new  Web  site  at  www.texmed.org  for  your  own  per- 
sonal page,  featuring  information  tailored  to  your  specialty  or  par- 
ticular area  of  interest.  You'll  also  have  access  to  an  online  medical 
research  center  that  will  enable  you  to  search  for  information  on 
any  medical  topic  through  credible  sources  designated  by  theTMA 
Library  under  the  direction  of  the  Council  on  Public  Health.  Sign 
on  to  the  “Members  Only”  section  and  set  up  your  personal  page 
before  February  29,  and  you'll  get  a chance  to  win  your  choice  of  an 
iMac  or  Dell  home  computer  system. 


MedBytes  ,s  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  iennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


24 


Texas  Medicine  Rounds 


www.texmed.org 


Need  Memorial  Day  plans? 
Visit  San  Antonio 


TexMed  2000  May  25-28  in  San 
Antonio  is  going  to  make  the 
Memorial  Day  weekend  extra  spe- 
cial and  extra  fun.  Texas  Medical 
Association  members  receive  free 
continuing  medical  education  (CME) 
credit,  and  as  an  additional  benefit,  your 
office  staff,  including  nurses  and  allied 
health  professionals,  can  obtain  their 
continuing  education  for  only  $10. 

Along  with  five  general  appeal  edu- 
cational tracks  and  more  than  28  spe- 
cialty and  scientific  programs  and 
symposia,  TexMed  2000  will  offer  two 
general  sessions  that  will  help  you  and 
your  spouse  refocus  and  rejuvenate. 

Topics  and  speakers  for  the  general 
session  on  Thursday,  May  25,  include 
the  following: 

• “The  Mind  Game  of  Disease  Manage- 
ment,” by  James  O.  Prochaska,  PhD, 
will  focus  on  helping  you  motivate 
your  patients  to  make  healthy  lifestyle 
choices.  The  session  is  being  held 
jointly  with  Project  WATCH,  a joint 
heart  disease  and  stroke  prevention 
program  between  TMA  and  the  TMA 
Alliance  and  funded  by  the  TMA 
Foundation.  You  will  leave  with  tips 
on  encouraging  behavior  change  as 
well  as  a better  understanding  of  the 
specificity  of  behavior. 

• “Physician  Stress  and  Burnout  in  an 
Environment  of  Change,”  by  Judy 
Googins,  MD,  is  designed  to  help 
physicians  take  control  of  their  envi- 
ronment and  their  lives.  Attendees 
will  learn  ways  to  identify,  evaluate, 
and  analyze  stress,  and  receive  tools 
to  manage  or  identify  assistance  for 
that  stress. 

• “Healing  When  You  Cannot  Cure,” 
by  Rabbi  Harold  Kushner,  will  focus 
on  the  physician’s  role  as  a healer 
and  not  just  a health  care  provider. 
He  will  share  ideas  on  how  to  cope 
with  undeserved  suffering,  while  at 
the  same  time  maintain  your  men- 
tal, spiritual,  and  professional 
health.  Through  personal  experi- 
ence with  a son  with  progeria,  and 
30  years  experience  as  a spiritual 
leader.  Rabbi  Kushner  will  provide  a 


fresh  perspective  on  the  medical 
profession  and  the  difference  be- 
tween healing  and  curing. 

The  second  general  session  on  Satur- 
day, May  27,  is  entitled  “Good  Families 
Don’t  Just  Happen:  Raising  Children  in 
a Medical  Marriage”  and  is  presented 
by  Catherine  Musco  Garcia-Prats  and 
Joseph  A.  Garcia-Prats,  MD.  The  Prats 
have  made  a medical  marriage  work  for 
26  years  and  have  raised  10  sons.  They 
will  give  you  important  tips  on  main- 
taining spousal  relationships,  commit- 
ments, and  priorities. 

Along  with  CME  and  general  ses- 
sions, you  and  your  family  will  enjoy  a 
fun-filled  time  at  various  planned 
events.  The  Advance  Program  with  reg- 
istration forms  and  more  information 
will  be  available  this  month.  Also,  visit 
the  TexMed  2000  Web  site  at  virtual. 
texmed.org  for  current  information.  ★ 

AMA  negotiating  unit 
pleased  with  NLRB  decision 


Physicians  For  Responsible  Negoti- 
ation (PRN),  the  national  negoti- 
ating organization  created  by  the 
American  Medical  Association, 
has  praised  a National  Labor  Rela- 
tions Board  (NLRB)  decision  allowing 
resident  physicians  in  private  institutions 
to  organize  collective  bargaining  units 
under  the  National  Labor  Relations  Act. 

The  decision,  which  came  in  a case 
involving  the  Boston  Medical  Center, 
reverses  a more  than  two-decade-old 
NLRB  opinion  that  had  found  residents 
in  teaching  hospitals  were  not  “employ- 
ees” for  purposes  of  national  labor  laws. 

“We  are  very  excited  that  the  NLRB 
has  reversed  its  previous  opinion  and  de- 
cided this  case  in  favor  of  empowering 
resident  physicians  to  organize,”  said  Su- 
san H.  Adelman,  MD,  president  of  PRN. 
“This  decision  will  now  allow  physicians- 
in-training  to  raise  and  resolve  important 
patient  care  and  other  workplace  issues 
with  the  protection  of  federal  labor  laws. 
We  have  been  waiting  for  this  decision 
and  we  are  prepared  to  begin  working 
with  resident  groups  that  would  like  to 
organize  through  PRN.” 

Dr  Adelman  says  PRN  would  offer 


resident  physicians  a professional  alter- 
native to  traditional  labor  unions.  It 
will  strictly  follow  and  apply  the  ethical 
standards  and  principles  of  the  medical 
profession  in  all  of  its  activities.  The 
goals  of  PRN  will  be  accomplished 
without  strikes  or  other  withholding  of 
essential  medical  services,  she  says. 

“It  is  now  up  to  resident  physicians 
across  the  country  to  decide  what  is 
right  for  them,”  Dr  Adelman  said.  “For 
some  residents,  collective  bargaining 
under  federal  labor  laws  will  be  an  im- 
portant opportunity.  Others  may  choose 
a different  course.  For  those  who  do 
choose  the  collective  bargaining  path, 
PRN  will  be  there  for  them.”  ★ 

Help  physicians  in  need 
during  February  fundraiser 


Sometimes  even  the  helpers  need 
help.  That’s  why  the  Texas  Med- 
ical Association  Physician  Health 
and  Rehabilitation  (PHR)  Assis- 
tance Fund  is  asking  doctors  to 
help  some  of  their  colleagues  through  its 
“Have  a Heart  for  Physicians”  campaign. 

The  fund  relies  on  donations  to  pro- 
vide financial  assistance  to  physicians 
who  cannot  afford  treatment  for  de- 
pression, chemical  dependency,  or 
other  problems,  or  whose  families  need 
help  with  short-term  living  expenses 
while  a physician  receives  treatment. 

Loan  applications  from  physicians 
seeking  assistance  are  reviewed  by  two 
PHR  committee  members  and  one  TMA 
Alliance  representative  and,  if  ap- 
proved, forwarded  to  the  Board  of 
Trustees  for  final  action. 

Loan  recipients  are  required  to  make 
good-faith  payments  of  $20  per  month 
beginning  6 months  after  a loan  is 
granted,  regardless  of  employment  sta- 
tus. These  payments  will  be  applied  to 
the  interest  accrued  on  the  loan.  The 
first  loan  payment  is  due  no  later  than 
2 years  from  the  date  of  the  loan  or  6 
months  after  the  physician  regains  em- 
ployment, whichever  occurs  first. 

To  help  your  colleagues  who  are  in 
recovery  and  need  financial  assistance, 
contact  Linda  Kuhn  at  (800)  880-1300, 
ext  1342,  or  (512)  370-1342;  or  e-mail 
linda_k@texmed.org.  ★ 
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48  hours 

New  law  requires  parental  notifjcation  for  abortions  on  minors 


aced  with  unwanted  pregnancies, 
thousands  of  unmarried  Texas 
women  under  age  18  travel  to 


I have  abortions  each  year.  Now, 
I freedom  of  choice  is  colliding 
■I  with  parents’  desire  to  know 
what’s  happening  in  their  daughters’ 


lives  as  state  law  adds  a new  wrinkle  to 
the  complex  decision-making  process  for 
minors  and  their  physicians.  >■  >■ 


By  Johanna  Franke,  Associate  editor 
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As  of  January  1,  a physician  must 
I give  48  hours  notice  to  at  least  one  of  a 
minor’s  parents  or  a guardian  or  court- 
[ appointed  managing  conservator  be- 
fore performing  a nonemergency 
labortion.  Physicians  who  fail  to  do  so 
I may  face  a fine  up  to  $10,000. 

Now  that  the  law  has  been  imple- 
mented, people  on  all  sides  of  this  con- 
troversial issue  are  hoping  it  will  open 
up  communication  among  minors  and 
their  parents. 

Good  faith  and  reasonable 
effort 

I When  the  legislature  enacted  Senate  Bill 
30,  sponsored  by  Sen  Florence  Shapiro 
(R- Plano),  last  year,  Texas  became  1 of  15 
states  with  a one-parent  notification  law. 
The  addition  of  Texas  and  Florida 
[brought  the  total  number  of  states  that 
have  enacted  some  form  of  parental  in- 
volvement law  to  41.  Some  states  require 
both  parents  to  be  notified.  In  nine  of 
'those  states,  courts  have  enjoined  the  law 
lor  the  state  does  not  enforce  it,  according 
jto  statistics  from  the  National  Abortion 
land  Reproductive  Rights  Action  League, 
i The  Texas  Medical  Association,  in 
conjunction  with  the  Texas  Association  of 
Obstetricians  and  Gynecologists,  worked 
ithroughout  the  legislative  session  to 
make  sure  the  law  would  be  workable  for 
physicians.  “There  is  protection  in  the  bill 
for  doctors  who  are  trying  to  follow  the 
law  and  do  the  right  thing,”  said  Harold 
Freeman,  associate  director  of  public  af- 
fairs for  TMA.  “A  simple  mistake  will  not 
get  the  doctor  in  trouble.” 

The  new  law  amends  Chapter  33  of 
:he  Texas  Family  Code  to  require  a 
ahysician  to  give  48  hours  notification 
3y  person  or  by  telephone  to  a minor’s 
parent,  guardian,  or  court-appointed 
managing  conservator  before  perform- 
ing an  abortion.  It  exempts  young 
vvomen  who  do  not  live  with  their  par- 
ents and  who  are  self-supporting  and 
manage  their  own  financial  affairs. 

If  the  physician  cannot  notify  a par- 
ent, guardian,  or  conservator  after  “a 
reasonable  effort,”  he  or  she  can  give  48 
nours  notice  by  sending  a certified  let- 
ter to  a parent,  guardian,  or  conserva- 
tor’s last  known  address.  The  48-hour 
period  begins  when  the  notice  is 
mailed.  The  abortion  may  be  performed 
)8  hours  after  the  notice  is  mailed  even 


though  the  notification  may  not  have 
been  received.  I'he  physician  may  place 
an  affidavit  in  the  patient’s  medical 
record  that,  according  to  his  or  her  liest 
information  and  belief,  actual  or  con- 
structive notice  has  been  provided.  This 
creates  a presumption  that  the  physi- 
cian has  complied  with  the  law. 


A physician  also  may  perform  an 
abortion  on  a minor  without  parental 
notification  or  judicial  approval  on  the 
basis  of  “good  faith”  clinical  judgment 
that  the  procedure  is  necessary  to  pre- 
vent death  or  to  avoid  a serious  risk  of 
substantial  and  irreversible  impairment 


of  a major  bodily  function.  J'he  physi- 
cian would  have  to  certify  in  writing  to 
the  Texas  Department  of  Health  ( I'Dll) 
and  in  the  patient’s  record  the  medical 
indications  supporting  the  judgment 
that  those  circumstances  existed. 

A physician  who  suspects  a minor 
has  been  physically  or  sexually  abused 


must  make  an  immediate  report  to  the 
Department  of  Protective  Regulatory 
Services  and  refer  the  minor  for  serv- 
ices or  intervention  by  calling  (800) 
252-5400.  The  girl  may  use  the  courts 
to  obtain  consent  for  an  abortion  with- 
out parental  notification. 


Notification  law  at  a glance: 
what  it  requires  physicians  to  do 


Physician  obligation: To  notify  a parent,  managing  conservator,  or  legal  guardian  of 
the  pregnant  unemancipated  minor  at  least  48  hours  before  the  procedure  is  performed 
unless  an  emergency  exists.  If  you  suspect  the  young  woman  has  been  physically  or 
sexually  abused,  immediately  report  this  to  the  Department  of  Protective  Regulatory 
Services  at  (800)  252-5400. 

A physician  can  perform  abortions  on  minors  when: 

• The  physician  has  notified  a parent,  managing  conservator,  or  legal  guardian,  in  per- 
son or  by  telephone,  48  hours  before  the  procedure; 

• The  physician  has  made  reasonable  efforts  to  notify  a parent,  managing  conserva- 
tor, or  legal  guardian  without  a response,  and  48  hours  constructive  notice  is  given 
by  certified  mail,  restricted  delivery; 

• The  minor  has  been  authorized  by  the  judge  of  a probate  court,  county  court  at  law, 
district  court,  or  court  of  appeal  to  consent  to  the  abortion  without  notifying  a par- 
ent, managing  conservator,  or  legal  guardian; 

• The  court  has  failed  to  act  upon  a minor's  application  within  2 working  days  after  she 
has  filed  the  application;  or 

• It  is  medically  necessary  to  avert  the  minor’s  death  or  to  avoid  a serious  risk  of  sub- 
stantial and  irreversible  impairment  of  a major  bodily  function. 

The  Texas  Department  of  Health  (TDH)  has  created  a brochure  for  pregnant  minors 
considering  abortion  and  a flyer  for  physicians  with  information  on  the  new  law. These 
materials  were  included  in  a mailoutTDH  sent  to  all  clinics  and  physicians  who  have 
previously  reported  abortions  to  TDH.  Physicians  can  obtain  copies  of  the  minor 
brochure  and  physician  flyer,  as  well  as  forms  to  report  emergency  abortions  and  third 
trimester  abortions  toTDH,  by  calling  (512)  458-7509. These  materials  also  are  available 
onTDH’s  Web  site  at  www.tdh.state.tx. us/bvs. 


‘Tm  willing  to  bet,  if  given  an  option, 
any  physician  in  dealing  with  a minor  would  want 
at  least  one  parent  involved.” 
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Senior  Medical  Director 

Medical  Pathways,  a leading 
IPA  management  company,  is 
seeking  a senior  medical 
director  for  its  Fort  Worth, 

Texas  operations.  The  company 
presently  manages  over  400,000 
lives  in  California  and  Texas  and 
is  looking  for  an  experienced 
physician  to  direct  the 
implementation  of  its  HMO 
program  in  Texas.  The  physician 
must  possess  knowledge  in  all 
aspects  of  medical  management 
including  strategic  planning, 
physician  leadership,  utilization 
management,  and  quality 
improvement.  The  candidate 
must  be  Board  Certified  in  their 
chosen  specialty,  have  3-5  years 
of  managerial  experience  and 
possess  strong  interpersonal 
skills.  A Texas  medical  license  and 
IPA  management  experience  is 
highly  desired  by  not  required. 

For  immediate  consideration 
please  fax  or  e-mail  your  CV 
(with  salary  requirements)  to 
Lynda  Graham  at  562-924-2246 
or  LGraham@MedicalPathways. 

com.  No  phone  calls  please. 


San  Antonio  gynecologist  Marco 
Lopez,  Jr,  MD,  already  incorporates 
many  of  the  new  law’s  stipulations  in 
his  practice.  He  requires  parental  con- 
sent of  the  minors  for  whom  he  pro- 
vides abortions. 

“I’m  willing  to  bet,  if  given  an  op- 
tion, any  physician  in  dealing  with  a 
minor  would  want  at  least  one  parent 
involved,”  Dr  Lopez  said.  “It  is  really  a 
nightmare  for  a physician  to  have  to 
pick  up  the  phone  and  tell  a parent 
who  is  not  aware  of  anything  that  his 
or  her  daughter  was  pregnant,  that  she 
had  an  abortion,  and  that  she  had  a 
complication  that  put  her  in  the  hospi- 
tal. That’s  a formula  that  would  send 
any  parent  through  the  roof.” 

Dr  Lopez  believes  most  minors  do  in- 
volve their  parents.  “I  would  say  maybe 
25%  of  them  don’t  or  try  to  do  it  with- 
out involvement,”  he  said.  “I  think 
every  teenager  whom  I have  seen  has 
said,  ‘My  parents  will  kill  me,’  but  you 
can’t  take  that  literally,”  Dr  Lopez  said. 
“In  rare  cases,  they  may  be  right,  and  in 
those  cases,  there  is  judicial  bypass.” 

Their  day  in  court 

A pregnant  minor  may  seek  court  per- 


mission to  have  an  abortion  without; 
parental  notification.  To  do  this,  she* 
must  complete  a judicial  bypass  appli- 
cation in  any  county,  district,  or  pro- 
bate court  clerk’s  office.  If  her 
physician  does  not  have  a judicial  by- 
pass application,  which  is  available  on 
the  Internet  at  www.courts.state.tx.us,!, 
the  minor  can  request  the  form  from^ 
the  county  clerk  or  district  clerk.  Sheij 
must  sign  the  form  and  swear  to  thejj 
clerk  that  she  is  pregnant,  unmarried, 
and  younger  than  18,  that  she  wants 
an  abortion  without  telling  her  parents, 
and  that  she  has  a lawyer  or  needs  onei 
appointed  for  her.  i 

Besides  a lawyer,  a judge  may  appoint! 
a “guardian  ad  litem,''’  who  will  confer 
with  the  minor  and  help  the  judge  deter-j 
mine  her  maturity  level.  This  guardian! 
ad  litem  could  be  a grandparent,  an  adult 
sibling,  an  aunt  or  uncle,  or  a psycholo- 
gist or  a clergy  member,  says  Peggy 
Romberg,  director  of  the  Texas  Family 
Planning  Association. 

“If  a young  woman  goes  into  a 
physician’s  office  for  an  abortion  and 
she  doesn’t  want  him  to  call  her  par- 
ents, the  doctor  should  know  how  toi 
refer  her  to  the  court,”  Ms  Romberg 


Internet 

resources 


To  obtain  copies  of  theTexas  Department  of  Health’s  brochure  for  pregnant  minors  con-  ! 
sidering  abortion  and  the  flyer  for  physicians  with  information  on  the  new  law,  visit 
TDH’sWeb  site  at  www.tdh.state.tx. us/bvs.  i 

For  a full  text  of  Senate  Bill  30,  the  parental  notification  law,  go  toTexas  Legislature  On- 
line at  www.capitoi.state.tx.us/tlo/bilinbr.htm,  select  “76th  Regular  Session  — 1999," 
and  type  “SBSO”  in  the  bill  number  box. 

To  view  theTexas  Parental  Notification  Rules  and  Forms  written  by  the  Special  Sub- 
committee on  Parental  Notification  Rules  and  the  Supreme  Court  Rules  Advisory  Com-  i 
mittee,  go  to  Texas  Judiciary  Online  at  www.courts.state.tx.us  and  select  one  of  the  ; 
links  under  “Parental  Notification  Forms.”  , 

i 

For  recent  amendments  to  abortion  facility  reporting  and  licensing  regulations,  see  the  ! 
September  24,  1999,  issue  of  the  Texas  Register  online  at  www.sos.state.tx.us/texreg/ 
archive/September241999/PROPOSED/health-services.html#384. 

To  learn  more  about  teenage  pregnancy  prevention,  visit  the  “Physician  Resources”  ! 
area  in  the  “Health  & Science”  section  of  Texas  Medical  Association's  Web  site  at  ' 
www.texmed.org.  | 
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said.  “He  could  also  suggest  to  her  that 
the  court  will  appoint  a guardian  ad 
litem,  who  could  be  any  member  of  her 
family.  Then  she’s  got  somebody’s  hand 
to  hold  all  the  way  to  court.” 

The  court  will  grant  the  minor  per- 
mission for  abortion  if  notifying  the 
parent  or  guardian  would  not  be  in  her 
best  interest,  if  she  is  mature  and  capa- 
ble of  giving  informed  consent,  or  if 
notification  might  lead  to  physical,  sex- 
ual, or  emotional  abuse. 

A judge  may  authorize  or  deny  the 
abortion.  Denials  can  be  appealed  to  a 
Court  of  Civil  Appeals.  Either  way,  the 
court,  including  the  appellate  court, 
must  rule  on  an  application  by  5 pm  on 
the  second  business  day  after  it  is  filed  or, 
if  the  minor  requests  a postponement,  by 
5 pm  on  the  second  business  day  after 
the  date  the  minor  states  she  is  ready  for 
the  hearing.  If  the  court  does  not  rule 
within  this  time,  the  minor  automatically 
gets  consent  for  the  abortion. 

“Physicians  really  need  to  under- 
stand that  they  can  move  forward  with 
the  procedure  if  the  court  has  not 
ruled,  and  that  there  are  people  in  the 
community  — in  the  family  planning 
arena  — who  can  help  minors  facilitate 
a judicial  bypass,  if  that’s  what  they 
choose  to  do,”  Ms  Romberg  said. 


Identity  crisis 

The  minor  does  not  have  to  pay  for 
court  costs,  which  are  paid  by  TDH. 
Her  records  are  kept  confidential,  but 
she  will  be  required  to  give  her  name 
and  date  of  birth  to  the  clerk.  The  mi- 
nor is  referred  to  as  “Jane  Doe”  during 
the  proceedings. 

To  protect  the  minor’s  confidential- 
ity further,  courts  had  planned  to  issue 
“Jane  Doe”  certificates  to  minors 
granted  permission  to  get  abortions. 
But  the  Special  Subcommittee  on 
Parental  Notification  Rules  for  the 
Texas  Supreme  Court  foresaw  an  iden- 
tification problem. 

1 “One  of  a physician’s  difficulties  in 
I this  process  would  be  to  make  sure  that 
when  a minor  came  back  to  his  office 
from  the  court,  the  certificate  she  had 
actually  applied  to  her,”  said  Terrence 
L.  Moore,  MD,  a family  practitioner 
from  Denton  who  served  on  the  special 
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subcommittee.  The  subcommittee  rec- 
ommended that  the  patient’s  full  name 
be  placed  on  the  certificate  along  with 
a seal  to  prove  its  authenticity  and  pre- 
vent it  from  being  duplicated. 

Dr  Lopez  agrees  that  proving  the  iden- 
tities of  all  parties  involved  may  be  ardu- 
ous. “What  if  the  young  lady  tells  you, 
‘My  mom’s  at  home  right  now,’  and  then 
1 call  her  to  notify  her,  and  it’s  a friend  or 
a sister  impersonating  her  mother?  I sus- 
pect the  attorney  general  is  going  to  have 
to  give  an  interpretation  of  what  is  ex- 
pected of  us  in  this  situation  because  it  is 
not  necessarily  clear-cut,”  he  said. 

Physicians  in  other  states  with  similar 
parental  notification  laws  also  have  run 
into  this  quandary,  says  Mark  Lambert, 
staff  attorney  for  Planned  Parenthood  of 
Greater  Iowa.  Iowa’s  parental  notifica- 
tion law  was  enacted  in  July  1997  after 
constitutional  challenges  concerning 
confidentiality  and  the  speed  of  the  judi- 
cial bypass  process  were  settled. 

Mr  Lambert  knows  an  Iowa  physi- 
cian who  had  to  prove  a woman  seek- 
ing an  abortion  was  18  by  looking  at 
her  yearbook  because  she  didn’t  have  a 
driver’s  license. 

“I  guarantee  there  will  be  situations 
that  come  up  that  you  just  never  imag- 
ined,” Mr  Lambert  said.  “But  the  big 
thing  for  physicians  to  remember  is 
that  they  have  an  obligation  to  make  a 
good-faith  attempt  to  implement  the 
law.  They  have  to  follow  the  law  in 
word  as  well  as  in  spirit,  but  they  don’t 
have  to  put  up  additional  requirements 
that  make  it  harder.” 

Patient  information 

At  press  time,  the  state  health  depart- 
ment was  completing  a brochure  to  be 
distributed  to  pregnant  minors  through 
abortion  clinics  that  explains  the  risks 
of  abortion,  alternatives  to  abortion, 
the  judicial  bypass  system,  and  the  ap- 
peals process. 

“Hopefully,  we’ve  done  that  in  a lan- 
guage that  is  sensitive  to  teenagers  and 
also  will  encourage  the  entire  state  to 
help  girls  connect  with  their  families,” 
said  State  Commissioner  of  Health 
William  R.  Archer  III,  MD.  “Physicians 
can  be  either  helpful  in  making  that 
connection  with  the  parent  when  they 
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know  it’s  difficult,  or  they  can  see  it  as 
a hurdle  too  big.” 

TDH  officials  along  with  a review 
committee  including  Dr  Lopez,  who 
represented  TMA,  Dr  Moore,  and  Ms 
Romberg,  designed  the  brochure  and  a 
flyer  to  help  physicians  understand  the 
new  law.  These  materials  were  in- 
cluded in  a mailout  TDH  sent  to  all  the 
clinics  and  physicians  who  have  previ- 
ously reported  abortions  to  TDH.  Physi- 
cians can  obtain  copies  of  the  minor 
brochure  and  physician  flyer,  as  well  as 
forms  to  report  emergency  and  third 
trimester  abortions  to  TDH,  by  calling 
(512)  458-7509.  These  materials  also 
are  available  on  TDH’s  Web  site  at 
WWW.  tdh. state. tx.us/bvs. 


Other  states’  takes  on 
parental  involvement  laws 


The  following  information  from  other  states  was  used  during  the  1999  legislative  ses- 
sion in  developing  Senate  Bill  30,  the  abortion  parental  notification  law. 

Texas'  neighbors:  Louisiana  requires  a minor  to  obtain  one  parent's  consent  for  an 
abortion.  New  Mexico  also  requires  one  parent's  consent,  but  its  pre-/?oe  v Wade  law  is 
not  enforced  because  the  attorney  general  determined  there  is  no  constitutionally  re- 
quired bypass.  Arkansas  requires  the  notification  of  two  parents.  Oklahoma  has  no  law 
addressing  parental  involvement  in  abortion. 

Minnesota:  In  1981,  Minnesota  enacted  a two-parent  notification  law  that  remained  in 
effect  until  1986,  when  a lower  court  enjoined  it.  In  1990,  the  US  Supreme  Court  upheld 
the  version  of  the  law  that  included  judicial  bypass.  A 1997  American  Journal  of  Public 
Health  study  of  Minnesota's  rates  of  birth  and  abortions  for  minors  from  1977  to  1990 
showed  that  birth  rates  did  not  rise  when  parental  notice  laws  were  in  effect,  nor  did 
they  fall  when  the  laws  were  enjoined.  In-state  abortion  rates  declined  in  periods  when 
parental  notice  was  required,  interstate  travel  for  abortions  increased  somewhat,  and 
in-state  abortions  for  minors  "were  probably  delayed  into  the  second  month  of  preg- 
nancy, although  probably  not  into  the  second  trimester.” 

Connecticut:  The  state  does  not  require  parental  involvement  in  minors'  abortions,  but 
it  does  require  every  minor  under  age  16  who  seeks  an  abortion  to  receive  counseling. 

Maryland:  This  state's  one-parent  notice  law  does  not  allow  judicial  bypass,  but  as- 
signs the  bypass  decision  to  the  primary  physician,  who  may  waive  the  notification  re- 
quirement upon  determining  that  the  minor  is  mature  and  capable  of  giving  informed 
consent  to  an  abortion  or  that  notifying  a parent  would  not  be  in  her  best  interest. 

Massachusetts;  After  this  state's  one-parent  consent  law  that  includes  judicial  by- 
pass took  effect,  abortions  performed  on  minors  dropped  by  about  40%,  according  to  a 
1996  report  by  the  Amer/caA?  Journal  of  Public  Health.The  abortions  performed  on  minors 
in  states  surrounding  Massachusetts  rose  by  the  same  percentage. 

Source:  Office  of  Sen  Florence  Shapiro  (R-Plano),  Senate  Bill  30  sponsor 


Meanwhile,  the  law  itself  is  under 
fire  as  lawyers  and  judges  argue  that 
the  Judicial  bypass  secrecy  rules  go  be- 
yond those  in  other  cases  involving  ju- 
veniles and  violate  the  Texas 
Constitution’s  ban  on  closed  court  pro- 
ceedings. 

“From  a physician’s  perspective,  we 
need  to  stand  back  and  say  some  really 
good  people  have  worked  really  hard 
on  this,  and  this  is  as  good  as  it’s  going 
to  be  right  now,”  Dr  Moore  said.  “But  it 
can  be  modified  later  if  we  see  ways  of 
improving  it.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna  f@texmed.org. 


“Casey  & Casey 
increased  our 
cash  receipts  20% 
whiie  reducing  our 
90-day  accounts 
by  66%.  ” 

John  Davis.  MD 
Family  Practice 


If  you  are  a ftiiysiciari  in 
Texas,  we  have  the  foroven 
systenn  for  cijish  flow 
irnprovenienf.  Call  toll-free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 

800-575-5335 

email:  caseycpa@ktc.com 


CERTIFIED  PUBLIC  ACCOUNTANTS 


Make  dreais 
coie  Irue. 

You  can  make  a difference! 


Help  a minority  student  fulfill 
the  dream  to  join  the  field  of 
medicine.  Contribute  to 
scholarships  for  qualified, 
underrepresented  minorities 
accepted  to  Texas  medical 
schools.  Donations  are  tax- 
deductible  under  federal  law. 

For  more  information, 
call  (800)  880-1300,  ext. 
1375,  or  (512)  370-1375, 
or  send  an  e-mail  to 
marcia_c@texmed.org. 

Give  to  the  TMA  Minority 
Scholarship  Program  Today! 


TMA  Minority  Scholarship  Program 


Increasing  access  to  Texas  medicine 


Tel  800.880.1300 
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the  Hippocratic  oath 
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'By 

Monica  Maldonado,  Associate  editor 


It's  not’as  if  the 
Hippocratic  bath,  which  originally  advised 
physicians  against  performing  surgery  or 
providing  contraceptives,  hasn't  been 
reinterpreted  before. 


But  now  lawmakers  and  organized 
medicirre  are  poised  to  rtiake  significant 
changes  to  that  aspect  of  the  oath  upon 
’'which  the  physician-patient  relationship 
is  based 

tru*st. 
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“I  don’t  think  anyone,  other  than 
the  physician,  is  in  the  position  to  judge 
whether  physician-patient^£onfl£ent|a^^; 
should  be  breached.” 


“The  fact  that  patients  come  to  us  with 
some  of  their  most  personal  information 
makes  the  physician-patient  relationship 
unique,”  said  Jim  Rohack,  MD,  Texas 
Medical  Association  president-elect.  “We 
have  to  limit  access  to  this  information.” 

As  new  pressures  are  placed  on  confi- 
dentiality, patients  and  physicians  are 
starting  to  realize  that  their  private  infor- 
mation may  not  be  so  private  after  all. 

The  central  question  seems  to  be. 

Who  has  the  right  to  know  and  under 
what  circumstances?  Usually  this  is  a 
call  made  by  the  individuals  involved,  but  increasingly,  as 
litigation,  managed  care,  new  genetic  frontiers,  and  cyber- 
space enter  the  discussion,  physicians  and  their  patients  are 
looking  for  guidelines  to  support  these  decisions. 

“1  don’t  think  anyone,  other  than  the  physician,  is  in  the  posi- 
tion to  judge  whether  physician-patient  confidentiality  should 
be  breached,”  said  Deborah  Peel,  MD,  an  Austin  psychiatrist.  Yet 
so  far,  everyone  from  organized  medicine  to  consumer  groups 
to  state  and  federal  governments  and  the  Clinton  administra- 
tion has  offered  a few  suggestions.  The  effect,  however,  has 
been  a patchwork  of  laws,  and  some  managed  care  and  phar- 
maceutical companies  are  taking  advantage  of  the  loopholes. 

In  one  case,  a pharmaceutical  company  wrongly  enrolled  a 
patient  in  a depression  support  program  because  the  patient 
had  been  given  a prescription  for  antidepressants.  But  the 
physician  had  not  diagnosed  the  patient  for  depression;  rather, 
she  had  given  the  patient  the  prescription  to  help  her  deal 
with  sleeping  problems  brought  on  by  symptoms  associated 
with  menopause.  (See  “Medical  Privacy?”  December  1998 
Texas  Medicine,  pp  28-30.)  Dr  Peel  warns  that  physicians  have 
to  be  wary  of  such  practices  “because  diagnoses  can  be  used 
by  insurers  in  such  a blatantly  discriminatory  fashion.” 

States  can’t  agree 

Within  this  patchwork  are  not  Just  holes,  but  also  contradic- 
tions. According  to  a report  issued  by  the  Georgetown  Uni- 
versity Health  Privacy  Project,  some  states  have  fairly 
comprehensive  laws,  while  others  offer  only  minimal  protec- 
tion to  the  privacy  of  patients’  medical  records  and  then  only 
to  certain  entities  in  certain  circumstances.  For  example,  the 
California  Supreme  Court  ruled  that  a mental  health  profes- 
sional has  a duty  to  warn  third  parties  of  a patient’s  threats. 
In  a recent  Texas  case  (Thapar  v Zezulka),  however,  the  state 
Supreme  Court  ruled  the  opposite. 

Three  hundred  bills  were  introduced  in  at  least  35  states  in 
1999,  proving  that  the  patchwork  of  medical  records  privacy 
laws  is  a work  in  progress.  That  is  why  so  many  feel  the  fed- 
eral government  should  establish  legal  privacy  boundaries.  In 
fact,  in  1996,  Congress  passed  a health  insurance  reform  law 
that  required  it  to  adopt  medical  records  privacy  legislation  by 
August  21,  1999.  But  Congress  missed  that  deadline,  so  the 
US  Department  of  Health  and  Human  Services  (HHS)  was 
forced  to  propose  its  own  federal  privacy  protections  last 


September.  Because  of  restrictions  imposed  by  Congress,  HHS 
can  only  protect  medical  information  stored  or  transmitted  in  ‘ 
electronic  form.  Only  Congress  can  enact  laws  protecting  the 
large  amount  of  medical  records  in  paper  form.  Even  HHS 
Secretary  Donna  Shalala,  PhD,  has  said  the  best  solution  is 
for  Congress  to  pass  comprehensive  legislation. 

The  HHS  proposal  received  mixed  reviews  from  the  health 
care  industry,  though  most  agreed  that  it  was  an  important 
first  step.  In  general,  the  HHS  proposal  limits  the  release  of 
patient  information  to  health  care  professionals.  But 
although  it  requires  physicians,  hospitals,  and  health  plans  to 
notify  patients  about  how  their  medical  information  might 
be  used,  it  does  not  require  permission  from  patients  to  use 
the  data.  The  information  would  be  accessible  by  any  one  of 
these  entities  so  long  as  the  need  for  it  deals  with  treatment, 
payment,  or  health  care  operations  such  as  quality  assess- 
ment, insurance  rating,  fraud  and  abuse  detection,  legal  pro- 
ceedings, and  review  of  medical  professionals’  credentials. 

According  to  Betty  Jane  Anderson,  JD,  special  counsel  to 
the  American  Medical  Association,  the  HHS  proposal  has  key 
flaws.  “It’s  a lengthy  proposal  and  difficult  to  interpret,”  Ms 
Anderson  said,  “and  then  Shalala  has  taken  the  subject  [elec- 
tronically transmitted  individually  identifiable  health  infor- 
mation] and  attempted  to  indirectly  bring  in  paper  records.” 
So  while  the  regulation  would  technically  apply  only  to  physi- 
cians and  those  who  transmit  health  information  electronical- 
ly, according  to  AMA,  the  indirect  effect  would  suggest  that 
all  information  — paper  or  electronic  — would  be  subject  to 
the  standards  unless  the  information  always  stays  in  paper 
form  only.  “If  you  have  electronic  claims  processing,  then  the 
original  paper  claims  are  used  to  substantiate  those,  and 
those  get  included,”  Ms  Anderson  said. 

The  regulations  also  would  allow  patients  to  access,  copy, 
and  amend  their  own  health  information,  a proposal  “some- 
what disturbing  to  the  physician  community,”  Ms  Anderson 
said.  “You’re  talking  about  the  possibility  of  having  to  hire 
another  body  to  authorize  all  those  requests.”  Health  plans 
would  have  to  create  a system  for  this  proposal,  too.  While 
HHS  predicted  the  financial  impact  of  such  a measure  on 
health  plans  would  be  at  least  $3.8  billion  over  the  next  5 
years,  some  believe  that  number  has  been  greatly  underesti-! 
mated.  Blue  Cross  and  Blue  Shield  of  America  says  the  esti-: 
mate  should  be  as  high  as  $43  billion. 
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A federal  “floor"  or  “ceiling”? 

Because  so  many  consumer  and  physician  groups  have  raised 
concerns  over  the  proposal,  HHS  extended  the  deadline  for 
comments  until  February  17.  The  Texas  Medical  Association 
has  already  begun  preparing  its  submission.  “We’re  con- 
cerned it’s  too  liberal  with  patients’  medical  information,” 
said  Wes  Cleveland,  JD,  TMA’s  assistant  general  counsel. 

Another  concern  is  the  preemptive  effect  the  regulation 
I may  have  on  state  laws.  “The  state  of  Texas  has  a better 
i record  than  most  other  states  for  keeping  medical  informa- 
' tion  in  the  hands  of  physicians,”  said  Mr  Cleveland,  “so  we 
want  to  clarify  what  effect,  if  at  all,  these  regulations  would 
have  on  some  of  our  state  laws.” 

The  issue  of  whether  federal  law  should  trump  state  law 
is  one  of  the  biggest  debates  in  medical  records  confiden- 
tiality initiatives.  While  the  intent  of  the  HHS  regulations  is 
not  to  preempt  state  laws,  congressional  action  — which 
could  still  happen  — could  preempt  the  states,  thereby  cre- 
ating a “ceiling”  of  privacy  laws,  which  insurers  would 
favor.  Dean  Rosen,  general  counsel  and  senior  vice  presi- 
dent for  policy  at  the  Health  Insurance  Association  of 
! America,  told  the  Bureau  of  National  Affairs’  Health  Law 
'Reporter  in  November,  “Even  if  numerous  state  laws  are 
'lenient,  it’s  difficult  from  a compliance  perspective.  Our 
1 policy  supports  relatively  broad  preemption.” 

In  response  to  the  question  of  whether  Texas  should  create 
' stronger  laws  than  those  the  federal  government  is  proposing, 
.State  Sen  Jane  Nelson  (R-Flower  Mound),  chair  of  the  Senate 
Health  Services  Committee,  said,  “That  remains  to  be  seen 
because  the  federal  debate  is  still  going  on.  I will  say  that 
Texas  has  a history  of  going  above  and  beyond  federal  law 
iwhen  it  comes  to  protecting  physicians  and  patients.” 

Texas’  privacy  battles 

As  a result  of  the  1999  session  of  the  legislature.  Senator  Nel- 
son’s committee  was  charged  with  reviewing  the  availability 
land  use  of  patient-specific  medical  information,  and  explor- 
ing whether  Texas’  statutory  and  regulatory  provisions  are 
Iconsistent  and  adequately  enforced. 

In  working  through  these  issues.  Senator  Nelson  said,  “I 
certainly  will  be  sensitive  to  the  fact  that  anything  we  do 
.could  affect  the  internal  operations  of  some  private  compa- 
nies, but  I think  we  need  to  close  the  door  completely  on 
certain  practices  that  are  blatantly  violating  the  intent  of  our 
[medical  privacy  laws.” 




TIVIA  AcLVs.nt'.ga 

Medical  records  guidelines 


TheTexas  Medical  Association  Office  of  General  Counsel  of- 
fers guidelines  regarding  the  law  of  medical  records  release 
based  on  the  Medical  Practice  Act  ofTexas.  For  a copy  of  these 
guidelines,  contact  Ann  Adams  at  (800)  880-1300,  ext  1340,  or 
(512)  370-1340;  or  e-mail  ann_a@texmed.org. 

Tel  800.880.1300 
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For  example.  Dr  Peel  says,  when  physicians  sign  wilh  a 
health  maintenance  organization,  it  often  implies  a blanket 
release  on  information  from  the  physicians’  patients.  “So  the 
insurer  can  go  oti  a fishing  expedition  and  try  to  get  infor- 
mation on  patients  that’s  not  directly  pertinent  to  payment. 
If  the  doctor  questions  it,  the  insurer  can  say,  ‘Fine,  then  we 
just  won’t  pay  you.’” 

Dr  Rohack  says  TMA  definitely  will  follow  the  progress  of 
the  committee  and  both  houses  of  the  legislature  during  the 
next  session.  “Though  you  can’t  predict  what’s  going  to  hap- 
pen in  the  next  session,  TMA  tries  to  interact  with  our  leg- 
islative delegation  through  physicians  in  their  districts  to 
ensure  that  whatever  regulations  are  imposed  don’t  penalize 
Texas  patients.” 

This  past  year,  the  state  did  see  some  significant  new 
developments  regarding  patient  privacy.  One  was  passage  of 
a bill  requiring  physicians  to  make  every  effort  to  obtain 
parental  consent  before  performing  an  abortion  on  a minor. 
It  isn’t  a privacy  law  directly,  but  the  notification  aspect  falls 
under  that  category  (see  “48  Hours,”  pp  26-31). 

“1  think  mandatory  reporting  in  this  case  is  a disaster,”  Dr 
Peel  said.  “Girls  who  have  early  pregnancies  are  typically 
extremely  troubled.  The  ones  who  aren’t  turning  to  their 
families  are  doing  that  for  a very  good  reason.” 

Senator  Nelson,  however,  frames  the  debate  in  terms  of 
parental  consent  for  major  medical  procedures.  “We  are  talk- 
ing about  minor  children,  and  there  is  no  major  medical  pro- 


TMA  Advantage 
Medical  records  handbook 


The  medical  record  plays  a vital  role  in  medical  practices  by 
providing  documentation  of  patients'  histories,  complaints,  di- 
agnoses, and  treatment  plans.  In  today's  medical  environment, 
however,  auditors,  coders,  attorneys,  and  researchers  may  use 
medical  records  as  frequently  as  clinicians.  As  a result,  the 
medical  record  has  increased  in  its  complexity. 

The  Medical  Record  Handbook  for  the  Physician’s  Office  is 
available  from  theTexas  Medical  Association  through  a grant 
provided  by  theTexas  Medical  Liability  Trust.  Written  by  Bar- 
bara Odom-Wesley,  PhD,  RRA,  an  expert  in  health  information 
management,  the  handbook  covers  everything  from  release,  re- 
tention, and  destruction  issues  to  staffing  requirements  and 
confidentiality. 

Physicians  who  read  the  publication  and  complete  the  self- 
assessment  may  receive  AMA  PRA  Category  1 continuing 
medical  education  (CME)  credit  in  the  area  of  ethics  and  pro- 
fessional responsibility.  TMLT  insureds  receive  an  additional 
benefit  — a reduction  on  their  professional  liability  premiums. 

The  publication  costs  $20.  For  an  additional  $25,  TMA  will 
process  your  self-assessment  and  provide  you  with  certifica- 
tion of  CME  credit. To  order  a copy,  contact  Anne  Grubbs, TMA 
Member  Services,  at  (800)  880-1300,  ext  1423,  or  (512)  370-1423; 
fax  (512)  370-1635;  or  e-mail  anne_g@texmed.org. 
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“Part  of  being  a physi- 
cian is  having  to  baiance  our  responsibil- 
ity to  our  patients  with  our  responsibility 
to  the  safety  of  society.” 


cedure  that  a minor  can  undergo  without 
parental  consent,  except  for  an  abortion. 

Our  new  law  simply  extends  parents’ 
rights  to  cover  this  medical  procedure.” 

In  fact,  the  Texas  Family  Code  allows 
a child  to  consent  to  any  surgical  treat- 
ment regarding  her  pregnancy  except 
abortion.  According  to  Mr  Cleveland, 
the  constitutionality  of  the  parental 
notification  act  has  yet  to  be  challenged, 
but  it  may  conflict  with  the  rulings  in 
cases  such  as  Roe  v Wade. 

In  another  important  privacy  law,  the 
Texas  Supreme  Court  handed  down  a decision  regarding  the 
medical  privacy  of  psychiatric  patients,  a ruling  directly 
opposite  of  the  California  case  Tarasoff  v Regents  of 
University  of  California  (see  ‘Tarasoff  in  Texas,”  March  1999 
Texas  Medicine,  pp  72-78).  In  that  case  (Thapar  v Zezulka), 
the  Texas  court  held  that  a mental  health  professional  does 
not  have  a duty  to  warn  third  parties  of  patients’  threats. 

“The  difference  between  the  Zezulka  case  and  the 
Tarasojf  case  is  that  the  Texas  court  recognized  there  was  no 
confidentiality  provision  that  would  allow  physicians  to 
warn  identifiable  potential  victims,”  said  Donald  P.  Wilcox, 
JD,  TMA  general  counsel.  “In  Tarasoff,  the  court  felt  the 
danger  to  the  identifiable  potential  victim  was  sufficient  to 
override  physician-patient  confidentiality.” 

According  to  Texas  law,  a “professional  may  disclose 
information  only  to  medical  and  law  enforcement  person- 
nel only  if  the  professional  determines  that  there  is  a proba- 
bility of  imminent  physical  injury  by  the  patient  to  the 
patient  or  others  or  there  is  a probability  of  immediate 
mental  or  emotional  injury  to  the  patient.”  Unlike  the  law 
in  California,  Texas  law  does  not  allow  the  physician  to 
warn  the  potential  victim. 

As  a result,  many  feel  the  court’s  decision  elevated  the 
importance  of  health  care  confidentiality  statutes  in  the 
state.  “I  think  the  profession  struggled  with  California’s 
Tarasoff  ruling  for  a long  time,”  Dr  Peel  said.  She  says  she’s 
not  sure  what  effect  the  California  case  or  the  Texas  case 
will  have  on  the  way  most  psychiatrists  make  decisions 
about  a patient’s  privacy.  “I  think  most  physicians  protect 
the  patient  absolutely  as  far  as  they  can  until  they  feel  it  is  a 
risk  to  the  public.” 

The  opinion  of  the  TMA  Board  of  Councilors  states  that, 
in  similar  circumstances,  the  physician  “should  take  rea- 
sonable precautions  for  the  protection  of  the  intended  vic- 
tim.” Mr  Wilcox  said,  “In  light  of  the  court’s  opinion,  the 
board  will  be  looking  at  this  at  the  TMA  Winter 
Conference  in  February.” 

Organized  medicine  speaks 

In  December,  the  AMA  House  of  Delegates  responded  to  at 
least  one  question  regarding  disclosure  of  privileged  informa- 
tion. The  new  policy  places  public  safety  over  the  confiden- 
tiality of  patients  by  making  it  “desirable  and  ethical”  for 


physicians  to  inform  state  departments  of  motor  vehicles 
about  patients  whose  impairments  might  adversely  affect 
their  driving  ability  and  who  have  not  restricted  their  driving. 

“We’re  not  telling  the  doctor  to  say,  ‘You  can’t  drive.’ 
We’re  saying  it’s  desirable  that  you  report  and  that  it  is  ethi- 
cally permissible  to  report,”  Herbert  Rakatansky,  MD,  chair 
of  the  AMA  Council  on  Ethical  and  Judicial  Affairs  (CEJA), 
told  American  Medical  News  in  December. 

CEJA’s  new  policy  outlines  the  responsibility  of  physicians 
to  discuss  with  their  patients  the  implications  of  driving  in 
their  conditions  and  to  disclose  to  the  patients  the  physi- 
cians’ ethical  and  legal  responsibilities  of  reporting  such 
information  to  state  authorities.  Opponents  of  the  policy 
change  worry  that  it  will  inhibit  patients  from  disclosing 
certain  information  to  their  doctors,  especially  those 
patients  who  may  not  be  as  compliant  with  physician  rec- 
ommendations to  curb  driving,  such  as  those  with  addictive 
disorders.  They  also  argued  that,  in  the  end,  it  would  only 
make  physicians  more  susceptible  to  legal  action. 

Most  state  laws  already  require  doctors  to  report  gunshot 
wounds,  child  abuse,  and  some  communicable  diseases.  So, 
is  the  new  policy  out  of  bounds?  Dr  Rohack  says  the  policy 
simply  extends  the  physician’s  responsibility  to  public 
health.  “Part  of  being  a physician  is  having  to  balance  our 
responsibility  to  our  patients  with  our  responsibility  to  the 
safety  of  society.  This  policy  creates  protections  for  the 
physician  so  he  or  she  can  protect  the  public  good,”  he  said. 

“A  permissive  law,  like  the  guidelines  set  up  by  the  AMA, 
is  more  protective  of  physicians’  decisions,”  said  Dr  Peel. 
“But  a law  that  says  a physician  must  disclose  certain  things 
doesn’t  leave  any  room  for  the  physician’s  judgment.” 

Ultimately,  Dr  Rohack  maintains,  the  decision  of  who 
gets  access  to  the  patient’s  medical  records  is  the  patient’s 
decision.  Eor  example,  last  fall,  Arizona  Sen  John  McCain, 
a contender  for  the  Republican  presidential  nomination, 
offered  to  make  public  his  complete  medical  history. 
Various  consumer  privacy  advocates  worried  that  his  action 
would  set  a bad  precedent  for  patient  privacy,  and  Dr 
Rohack  says  TMA  also  would  be  concerned.  “But  his 
announcement  also  shows  another  important  element  of 
the  patient’s  right  to  privacy,”  he  explained,  “and  that  is 
that  ultimately  he  — the  patient  — should  have  control  of 
who  gets  to  see  his  medical  records.”  ★ 
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Campaign  2000 

Presidential  politics,  redistricting  add  to  importance  ofTexas  races 


Political  pundits  from  both  parties 
I seem  to  agree:  There  likely  will 
I be  no  dramatic  partisan  shifts  in 
' the  Texas  Legislature  or  our 
state’s  congressional  delegation 
as  a result  of  this  year’s  election 
campaigns.  Few  seats  are  ex- 
pected to  change  party  hands.  Indeed, 
most  of  the  races  could  well  be  over  after 
the  party  primaries  in  March.  > > 


Regan  Dunnick 


By  Ken  Ortolon,  Associate  editor 
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But  the  impact  that  this  election  sea- 
son could  have  over  the  next  decade  on 
the  partisan  balance  of  power  — both  in 
the  legislature  and  in  Congress  — makes 
this  campaign  critical  for  both  Democ- 
rats and  Republicans.  I'hat’s  because 
lawmakers  voted  into  office  in  2000  will 
be  responsible  for  redrawing  legislative 
and  congressional  district  lines  in  2001. 

Plus,  the  possibility  of  having  Gov 
George  W.  Bush  at  the  top  of  the  GOP 
presidential  ticket  adds  additional 
spice  in  terms  of  both  increased  voter 
turnout  that  might  aid  Republican  can- 
didates lower  on  the  ballot  and  the 
possibility  that  state  senators  will  have 
to  choose  a new  lieutenant  governor 
from  among  their  own  colleagues  if 
Governor  Bush  wins  the  presidency. 

The  redistricting  puzzle 

“The  upcoming  election  cycle  will  have 
a big  effect  on  the  balance  of  power  in 
the  Texas  Legislature  over  the  next  10 
years,  so  these  races  are  critical,”  said 
Tyler  orthopedic  surgeon  David 
Duffner,  MD,  chair  of  the  Texas  Medical 
i Association  Political  Action  Committee 
(TEXPAC)  Board  of  Directors. 

Following  every  US  census,  lawmak- 
ers in  each  state  are  required  to  redraw 
district  lines  to  reflect  changes  in  popu- 
lation. Not  only  will  Texas  legislators 
' be  redrawing  their  own  districts  but 
I they  also  will  be  drawing  new  district 
lines  for  the  30  current  Texas  congres- 
sional seats,  plus  one  or  two  new  seats 
Texas  is  expected  to  gain  in  Congress 
because  of  rapid  population  growth. 

Dr  Duffner  says  the  trend  over  the 
past  20  years  has  seen  a shift  in  the  bal- 
ance of  power  in  favor  of  Republicans. 
They  hold  every  statewide  elective  office 
in  Texas  and  a one-seat  majority  in  the 
31 -member  Texas  Senate.  Texas  Republi- 
cans also  are  four  seats  short  of  taking  a 
I majority  in  the  Texas  House  of  Represen- 
I tatives.  That  means  this  election  likely 
will  determine  which  party  has  the  up- 
per hand  in  the  redistricting  process. 

“You  can  expect  that,  with  the  stakes 
being  that  high,  there  will  be  a huge 
amount  of  national  money  coming  into 
Texas,”  said  Kim  Ross,  TMA  vice  presi- 
dent for  public  policy.  “The  twist  in  that 
scenario,  however,  is  that  historically 
very  few  legislative  seats  change  hands 
at  the  end  of  a redistricting  cycle.” 


At  the  margins 

Iroy  Alexander,  TMAs  director  of  polit- 
ical education,  says  only  2 of  the  16 
Senate  seats  up  for  election  this  year 
likely  could  change  hands.  One  is  Sen- 
ate District  3 where  incumbent  Sen 
Drew  Nixon  (R-Carthage)  had  not  yet 
decided  whether  to  run  for  reelection 
as  Texas  Medicine  went  to  press. 

Senator  Nixon  has  been  under  pres- 
sure from  his  own  party  to  step  down 
since  he  was  arrested  for  soliciting  an 
undercover  police  officer  in  a prostitu- 
tion sting  and  carrying  an  unlicensed 
handgun  in  Austin  in  1997.  Already, 


two  Republicans  and  a Democrat  have 
filed  to  run  for  his  seat.  Even  if  he  runs, 
his  chances  of  reelection  appear  slim. 

“Even  if  Nixon  runs,  he’s  likely  to 
pull  less  than  20%  of  the  Republican 
primary  vote,  enough  to  force  a runoff, 
but  there’ll  be  a runoff  anyway,”  said 
Republican  strategist  Bryan  Eppstein, 
of  Fort  Worth. 

That  leaves  the  District  3 GOP  race 
to  be  decided  between  State  Rep  Todd 
Staples  (R-Palestine)  and  Montgomery 
County  developer  Les  Tarrance.  David 
Fisher,  a Silsbee  trial  attorney  who  is  a 
partner  in  a defense  law  firm  and  has 
represented  physicians  in  malpractice 
cases,  is  the  only  announced  Democra- 
tic candidate. 

Mr  Eppstein  predicts  the  district  will 
remain  in  the  hands  of  the  Republi- 
cans. “Senate  District  3 went  Republi- 
can in  1994  and,  in  the  1998  elections, 
every  Republican  on  the  statewide  bal- 
lot won  Senate  District  3,”  he  said. 

Democratic  political  consultant 
George  Shipley,  of  Austin,  does  not  pre- 
dict a Democratic  victory  in  that  cam- 
paign but  says  he  believes  it  will  be 
hard  fought.  Regardless  of  the  outcome, 
medicine  will  be  well  served,  he  says. 
“From  the  standpoint  of  medicine,  all 
bases  are  covered  going  into  the  race. 
All  three  candidates  — Fisher,  Tarrance, 
and  Staples  — are  friends  of  medicine.” 


The  other  Senate  hot  spot  is  District 
2,  currently  held  by  Sen  David  Cain  (D- 
Dallas).  Senator  Cain  has  drawn  at 
least  three  Republican  challengers,  in- 
cluding Greenville  family  physician 
Robert  Detiell,  MD. 

“Senator  Cain  has  an  interesting  dis- 
trict in  the  sense  that  it  has  a lot  of  the 
older  Democratic  precincts  of  East  Dal- 
las County  mixed  in  with  a lot  of  the 
rural  population  between  Dallas  and 
Tyler,”  Mr  Eppstein  said.  That  makes 
District  2 a marginally  Democratic  seat. 
Both  Mr  Eppstein  and  Mr  Shipley  think 
Senator  Cain  will  win  reelection. 


That  means  the  balance  of  power  in 
the  Senate  likely  will  remain  with  the 
Republicans,  although  that’s  far  from 
certain. 

House  “calls” 

In  the  Texas  House,  few  seats  also  are 
expected  to  change  hands.  At  press 
time,  only  a handful  of  representatives 
had  announced  they  would  not  seek  re- 
election,  meaning  there  were  no  more 
than  five  or  six  open  seats.  Among  them 
is  the  seat  of  now  State  Sen  Leticia  Van 
de  Putte  (D-San  Antonio),  who  recently 
won  a special  election  to  fill  the  unex- 
pired term  of  the  late  Sen  Gregory 
Luna.  That  seat  almost  certainly  will  re- 
main in  Democratic  hands. 

Open  seats  in  Fort  Worth,  Houston, 
and  Austin  also  are  unlikely  to  change 
party  hands,  but  Democrats  may  have  a 
chance  to  pick  up  the  District  1 1 seat  in 
East  Texas  being  vacated  by  Republican 
Representative  Staples.  Also,  several  Re- 
publican and  Democratic  incumbents 
are  facing  opposition  within  their  own 
primaries.  Two  state  House  incumbents 
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the  name  and  address  of  the  person  who  contracts  with 
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that  TEXPAC  will  be  opposing  this  year 
include  Rep  Bill  Siebert  (R-San  Antonio) 
and  first-term  Rep  Charles  Jones  (R-Col- 
lege  Station).  Representative  Siebert  is 
being  challenged  by  Elizabeth  Ames 
Jones,  whose  family  has  a long  history 
of  Republican  activism  in  San  Antonio. 
Representative  Jones  is  opposed  by  Lois 
W.  Kolkhorst,  of  Brenham. 

Mr  Shipley  says  the  outlook  for  De- 
mocratic House  Speaker  Pete  Laney  to 
retain  control  in  the  House  is  very 
good.  Democrats  might  even  pick  up  a 
couple  of  seats,  he  says. 

Mr  Eppstein,  however,  predicts  Re- 
publicans will  move  closer  to  the  ma- 
jority they  covet  in  the  House. 

Regardless  of  which  party  wins  the 
majority  in  the  Texas  House,  Speaker 
Laney  is  expected  to  retain  his  post  in 
the  2001  legislative  session.  He  has  run 
the  House  with  a coalition  of  conserva- 
tive Democrats  and  moderate  Republi- 
cans who  likely  would  remain  in  his 
court  despite  a majority  shift. 

“Speaker  Laney  has  been  very  bal- 
anced appointing  Republicans  to  high 
positions,”  Dr  Duffner  said.  “He  is  very 
well  regarded  by  Republicans,  and  it 
would  not  surprise  anybody  that,  even  if 
the  Republicans  got  a majority,  Speaker 
Laney  would  continue  as  speaker.” 

Neither  Mr  Shipley  nor  Mr  Eppstein 
sees  much  chance  of  a shake-up  in  the 
Texas  congressional  delegation,  despite 
a good  chance  that  Democrats  might 
retake  the  majority  in  the  US  House. 
Mr  Eppstein  says  the  Republicans  have 
Governor  Bush,  but  the  Democrats,  Mr 
Shipley  says,  have  the  issues  to  run  on, 
most  notably,  patient  protections. 

“Federal  patient  protection  is  an  issue  | 
whose  time  has  come,”  he  said.  “The 
American  people  have  had  a bellyful  of 
managed  care  abuse.  They  are  adamant 
on  the  need  to  curb  the  corporate  cor- 
ruption of  medicine  through  managed  ij 
care.  And  I think  we  will  see  some  close 
races  decided  on  that  issue  alone.” 

While  that  might  be  the  scenario  in 
other  parts  of  the  country,  it’s  not  likely 
to  cost  any  Republicans  their  seats  here 
in  Texas,  Mr  Eppstein  says.  The  seat  of 
retiring  US  Rep  Bill  Archer  (R-Houston) 
will  without  question  remain  Republi- 
can. Mr  Eppstein  did  note  that  both  po- 
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litical  parties  have  targeted  two  to  four 
incumbent  Texas  congressmen  apiece. 
“Both  parties  are  banking  on  coattails 
from  the  presidential  race,”  he  said. 
“However,  predicting  coattails  before  the 
national  party  conventions  occur  is  as 
difficult  as  predicting  the  stock  market.” 

The  presidential  wild  cards 

The  question  for  Texans  is  not  whether 
Governor  Bush  will  win  Texas  big.  He 
will,  says  Mr  Eppstein.  Rather,  the  ques- 
tion is  how  strong  a magnet  his  candidacy 
will  be  in  pulling  Texas  voters  to  the  polls. 

“If  statewide  turnout  exceeds  65%, 
then  Republican  gains  in  the  state 
House  could  attain  75  or  76  seats  and 
maybe  an  additional  seat  in  Congress,” 
Mr  Eppstein  said. 

The  other  wild  card  in  the  presiden- 
tial campaign  is  the  question  of  succes- 
sion of  power  if  Governor  Bush  wins 
the  presidency.  In  that  case,  Lt  Gov 
Rick  Perry  would  succeed  him  as  gov- 
ernor, leaving  a vacancy  in  the  state 
Senate’s  presiding  office.  In  that  situa- 
tion, senators  would  elect  the  new  lieu- 
tenant governor  from  within  their  own 
ranks.  That  makes  the  outcome  of  the 
two  hotly  contested  Senate  seats  vital 
in  determining  whether  the  next  lieu- 
tenant governor  would  be  a Republican 
or  a Democrat.  The  Texas  Constitution 
gives  the  lieutenant  governor  more 
power  than  the  governor  because  the 
lieutenant  governor  presides  over  the 
Senate  and  has  tremendous  influence 
over  legislation. 

The  medical  conundrum 

The  final  irony  of  this  political  season 
may  be  that  two  Texas  physicians  run- 
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ning  for  political  office  likely  will  have 
to  do  so  without  TEXPAC  support. 

In  state  Senate  District  2,  TEXPAC 
will  endorse  Senator  Cain  despite  the 
presence  of  Dr  Deuell  in  the  Republican 
primary.  Senator  Cain  is  a longtime 
friend  of  organized  medicine.  He  has  a 
near  flawless  voting  record  on  issues 
important  to  physicians  and  their  pa- 
tients and  he  is  a past  winner  of  TMA’s 
Texas  Medicine’s  Best  Legislator  Award. 

Dr  Dtiffner  says  TEXPAC  has  to  stick 
with  its  friends.  “We’ve  had  discussions 
with  Dr  Deuell  and  he  understands  our 
position,”  he  said. 

In  the  other  race,  Austin  nephrolo- 
gist Charles  Moritz,  MD,  has  filed  as  a 
Republican  to  challenge  US  Rep  Lloyd 
Doggett  (D-Austin).  Mr  Ross  says  Con- 
gressman Doggett  has  been  the  “target 
of  political  enmity”  by  the  medical  pro- 
fession since  the  earliest  days  of  his  ca- 
reer as  a state  senator,  then  a Supreme 
Court  justice.  Yet,  since  his  election  to 
Congress,  he  has  been  a staunch  advo- 
cate for  organized  medicine’s  positions 
on  issues  ranging  from  tobacco  to  pa- 
tient protections  to  antitrust  reform. 
And,  the  fact  that  his  daughter  is  now 
in  residency  training  in  family  practice 
doesn’t  hurt,  Mr  Ross  says. 

“If  you  had  asked  me  10  years  ago  if 
TEXPAC  would  endorse  a physician 
over  Lloyd  Doggett,  I would  have  said 
that  was  a no-brainer,”  Mr  Alexander 
said.  “But  things  change  and  so  has  our 
relationship  with  Congressman 
Doggett.  He  has  been  a very  forceful 
advocate  for  medicine’s  issues,  espe- 
cially managed  care  reform,  antitrust 
reform,  and  patient  protections.” 

Dr  Duffner  says  the  moral  of  the 
story  is  that  medicine’s  success  comes 
from  the  hard-nosed  pragmatism  of 
sticking  with  its  legislative  friends. 

“It  puts  organized  medicine  in  a diffi- 
cult position  when  a respected  physician 
challenges  a friendly  incumbent,”  Dr 
Duffner  said.  “But  people  who  are  ac- 
tively involved  in  politics  know  that  if 
we  do  not  support  incumbents  who  have 
supported  us,  our  credibility  is  shot.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o@texmed.org. 
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Ethics  of  authorship 

The  road  from  research  to  publication  is  littered  with  ethical  dilemmas 
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Medical  scientists  and  practicing 
physicians  alike  depend  upon 
the  integrity  of  medical  litera- 
ture as  a basis  for  generating 
new  ideas  and  as  a good  source 
of  accurate  information  for  im- 
proving patient  care.  But  con- 
ducting research  and  publishing  scientific 
papers  is  a complex  process,  and  some- 
times, even  with  the  most  conscientious 
effort,  the  wrong  information  can  wind 
up  in  a scientific  journal.  > > 


Introduction  by  John  C.  Jennings,  MD 
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Medical  scientists  face  many  de- 
mands, some  of  which  can  pressure 
them  to  breach  their  integrity,  hirst,  they 
must  create  a “track  record”  that  will  be 
worthy  of  funding  opportunities.  Also, 
decreasing  clinical  reimbursement  to 
medical  schools  creates  pressure  to  seek 
outside  research  funds,  while  simultane- 
OLisy  demanding  physician  faculty  to  see 
an  increased  number  of  patients.  And 
the  industry  of  medical  research,  like 
any  big  business,  expects  results  within 
time  limitations  that  are  not  always 
compatible  with  those  of  the  scientists 
performing  the  research. 

Medical  research,  once  published,  can 
be  subject  to  misinterpretation,  misrep- 
resentation, and,  occasionally,  deliberate 
fraud.  The  trustworthiness  of  scientific 
literature  depends  upon  the  integrity  of 
the  research  and  the  peer  review 
process.  It  is  the  responsibility  of  every 
person  involved  in  these  processes  to 
maintain  the  credibility  of  the  research. 

The  following  excerpts  are  from  a 
panel  discussion  at  the  conference,  “Re- 
I search  Integrity:  A Professional,  Ethical, 
i and  Social  Obligation,”  held  in  Houston 
in  March  1999.  Moderating  the  discus- 
I sion  was  Charles  Ericsson,  MD,  professor 
I of  medicine  at  The  University  of  Texas- 
Houston  Medical  School  and  editor  of  the 
Journal  of  Travel  Medicine.  The  other  pan- 
' elists  were  Alan  Price,  PhD,  chief  of  the 
I Division  of  Research  Investigations  at  the 
US  Department  of  Health  and  Human 
Services  Office  of  Research  Integrity; 
Karen  Davis,  PhD,  a postdoctoral  fellow 
at  UT-Houston  Medical  School;  and 
Joseph  Eichberg,  MD,  professor  of  bio- 
1 physical  and  biochemical  sciences  at  the 
I University  of  Houston  and  deputy  chief 
f editor  of  the  Journal  of  Neurochemistry. 

Interpreting  data 

Audience:  At  times  our  department  gets  a 
' lot  of  half-done  studies  from  residents. 
Sometimes  they  leave  without  docu- 
menting their  work;  however,  we  might 
want  to  do  something  else  with  the  data. 
This  certainly  does  not  fall  under  hy- 
pothesis-based research;  you  get  a lot  of 
information  kind  of  cobbled  together. 
How  do  you  handle  that  sort  of  thing 
within  the  framework  of  journal  articles? 

Dr  Ericsson:  I have  seen  too  many  clinical 
researchers  collect  a bunch  of  stuff  and 


hope  something  falls  out.  That  is  not 
wise,  hut  they  do  it  all  the  time  and  tliey 
are  then  gitilty  — 1 use  that  word  advis- 
edly — ot  having  editorialized  their  data. 
They  have  to  decide  how  to  throw  the 
data  together  with  another  experience 
and  create  a report.  In  its  demographics, 
it  could  be  interesting  for  other  clinicians, 
but  it  is  not  hypothesis-generated  science. 

I know  one  response  to  this  is  to  say 
if  you  design  the  study  properly,  it  all 
falls  out  of  a hat.  In  reality,  there  is  much 
less  room  for  it  in  basic  science  research, 
but  it’s  done  frequently  in  observational 
research.  In  one  case,  the  authors  care- 


fully pointed  out  that  they  dredged  to 
get  at  this  question  because  it  would  be 
very  difficult  to  design  a prospective 
study.  In  that  sense,  you  can  learn  things 
from  dredging  around  in  data.  But  I 
think  you  have  to  be  cautious  about  the 
scientific  limitations  of  that.  As  an  edi- 
tor, I want  to  see  heavy-duty  critique. 

Dr  Davis:  If  you  think  of  an  experiment 
in  terms  of  how  the  paper  will  be  writ- 
ten, you  will  think  about  questions  or 
problems  with  the  study  and  will  ad- 
dress them  during  the  experiment. 
When  people  read  the  article,  they  will 
recognize  it  as  a well-designed  study. 

Dr  Eichberg:  On  the  Other  hand,  as  an 
editor  you  want  a good  study,  but 
sometimes  the  authors  will  write  a 
tremendously  over-interpreted  discus- 
sion. Then,  you  can  critique  them,  and 
they  have  to  go  back  and  cut  the  article 
down  to  size.  You  have  to  be  very  cau- 
tious. It  can  be  even  more  difficult 
when  you  have  a committee  of  re- 
searchers that  essentially  designs  the 
study.  In  that  case,  it  tends  to  lose  focus. 

Dr  Ericsson:  I think  what  can  happen  is 
the  following:  the  researchers  design  the 
study  and  get  a lot  of  outcome  variables 
they  are  unsure  about,  ie,  which  out- 
come variable  to  use.  So  they  have  five 


or  six  outcome  variables,  all  basically 
saying  the  same  thing. 

To  this  day,  you  can  see  published 
studies  that  have  four  or  five  different 
outcome  variables.  One  may  be  negative 
and  three  or  four  are  positive.  1 can 
imagine  people  saying,  “Well,  you  know, 
I am  going  to  pick  the  one  that  looks  the 
best.  That  is  what  I am  going  to  share.” 
I think  that  happens  all  the  time.  If  you 
find  yourself  in  that  role,  what  you  have 
not  done  properly  is  design  your  study 
up  front.  When  you  design  your  study 
first,  you  avoid  traps  about  what  the 
proper  outcomes  will  be. 


Who  owns  the  data? 

Dr  Price:  I want  to  share  a story  about  an 
incident  that  took  place  3 or  4 years  ago. 
Someone  came  into  the  office  and  said 
she  deserved  to  be  first  author  on  a man- 
uscript that  was  in  submission  to  a jour- 
nal. I mentioned  that  it  sounded  like  a 
dispute  between  her  and  her  collabora- 
tors and  that  she  should  resolve  it  with 
them.  She  insisted  that  it  was  a scientific 
misconduct  issue  and  wanted  us  to  re- 
solve it.  In  the  end,  the  institution  looked 
into  the  issue  as  a misconduct  inquiry. 

The  institution  found  that  she  had 
worked  in  the  laboratory  as  a postdoc- 
toral fellow  for  many  years  but  that  she 
had  left  the  laboratory  for  a year  or 
two  and  had  not  written  up  her  own 
work  for  publication.  The  chief  of  the 
laboratory,  in  frustration,  wanted  to 
get  the  experiment  published  and  said, 
“Why  don’t  you  repeat  that  part  and  do 
a little  more  that  makes  it  even  more 
clinically  interesting?”  They  did  and 
wrote  a manuscript  on  those  experi- 
ments for  a short  publication. 

The  student  was  asked  if  she  wanted 
to  be  second  author  because  she  had 
worked  on  the  project  and  developed 
the  vaccine  in  question  and  deserved 
credit,  or  if  she  preferred  to  be  in  the 
acknowledgment  section. 

But  she  didn’t  like  either  of  those 
choices.  She  didn’t  want  to  be  in  the  ac- 
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knowledgment  section  because  it  was 
her  work  that  led  to  this  project,  and 
she  did  not  want  be  second  author.  She 
wanted  a chance  to  write  it  and  publish 
her  data  instead. 

So  I looked  at  this  very  convoluted 
case.  In  the  end,  it  really  was  not  resolv- 
able. The  officials  of  the  institution  did 
not  find  misconduct.  Our  office  did  not 
find  misconduct.  The  institution’s  conclu- 
sion was  that  the  authors  had  to  get  back 


together  and  decide  who  should  be  the 
first  author.  I think  it  has  been  more  than 
3 years  since  then  and  it  still  has  not 
been  published.  It  probably  never  will  be. 

Audience:  We  had  that  happen  in  our 
department.  The  question  is,  where  do 
you  draw  the  line?  What  is,  or  is  not,  a 
major  contribution? 

Dr  Eichberg;  It  would  be  the  person 


who  formed  the  study  and  actually  got 
it  done,  not  the  person  who  talked  to 
the  salesman  and  got  a couple  thou- 
sand bucks  to  get  it  done.  To  do  re- 
search, you  would  have  to  . . . 

Dr  Ericsson:  What  if  I did  all  the  re- 
search and  somebody  else  writes  it  up?  ^ 

Dr  Eichberg:  The  person  who  did  the  re- 
search would  probably  have  to  summa- 
rize it  sufficiently  for  whoever  wrote  it. 

I think  the  person  who  actually  did  the 
work  should  be  the  first  author. 

Dr  Ericsson:  We  all  have  learned  the 
hard  way  that  the  first  author  should 
be  designated  before  you  do  the  re- 
search. As  an  administrator,  one  might 
be  able  to  anticipate  some  of  the  prob- 
lems, especially  with  trainees.  If  you 
discuss  your  expectations  with  the 
trainees,  there  will  be  no  grounds  for 
further  complaints. 

The  other  thing  we  clearly  want  to  ac- 
knowledge is  that  those  on  tenure  tracks 
feel  a lot  of  pressure  to  publish.  Many 
multiple-authored  articles  are  generated 
in  part  because  of  that  kind  of  pressure.  I 
don’t  know  how  to  get  around  that,  other 
than  for  institutions  to  establish  guide- 
lines about  authorship. 

The  mentor-student 
relationship 

Audience:  Here  is  a scenario:  You  come 
up  with  an  idea  and  you  begin  the  re- 
search under  a supervisor.  When  you 
leave  the  lab,  you  take  the  data  with 
you,  which  you  have  permission  to  do. 
You  are  the  first  author;  he  is  the  last 
author  because  he  supervised  the  re- 
search. But,  say,  you  had  a certain 
amount  of  personal  conflict  with  this 
person,  who  has  significant  stature  in 
the  field,  and  he’s  holding  it  back  from 
being  published.  What  do  you  do  in 
this  case? 

Dr  Ericsson:  These  issues  seem  to  come 
up  with  mentors  and  students  who 
have  opinion  or  personality  conflicts. 
There  is  no  easy  answer.  It  sounds  like 
the  regulatory  agencies  say,  “Look,  it  is 
interpersonal;  you  guys  at  the  institu- 
tions have  to  solve  it.” 


PubMed  Central 
goes  online 


The  National  Institutes  of  Health  (NIH)  has  unveiled  a controversial  online  medical 
publishing  site  that  has  drawn  strong  opposition  from  journal  publishers,  the  American 
College  of  Physicians-American  Society  of  Internal  Medicine  Observer  reported  in  Janu- 
ary.The  site  can  be  found  at  www.pubmedcentral.nih.gov. 

Originally  intended  to  be  a repository  for  existing  medical  journal  articles,  the  NIH's 
PubMed  Central  Web  site  began  by  putting  fewer  than  a dozen  of  the  4,000  biomedical 
journals  online.  The  site  also  posted  “preprint”  material  that  has  not  been  peer-re- 
viewed,  allowing  researchers  to  retain  the  copyright  to  their  articles. The  Observer  said 
the  Web  site  is  affiliated  with  the  Community  of  Science  (COS),  a for-profit  subsidiary 
of  Johns  Hopkins  University,  which  hopes  to  offer  peer  review  and  formatting  of  article 
submissions  for  exclusive  online  publishing. 

While  hailed  by  researchers,  medical  publishers  quickly  attacked  the  idea  when  it 
was  first  proposed  last  spring,  the  Observer  said,  charging  that  although  researchers  in 
basic  science  may  benefit  from  sharing  unvetted  research,  posting  clinical  information 
that  has  not  been  peer-reviewed  could  hurt  patients. 

The  Observer  said  NIH  tried  to  allay  critics’  concerns  by  recasting  the  site  as  a part- 
ner, not  a competitor,  of  established  journals. The  new  Web  site,  renamed  PubMed  Cen- 
tral, would  not  establish  its  own  editorial  board,  nor  could  authors  post  their  own 
material.  Instead,  the  site  would  rely  on  existing  journals  to  submit  peer-reviewed  ma- 
terial. Resistance  from  publishers  seemed  to  fade,  the  Observer  said. 

COS,  the  Observer  said,  is  targeting  several  distinct  markets,  including  small  med- 
ical societies  that  now  publish  journals  through  commercial  publishers,  and  any  group 
of  academicians,  researchers,  or  clinicians  who  want  to  form  an  editorial  board. 

The  preprints  section  of  the  Web  site  allows  researchers  to  share  data  that  are  not 
traditionally  published,  like  negative  findings  and  failed  clinical  trials,  the  Observer  said. 

The  Observer  said  all  preprints  must  be  screened  by  NIH-approved  editorial  boards, 
which  will  not  be  limited  to  reviewers  from  only  print  journals.  In  addition,  non-peer-re- 
viewed material  will  be  clearly  delineated  from  PubMed  Central's  peer-reviewed  component. 

Critics  still  worry  that  the  information  will  be  misused,  the  Observer  said,  with  some 
concerned  that  it  could  be  flooded  by  marketing  information  masked  as  research  data 
or  that  the  consumer  media  will  seize  upon  sensational  and  unproven  findings  and  cre- 
ate havoc  among  patients. 

Supporters  of  the  site,  the  Observer  said,  say  access  to  research  that  produces  neg- 
ative results  is  critical. 

The  Web  site's  proponents  also  believe  it  might  help  accelerate  the  pace  of  clinical 
research  by  releasing  study  results  more  quickly,  the  Observer  said. 

The  Journal  of  the  American  Medical  Association  has  not  decided  if  it  will  take  part 
in  the  site,  while  the  New  England  Journal  of  Medicine  said  that  it  will  not  share  mate- 
rial, citing  concerns  over  the  non-peer-reviewed  section,  the  Observer  said. 
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Dr  Price:  Yes,  we  say  that;  but  it  often 
gets  foisted  back  on  us. 

About  6 years  ago,  a famous  case  ap- 
peared in  Science  several  times.  This  in- 
volved a graduate  student  who  had  left 
her  first  mentor  because  of  a personality 
conflict.  She  was  assigned  a new  mentor 
to  help  her  finish  her  master’s  degree 
and  write  the  paper.  She  wrote  it  with 
just  her  name  on  the  paper,  offered  it  to 
the  mentor  and  collaborators,  and  asked 
if  they  wanted  their  names  on  her  paper. 
They  advised  her  that  they  owned  the 
grant  and,  therefore,  needed  to  see  her 
data  before  they  signed  off  on  it.  The 
student  refused  to  turn  the  material 
back  over  until  her  mentor  and  collabo- 
rators signed  off  on  her  paper  and  al- 
lowed it  to  be  published. 

In  the  end,  the  vice  president  of  the 
institution,  who  was  also  the  dean  of  the 
graduate  school,  decided  the  student 
had  the  right  to  publish  her  paper.  After 
it  was  published,  the  mentor  said  she 
had  plagiarized  the  material,  did  not 
give  proper  credit,  and  mislabeled  the 
grant  number,  and  he  did  not  believe 
the  data  were  valid.  So  the  validity  of 
the  study  was  investigated  and  the  ques- 
tion of  who  should  be  given  credit  for 
the  study  was  questioned.  In  the  end, 
'we  said  that  students  have  to  agree  to 
follow  the  rules  from  then  on  about 
sharing  data  that  belongs  to  the  grant. 

The  author-reviewer 
relationship 

Dr  Ericsson:  You  have  just  applied  for  a 
grant,  and  the  expert  in  that  field  is  go- 
ing to  review  your  paper.  Can  you  see 
the  conflict  of  interest  if  the  reviewer 
knows  you? 

Audience:  In  the  past,  reviewers  were 
not  anonymous.  Then  we  went  to  a sys- 
tem where  the  reviewers  are  anony- 
mous. Some  journals  have  reverted  to 
I making  reviewers  known.  Sometimes 
in  our  search  for  the  perfect  system,  we 
1 try  one  out,  like  the  use  of  anonymous 
I reviewers.  When  it  doesn’t  work,  we  go 
I back.  Are  we  defending  something  that 
1 is  indefensible? 

Dr  Eichberg:  At  the  risk  of  defending  the 
I status  quo,  there  is  no  system  that  will 
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work  all  the  time.  The  reason  for^ 
anonymity  is  that  a reviewer  will  feelj 
freer  to  express  an  opinion  without  fearr 
of  retaliation.  It  is  the  responsibility  of,* 
the  editor,  however,  to  take  the  re-j 
viewer’s  comments  and  make  sure  thej 
comments  are  transmitted  to  the  author J 
in  a nonabrasive  and  respectful  manner.! 
On  the  whole,  I feel  that  the  advantages] 
of  anonymity  outweigh  the  feeling  that^ 
somebody  can  secretly  get  us.  I 

Audience:  So  if  a situation  arises  where) 
an  author  has  requested  that  a particu-j 
lar  reviewer  not  review  his  or  her  work,! 
does  the  editor  exercise  the  option  of,* 
anonymity?  ■ 

Dr  Davis:  Practically  speaking,  you  can 
usually  recognize  who  wrote  the  paper. 
It  is  a small  area  of  expertise  so  you  can 
usually  recognize  who  is  doing  what. 

Dr  Ericsson:  I want  the  reviewer  to 
know  exactly  what  is  being  reviewed.  I 
want  the  reviewer  to  feel  comfortable, 
to  be  as  honest  as  possible,  without 
fear  of  retaliation.  That  guides  me  in 
my  principle  of  choosing  to  use  anony- 
mous reviewers. 

As  an  editor  trying  to  support  a new 
journal,  I contributed  articles  to  my 
own  journal  to  make  sure  it  could  go. 
My  previous  mentor  and  I worked  to- 
gether to  help  make  sure  articles  were 
reviewed  properly.  I even  considered 
hiding  my  name  so  that  I would  get  an 
honest  opinion.  I try  to  get  the  advice 
of  other  people  around  me  and  I send 
it  to  the  most  critical  people  I can  think 
of.  1 still  think  they  pull  punches  when 
they  know.  There  are  some  awkward 
conflicts  of  interest. 

Dr  Ericsson:  In  summary,  the  whole  ed- 
itorial process  itself,  in  trying  to  take 
care  of  conflict  as  it  occurs,  relies  heav-j 
ily  on  the  integrity  and  the  objectivity^ 
of  the  editor.  Any  journal  should  pick  a 
good  editor  who  can  handle  it  — one 
who  has  a thick  skin.  ★ 


Dr  Jennings  is  chair  of  the  Department  of  Obstetrics 
and  Gynecology  at  Texas  Tech  University  Health  Sci- 
ences Center  in  Amarillo  and  chair  of  the  Texas  Medi 
c/ne  Editorial  Committee. 
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48  Scientific  and  legal  issues  in 

fenfluramine/dexfenfluramine  litigation 

WALKER  S.  CARLOS  POSTON  II,  PHD;  JOHN  P.  FOREYT,  PHD 


Fenfluramine  and  dexfenfluramine  were 
popular  and  widely  used  antiobesity 
agents  until  they  were  withdrawn  from 
the  market  in  1997.  Even  though  early 
research  appeared  to  demonstrate  their 
safety,  serious  concerns  were  raised 
about  these  medications.  Primary  pul- 
monary hypertension  (PPH)  was  a 
known  side  effect,  but  it  was  believed 
that  the  health  benefits  of  weight  loss 
compensated  for  the  risk  of  PPH.  With 
widespread  use  of  these  agents,  2 other 
conditions  — valvular  heart  disease  and 
neurotoxicity  — were  reported  as  poten- 
tial side  effects.  In  this  paper,  we  review 
the  evidence  for  these  adverse  events  and 
whether  the  current  data  meet  federal 
and  Texas  legal  standards  for  admissibil- 
ity. We  discuss  also  the  basis  for  health 
claims  against  physicians,  and  the  scien- 
tific and  legal  challenges  faced  by  both 
plaintiffs  and  defendants. 


Dr  Poston,  University  of  Missouri-Kansas  City, 
Mid  America  Heart  Institute,  Kansas  City,  Mo  (for- 
merly with  the  Department  of  Medicine,  Baylor 
College  of  Medicine,  Houston,  Tex);  Dr  Foreyt, 
Department  of  Medicine,  Baylor  College  of  Medi- 
cine, Houston,  Tex.  Send  reprint  requests  to  Dr 
Poston,  5310  Holmes,  University  of  Missouri- 
Kansas  City  Kansas  City,  MO  64110. 

This  research  was  partially  supported  by  a Minority 
Scientist  Development  Award  from  the  American 
Heart  Association  and  its  Puerto  Rican  affiliate. 
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HISTORY  OF  FENFLURAMINE, 
DEXEENELURAMINE,  AND  FEN- 
PHEN 

Obesity,  defined  as  a body  mass  in- 
dex (BMI)  equal  to  or  greater 
than  30,  ranks  among  the  most 
serious  health  concerns  in  indus- 
trialized nations  (1-2).  Age-ad- 
justed prevalence  rates  for  men  and 
women  in  the  United  States  are  19.5% 
and  25.0%,  respectively  (1),  represent- 
ing a significant  increase  over  the  last 
several  decades.  In  Texas,  the  preva- 
lence of  obesity  is  even  higher,  with 
33.5%  of  adults  aged  18  years  and  older 
meeting  or  exceeding  a BMI  of  30  in 
1998  (oral  communication,  Texas  De- 
partment of  Health,  December  1999). 
Obesity  is  associated  with  substantial 
societal  and  personal  costs  in  the  forms 
of  increased  risk  for  disease  and  death, 
health  care  costs  associated  with  in- 
creased frequency  of  comorbid  medical 
and  psychiatric  conditions,  and  reduced 
social  status,  educational  attainment, 
and  employment  opportunities  (1). 

The  Food  and  Drug  Administration 
(FDA)  approved  the  use  of  phenter- 
mine  in  1959  and  fenfluramine  (or  dl- 
fenfluramine)  in  1973  for  the 
short-term  treatment  (ie,  a few  weeks) 
of  obesity  (3),  but  the  combination  was 
never  approved.  Both  were  used  sepa- 
rately as  antiobesity  agents  for 
decades.  While  fenfluramine  acts  as  an 
anorectic  agent  by  causing  presynaptic 
serotonin  release  and  reuptake  inhibi- 
tion (ie,  increasing  satiety),  phenter- 
mine  stimulates  the  release  and 
inhibits  the  reuptake  of  presynaptic 
norepinephrine  and  dopamine,  thereby 
decreasing  the  feeling  of  hunger. 

Weintraub  et  al  (4-7)  published  the 
best  known  example  of  research  that 
uses  the  2 agents  in  combination.  In 
combination  (fen-phen),  smaller  doses 
of  each  can  be  effective,  thus  reducing 
adverse  side  effects  associated  with 
higher  doses  of  either  alone  (8).  The 
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studies  by  Weintraub  et  al  (4—7,9)  re- 
sulted in  an  overall  9.4  ± 0.8  kg  weight 
loss  (ie,  10.5%  below  baseline  weight) 
after  3 years  in  a small  number  of  pa- 
tients (n  = 59  completers),  with  a 
plateau  in  weight  loss  at  18  to  20  weeks. 
Weintraub  (7)  concluded  that  the  phar- 
macological intervention  enhanced 
weight  loss  more  than  behavior  modifi- 
cation, exercise,  and  calorie  restriction. 
Atkinson  and  colleagues  (8)  reported 
maximum  weight  losses  of  16.5  kg  at  6 
months,  weight  loss  maintenance  for  18 
months,  and  improvements  in  comorbid 
conditions  as  long  as  patients  remained 
on  medication  in  open-label  trials  with 
more  than  1000  patients. 

Several  early  studies  evaluated  sepa- 
rately the  effectiveness  of  either  phenter- 
mine  or  fenfluramine.  When  combined 
with  dietary  programs,  these  drugs  pro- 
duced modest  short-term  net  weight 
losses  compared  wi±  dietary  changes 
and  placebo.  For  example,  the  mean  net 
weight  loss  difference  of  phentermine 
when  compared  with  placebo  was  5.05  ± 
2.01  kg  in  short-term  studies  (ie,  12 
weeks)  (10).  Fenfluramine  alone  or  com- 
bined with  behavior  therapy  produced 
significant  short-term  weight  loss  at  the 
end  of  treatment  (11-12).  Patients  in 
these  studies  lost  15.3  ± 1.2  kg  in  the 
combined  treatment  group,  14.5  ± 1.1  kg 
in  the  drug  alone  group,  and  10.9  ±1.0 
kg  in  the  behavior  therapy  group,  while 
patients  in  the  control  group  gained  1.3 
±1.3  kg.  When  the  treatments  were  dis- 
continued, patients  in  both  drug  groups 
experienced  a greater  than  50%  weight 
regain  within  1 year  after  drug  with- 
drawal (11-13).  While  the  behavior  ther- 
apy group  regained  only  1.9  ± 1.0  kg,  a 
later  sequencing  study  found  that  pa- 
tients in  all  groups  (behavior  therapy 
alone,  behavior  therapy  followed  by  med- 
ication, medication  followed  by  behavior 
therapy,  and  medication  alone)  regained 
a substantial  portion  of  their  weight  after 
the  withdrawal  of  all  treatment  (13). 

Although  the  FDA  approved  dexfen- 
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fluramine,  the  dextrorotary  isomer  of 
fenfluramine,  for  the  treatment  of  obe- 
sity in  1996,  this  drug  had  a longer  his- 
tory of  use  in  Europe.  Dexfenfluramine 
produced  modest  weight  losses  and  im- 
provement in  metabolic  risk  factors  at 
the  end  of  1 year  of  treatment  (14—20). 
For  example,  in  the  International 
Dexfenfluramine  Study  (INDEX)  trial, 
patients  were  selected  randomly  for 
drug  treatment  plus  usual  care  or  for 
placebo  plus  usual  care  (usual  care 
consisted  of  a calorie-restricted  diet 
and  educational  programs,  dependent 
on  the  practice  of  a particular  center). 

I Patients  treated  with  dexfenfluramine 
! lost  9.82  ± .50  kg  while  the  placebo 
'group  lost  7.2  ± 8.6  kg  (16,21-22). 

Marks  et  al  (18)  demonstrated  that 
treatment  with  dexfenfluramine  led  to 
significant  reductions  in  visceral  adi- 
pose tissue  that  resulted  in  improve- 
ments in  insulin  sensitivity  and  could 
be  particularly  helpful  for  obese  pa- 
tients with  non-insulin-dependent  dia- 
betes mellitus  (NIDDM).  Once  patients 
discontinued  dexfenfluramine,  they  re- 
gained most  or  all  of  their  lost  weight. 
For  example,  patients  treated  with 
dexfenfluramine  and  lifestyle  modifica- 
tion (dietary  education,  prescribed  ex- 
ercise, and  behavior  modification) 
regained  approximately  60%  of  their 
initial  weight  loss  within  5 months  af- 
ter drug  withdrawal  and  approximately 
110%  of  that  loss  3 years  after  with- 
drawal (19-20),  again  demonstrating 
the  chronicity  of  obesity  and  the  possi- 
bility that  adjunctive  medications  may 
need  to  be  used  for  extended  periods. 

The  results  of  Weintraub’s  studies 
(4-7)  diffused  slowly  to  the  clinical  com- 
munity. New  prescriptions  for  phenter- 
mine  and  fenfluramine  increased  442% 
and  6390%,  respectively,  from  1992  to 
[ 1996,  while  sales  from  dexfenfluramine 
i were  projected  to  reach  $1  billion  in  the 
t first  5 years  after  its  approval  (23).  Fur- 
thermore, since  1995,  more  than  14  mil- 
. lion  prescriptions  were  written  for 


fenfluramine  or  dexfenfluramine.  At  the 
peak  of  the  incredible  demand  for  fen- 
fluramine and  dexfenfluramine,  con- 
cerns grew  about  one  of  the  known  side 
effects  — primary  pulmonary  hyperten- 
sion (PPH),  a serious,  irreversible,  and 
potentially  fatal  medical  disorder  (24). 
In  addition,  in  July  1997,  the  Mayo 
Clinic  reported  that  24  patients  who  had 
taken  fenfluramine  and  phentermine  de- 
veloped an  unusual  valvular  heart  dis- 
ease (VHD)  (25). 

Reports  of  VHD  associated  with  fen- 
fluramine generated  an  immediate  re- 
sponse from  the  manufacturers,  FDA, 
and  class  action  trial  lawyers.  The  man- 
ufacturers and  distributors  withdrew 
fenfluramine  and  dexfenfluramine 
from  the  market.  FDA  issued  an  advi- 
sory, noting  that  in  addition  to  the 
Mayo  Clinic  report,  it  had  received  ad- 
ditional reports  of  unusual  abnormali- 
ties in  mitral  and  aortic  heart  valves  in 
women  who  had  been  taking  fenflu- 
ramine or  dexfenfluramine,  with  or 
without  phentermine  (3,26).  Finally, 
concerns  were  raised  also  about  poten- 
tial neurotoxicity  associated  with  the 
use  of  these  drugs  (27). 

ADVERSE  EVENTS  ASSOCIATED 
WITH  FENFLURAMINE  AND 
DEXFENFLURAMINE 

Primary  pulmonary  hypertension 
Primary  pulmonary  hypertension 
(PPH)  is  a rare,  irreversible,  and  some- 
times fatal  condition  characterized  by 
sustained  elevations  in  pulmonary  ar- 
tery pressure  (ie,  more  than  25  mm  Hg 
at  rest  or  more  than  30  mm  Hg  with  ex- 
ercise) without  a known  cause  (27-28). 
The  incidence  of  PPH  in  the  general 
population  is  estimated  to  be  1 to  2 
cases  per  million,  and  the  median  sur- 
vival time  after  diagnosis  is  2.5  years 
(28).  Animal  and  human  research  link- 
ing the  fenfluramines  to  PPH  began  ap- 
pearing at  least  18  years  ago  and  has 
consistently  supported  this  relationship 


(29-38).  According  to  Weir  et  al  (39), 
these  drugs  may  he  associated  with 
PPH  through  the  vasoconstrictor  action 
of  serotonin  or  by  altered  depolariza- 
tion of  pulmonary  vascular  smooth 
muscle  membrane;  however,  the  actual 
mechanism  remains  unidentified  (27). 

In  the  largest  and  most  comprehen- 
sive study  to  date,  the  risk  of  developing 
PPH  after  the  use  of  anorectic  medica- 
tions, primarily  fenfluramines,  was  esti- 
mated to  be  more  than  6 times  greater 
among  PPH  cases  compared  with 
matched  controls,  even  after  adjustment 
for  numerous  confounds  (24,40).  When 
duration  of  exposure  was  considered, 
PPH  patients  who  took  anorectics  longer 
than  3 months  had  an  adjusted  odds  ra- 
tio of  23.1  (24).  This  suggests  that 
longer  exposures  may  increase  the  risk 
of  PPH  to  46  cases  per  million,  substan- 
tially higher  than  the  estimated  inci- 
dence of  1.7  cases  per  million  in  the 
general  population  (24).  In  addition, 
when  PPH  patients  who  were  exposed 
to  fenfluramines  were  compared  with 
PPH  patients  who  were  not,  no  substan- 
tial differences  were  found  in  their  func- 
tional class,  symptoms,  or  survival  rate 
(ie,  the  3-year  survival  rate  for  both 
groups  was  50%)  (37). 

If  the  fenfluramines  were  known  to 
be  associated  with  a dangerous  and  po- 
tentially fatal  disease  before  their  FDA 
approval,  why  were  they  approved, 
and,  in  particular,  why  was  dexfenflu- 
ramine approved  in  1996?  In  short, 
many  obesity  experts  estimated  that 
the  risks  of  obesity  outweighed  the  po- 
tential risks  of  developing  PPH.  For  ex- 
ample, Manson  and  Faich  (41) 
reasoned  that  obesity  is  highly  preva- 
lent, is  consistently  associated  with 
premature  mortality  and  numerous  co- 
morbid  medical  conditions  (eg,  hyper- 
tension, coronary  heart  disease,  and 
NIDDM),  and  is  estimated  to  con- 
tribute to  300,000  annual  deaths  in  the 
United  States  (42).  Thus,  it  could  be 
argued  that  obesity  is  associated  with 
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1200  deaths  per  million  in  the  United 
States  (ie,  300,000  divided  by  the  US 
population  estimate). 

Mortality  data  from  the  Nurses 
Health  Study  (43),  in  which  the  risk  of 
death  was  60%  to  70%  greater  among 
women  with  a BMI  (measured  in 
kg/m^)  between  29  and  32  than  among 
those  with  a BMI  between  25  and  27, 
led  researchers  to  estimate  1260  excess 
deaths  per  million  women  per  year  as- 
sociated with  an  average  weight  differ- 
ence of  only  13  kg.  Further,  they 
reasoned  that  a substantial  number  of 
patients  who  took  fenfluramine-class 
drugs  lost  between  5%  and  15%  of 
their  initial  weight,  losses  that  are  as- 
sociated with  significant  reductions  in 
mortality  (1).  The  researchers  esti- 
mated that  weight  losses  similar  to 
these  could  prevent  at  least  280  deaths 
per  million  obese  persons  treated  per 
year.  Fenfluramine-related  PPH,  with 
an  estimated  absolute  risk  of  28  cases 
per  million  patient  years  of  exposure 
and  a 50%  mortality  rate,  would  result 
in  an  estimated  14  deaths  per  million 
per  year,  while  fenfluramine-related 
weight  loss  would  prevent  280  deaths 
per  million  per  year,  leading  to  a bene- 
fit-to-risk  ratio  of  20:1  (41).  Thus,  the 
argument  made  was  that  the  risk  of 
PPH  was  modest  compared  with  the 
number  of  potential  lives  lost  to  obe- 
sity-related diseases  (41). 

Valvular  heart  disease 
Valvular  heart  disease  (VHD)  was  first 
reported  by  Connolly  et  al  (25)  in  a 
small  sample  of  24  women  treated  with 
fenfluramine  and  phentermine.  Shortly 
thereafter,  several  other  case  series  doc- 
umented VHD  in  patients  taking  fenflu- 
ramine and  phentermine  (44-48).  That 
fenfluramine,  which  promotes  the  rapid 
release  of  serotonin  and  inhibits  its  re- 
uptake, causes  high  levels  of  circulating 
serotonin  to  enter  the  heart  and  dam- 
age heart  valves  was  suggested  (25). 
The  combination  of  fenfluramine  and 
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phentermine  may  potentiate  the  effect 
of  circulating  serotonin,  thus  amplify- 
ing the  vasoconstrictive  effect  of  epi- 
nephrine and  norepinephrine,  resulting 
in  valvular  injury  with  myofibroblast 
growth  (49-50).  This  may  lead  to  a 
thickening  of  the  heart  valves,  causing 
incomplete  closure  and  regurgitation 
backward  in  the  heart. 

Several  studies  have  documented  a 
consistent  association  between  VHD 
and  use  of  fenfluramine  and  phenter- 
mine. In  one  of  the  first  larger  reports, 
the  Centers  for  Disease  Control  and 
Prevention  (CDC)  (3)  reported  preva- 
lence rates  of  valvular  regurgitation 
from  unpublished  echocardiographic 
reports  provided  by  5 independent  sur- 
veys of  patients  taking  fenfluramine  or 
dexfenfluramine  alone  or  in  combina- 
tion with  phentermine.  In  a sample  of 
284  patients  (87%  female),  the  preva- 
lence of  any  valvular  disease  was 
32.8%  (95%  Cl,  27.7%-38.9%)  with  a 
range  of  30.0%  to  38.3%.  Eighty-six 
percent  of  these  patients  had  mild  or 
greater  aortic  regurgitation,  and  19% 
had  moderate  or  greater  mitral  regurgi- 
tation when  the  drugs  were  taken 
alone  or  in  combination  (3). 

A series  of  recent  studies  further  doc- 
uments the  relationship  between  fenflu- 
ramines and  VHD.  For  example,  Bowen 
et  al  (51)  evaluated  obesity  patients 
from  a clinical  practice.  A total  of  164 
patients  (88%  women)  who  were 
treated  with  phentermine/fenfluramine 
for  weight  loss  had  echocardiographic 
evaluations  evaluated  initially  by  a 
community  cardiologist  and  then  reread 
by  a medical  school  cardiologist, 
blinded  to  the  patients’  previous  read- 
ings or  treatment.  The  mean  patient  ex- 
posure time  was  421.38  (SD  = 230.55) 
days  with  a range  of  7 to  984  days. 

Disease  definition  was  similar  to 
that  used  by  the  CDC  (ie,  mild  or 
greater  regurgitation  for  the  aortic,  tri- 
cuspid, and  pulmonary  valves  and 
moderate  or  greater  regurgitation  for 
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the  mitral  valve),  except  that  in  casesi 
where  the  severity  rating  was  unclear; 
(eg,  mild  to  moderate  or  trace  to  triv- 
ial), the  severity  was  coded  at  the; 
lower  level  (3).  The  prevalence  of  mild, 
or  greater  aortic  regurgitation  was! 
18.3%,  and  the  prevalence  of  moderate; 
or  greater  mitral  regurgitation  was; 
3.7%.  No  statistically  significant  in-i 
creases  in  risk  were  found  for  moderate  | 
or  greater  regurgitation  of  any  valve, 
but  patients  experienced  a 3-fold  in- 
crease in  risk  for  mild  or  greater  aortic 
regurgitation  (SMR  = 3.03,  95%  Cl, 
2.05-4.33)  and  a 2-fold  increase  for  tri- 
cuspid regurgitation  (SMR  = 2.24, 
95%  Cl,  1.58-3.06)  when  compared j 
with  studies  of  normal/healthy  adults 
(51).  Increased  risk  for  aortic  regurgi- 
tation was  associated  also  with  increas- 
ing age  and  duration  of  drug  exposure 
within  the  exposed  group. 

Khan  et  al  (52)  examined  233  pa- 
tients (87%  female)  who  took  fenflu- 
ramine combined  with  phentermine  or 
who  took  dexfenfluramine  alone  or 
combined  with  phentermine  for  an  av- 
erage duration  of  20.5  (SD  = 12.0) 
months;  these  patients  were  matched 
with  unexposed  controls  on  the  basis  of 
gender,  age,  height,  and  BMI.  All 
echocardiograms  were  read  by  2 read- 
ers who  were  blinded  to  the  subjects’ 
drug  exposure,  and  the  definition  of 
cardiac  valve  abnormalities  was 
adopted  from  CDC  (ie,  mild  or  greater 
aortic  regurgitation  and  moderate  or 
greater  mitral  insufficiency)  (3).  Car- 
diac valve  abnormalities  that  met  the 
case  definition  were  present  in  22.7% 
of  the  exposed  patients  and  only  1.3% 
of  the  controls,  producing  an  odds  ratio 
of  22.6  (95%  Cl,  7.1-114.2).  The  odds 
ratio  for  cardiac  valve  abnormalities  as- 
sociated with  use  of  dexfenfluramine 
alone  was  12.7  (95%  Cl,  2.9-56.4),  for 
dexfenfluramine  with  phentermine, 
24.5  (95%  Cl  = 5.9-102.2),  and  for 
fenfluramine  and  phentermine,  26.3 
(95%  Cl  = 7.9-87.1)  (52).  In  addition, 
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age  was  an  independent  predictor  of 
any  valve  regurgitation. 

Jick  et  al  (53)  conducted  a popula- 
tion-based follow-up  study  of  subjects 
who  had  received  dexfenfluramine, 
fenfluramine,  or  phentermine  between 
January  1,  1988,  and  July  31,  1996  (n 
= 8903),  and  of  untreated  controls  (n 
= 9281).  Subjects  were  categorized  as 
users  of  either  dexfenfluramine  (n  = 
6532),  fenfluramine  (n  = 2371),  or 
phentermine  (n  = 862).  Blinded 
judges  assessed  echocardiograms,  and 
subjects  were  considered  to  have  VHD 
if  a new  valvular  disorder  was  evident 
after  the  date  of  exposure.  The  cumula- 
tive incidence  of  cardiac  valve  abnor- 
malities per  10,000  subjects  in  the 
untreated  subjects  was  0 (95%  Cl, 
0-15.4).  In  the  treated  population,  the 
cumulative  incidence  of  VHD  per 
10,000  subjects  taking  dexfenflu- 
ramine, fenfluramine,  or  phentermine 
from  1 to  3 months  was  5.0  (95%  Cl, 
2.0-17.8),  12.4  (95%  Cl,  4.1-44.8), 
and  0.0  (95%  Cl,  0-124.0),  respec- 
tively. The  cumulative  incidence  in  sub- 
jects who  took  dexfenfluramine  or 
fenfluramine  for  4 or  more  months  was 
22.9  (95%  Cl,  8.2-67.1)  and  62.3 
(95%  Cl,  21.3-182.1),  while  it  re- 
mained 0.0  for  untreated  subjects  and 
those  taking  phentermine  (53). 

The  investigators  also  conducted  a 
nested  case-control  study  using  only 
those  subjects  who  took  dexfenfluramine 
or  fenfluramine  for  4 or  more  months  (n 
= 11).  Because  the  unexposed  group  has 
no  cardiac  valve  abnormalities,  randomly 
selected  subjects  who  took  the  medica- 
tions for  less  than  4 months  and  who  had 
not  developed  any  VHD  served  as  the  ref- 
erence group  (n  = 66).  Subjects  in  the 
reference  group  were  matched  with  cases 
by  age,  sex,  and  weight.  The  odds  ratio 
for  drug  treatment  duration  of  4 or  more 
months,  after  the  investigators  adjusted 
for  differences  in  additional  variables 
(eg,  history  of  diabetes,  hypertension, 
hyperlipidemia,  cigarette  smoking,  and 


prior  use  of  fluoxetine  or  diethylpro- 
pion),  was  7.4  (95%  Cl,  1.5-36.0).  This 
suggests  that  persons  with  VHD  were 
more  than  7 times  more  likely  than  con- 
trols to  use  dexfenfluramine  or  fenflu- 
ramine for  4 or  more  months  (53). 

Wee  et  al  (54)  reported  results  from 
the  only  cohort  study  in  which  all  sub- 
jects had  echocardiograms  before  expo- 
sure to  drug  treatment.  This  study  had 
46  subjects  (74%  female)  who  under- 
went echocardiography  after  January  1, 
1988,  but  before  starting  drug  therapy, 
and  who  had  taken  dexfenfluramine  or 
fenfluramine  for  14  or  more  days.  The 
median  duration  of  medication  expo- 
sure was  160  days.  The  primary  out- 
come was  new  or  worsening  VHD 
according  to  the  CDC  definition  (mild  or 
greater  aortic  regurgitation  and  moder- 
ate or  greater  mitral  regurgitation)  (3). 
Blinded,  trained  echocardiographers 
read  the  latest  premedication  and  initial 
postmedication  echocardiograms.  At 
baseline,  17.4%  of  the  patients  had 
VHD,  while  15.2%  had  such  abnormali- 
ties at  follow-up.  Thus,  only  2 of  the  46 
patients  (4.3%;  95%  Cl,  0.6%-14.8%) 
developed  a new  or  experienced  wors- 
ening valve  disease  after  taking  dexfen- 
fluramine or  fenfluramine  (54).  Both  of 
these  patients  used  fenfluramine  and 
phentermine  for  250  or  more  days. 
When  the  patients  who  had  VHD  on 
their  baseline  echocardiograms  and 
those  who  had  not  taken  fenfluramine- 
phentermine  were  excluded  from  analy- 
sis, the  risk  of  new  VHD  was  4.0%  (95% 
Cl,  0.2%-24.9%).  When  patients  taking 
dexfenfluramine  were  included,  the  risk 
of  developing  new  VHD  was  slightly 
lower  (2.6%;  95%  Cl,  0.1%-13.8%). 

One  study  did  not  find  a significant 
relationship  between  dexfenfluramine 
use  and  VHD.  Weissman  et  al  (55)  mod- 
ified a randomized,  placebo-controlled 
study  that  was  designed  initially  to  eval- 
uate the  effectiveness  of  a sustained-re- 
lease dexfenfluramine  formulation  with 
regular  dexfenfluramine  and  placebo. 


Patients  had  been  randomized  to  receive 
sustained-release  dexfenfluramine  (n  = 
352,  78%  female),  regular  dexfenflu- 
ramine (n  = 366,  82%  female),  or 
placebo  (n  = 354,  81%  female)  for  a 
16- week  trial  that  was  interrupted  by 
the  withdrawal  of  dexfenfluramine  from 
the  market.  The  average  duration  of  ex- 
posure was  71  to  72  days  with  78.5%  of 
the  patients  treated  for  8 or  more  weeks 
and  34.9%  treated  for  at  least  12  weeks. 
The  prevalence  of  mild  or  greater  aortic 
regurgitation  according  to  the  CDC  cri- 
teria was  5.8%  in  the  sustained-release 
dexfenfluramine  group,  5.0%  in  the  reg- 
ular dexfenfluramine  group,  and  3.6% 
in  the  placebo  group.  Thus,  the  risk  of 
aortic  regurgitation  in  the  sustained-re- 
lease dexfenfluramine  and  regular  fen- 
fluramine groups  was  1.6  (95%  Cl, 
0.8-3.4)  and  1.4  (95%  Cl,  0.7-3.0),  re- 
spectively, when  the  placebo  patients 
were  used  as  the  reference  group.  The 
prevalence  of  moderate  or  greater  mitral 
regurgitation  was  1.8%,  1.7%,  and  1.2% 
in  the  sustained-release  dexfenflu- 
ramine, regular  fenfluramine,  and 
placebo  groups,  respectively.  The  risk  of 
mitral  regurgitation,  relative  to  the  ref- 
erence group,  was  1.5  (95%  Cl,  0.4— 5.4) 
for  the  sustained-release  dexfenflu- 
ramine group  and  1.5  (95%  Cl,  0.4— 5.2) 
for  the  regular  fenfluramine  group.  Mul- 
tiple logistic  regression  showed  that 
both  age  and  membership  in  a treat- 
ment group  were  predictors  of  the  pres- 
ence of  any  regurgitation,  as  defined  by 
the  CDC  (3,55). 

Neurotoxicity 

Neurotoxicity,  defined  as  preterminal 
axon  loss  of  serotonin  neurons  in  the 
central  nervous  system  (27),  associated 
with  the  fenfluramines  has  been  studied 
extensively  in  animal  models  with  con- 
sistent findings.  As  early  as  the  mid-to- 
late  1970s,  independent  investigators 
reported  that  single  doses  of  fenflu- 
ramine administered  to  rats  orally  or  in- 
traperitoneally  caused  dose-related, 
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long-term  reductions  in  cerebral  sero- 
tonin, usually  30%  to  70%,  depending 
on  the  dose,  survival  time,  and  brain  re- 
gion (56-58).  McCann  et  al  (59)  stud- 
ied the  effects  of  dexfenfluramine  on 
brain  serotonin  neurons  in  both  mon- 
keys and  mice  (mice  are  thought  to  best 
approximate  humans  with  regard  to  the 
metabolism  of  dexfenfluramine).  Their 
results  in  monkeys  showed  that  signifi- 
cant serotonergic  deficits  lasted  for  as 
long  as  12  to  17  months  after  dexfenflu- 
ramine use  and  that  oral  administration 
did  not  provide  any  protection  against 
the  neurotoxic  effects  (59).  Mice  were 
susceptible  also  to  dexfenfluramine-in- 
duced  neurotoxicity. 

McCann  et  al  (27)  conducted  a sys- 
tematic review  of  all  studies  published 
on  fenfluramine/dexfenfluramine-re- 
lated  neurotoxicity,  reviewing  more 
than  1127  archival  records  in  the  Na- 
tional Library  of  Medicine’s  MEDLINE 
from  1966  to  1997.  They  concluded 
that  the  fenfluramines  cause  dose-re- 
lated, long-lasting  reductions  (ie, 
changes  evident  weeks,  months,  and 
even  1 year  after  drug  discontinuation) 
in  serotonin  axonal  markers  in  all  ani- 
mal species  tested,  including  nonhu- 
man primates  (eg,  squirrel  monkeys, 
rhesus  monkeys,  and  baboons),  rats, 
mice,  and  guinea  pigs.  Further,  they 
concluded  that  evidence  exists  that  the 
fenfluramines  cause  brain  serotonin 
neurotoxicity  with  all  routes  of  admin- 
istration and  that  the  doses  used  in 
many  of  these  studies  are  similar  to 
doses  that  would  be  used  in  humans  for 
weight  loss,  taking  into  account  differ- 
ences in  body  mass  and  drug  clearance. 

More  recently.  Lew  et  al  (60)  found 
that  the  addition  of  phentermine  po- 
tentiated the  neurotoxic  effects  of  fen- 
fluramine on  serotonin  neurons  in  rats. 
They  found  that  the  combined  admin- 
istration of  fen-phen  caused  signifi- 
cantly greater  decreases  in  serotonin 
levels  in  several  areas  of  the  brain,  in- 
cluding the  striatum,  nucleus  accum- 
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bens,  hypothalamus,  amygdala,  hip- 
pocampus, and  the  frontal  parietal  cor- 
tex. McCann  et  al  (61),  who  studied 
the  neurotoxicity  of  fen-phen  in  mice, 
replicated  these  results.  Although 
phentermine  alone  did  not  produce 
any  long-term  serotonin  neurotoxicity, 
this  drug  potentiated  the  neurotoxic  ef- 
fects of  fenfluramine.  Further,  they 
found  that  phentermine  possessed 
dopamine  neurotoxic  potential  (61). 

Halladay  et  al  (62),  however,  did 
not  find  that  the  fen-phen  combination 
caused  greater  serotonin  neurotoxicity 
than  did  fenfluramine  alone.  While  no 
systematic  studies  of  fenfluramine/ 
dexfenfluramine-related  toxicity  in  hu- 
mans have  been  conducted,  McCann  et 
al  (63)  reported  many  cases  of  some- 
times severe  and  persistent  neuropsy- 
chiatric symptoms  associated  with 
fenfluramine  use  in  humans  and  sug- 
gested that  clinicians  should  be  vigilant 
for  mood  disorders  and  changes  in  cog- 
nitive function  in  patients  previously 
exposed  to  fenfluramine  or  dexfenflu- 
ramine. 

LEGAL  ISSUES  FOR  THE 
PLAINTIFF  AND  THE  DEFENSE 

Strength  of  the  scientific  data  for  health 
claims 

The  above  review  shows  clearly  that  im- 
portant data  support  an  association  be- 
tween fenfluramine  or  dexfenfluramine 
and  PPH,  VHD,  and  neurotoxicity.  But 
how  do  the  current  scientific  data  meas- 
ure up  according  to  current  legal  stan- 
dards set  forth  in  the  cases  of  Daubert, 
Robinson,  and  Havner  (64—66)? 

The  Daubert  and  Robinson  decisions 
established  several  important  criteria 
for  the  admissibility  of  scientific  expert 
testimony  and  evidence  (64,65).  First, 
the  Supreme  Court  ruled  that  Rule  702 
of  the  Federal  Rules  of  Evidence  su- 
perceded the  Frye  Test  when  expert  sci- 
entific testimony  was  being  admitted  in 
a federal  trial.  Thus,  the  admissibility 
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of  scientific  evidence  should  be  evalu- 
ated by  the  trial  judge,  who  is  assigned 
the  task  of  “gatekeeper”  to  ensure  that 
expert  testimony  is  relevant  and  reli- 
able. The  court  further  suggested  that 
4 nonexclusive  factors  should  be  con- 
sidered by  the  trial  judge  when  evalu- 
ating scientific  evidence:  whether  the 
theory  or  technique  can  be  and  has 
been  tested,  whether  the  theory  on 
technique  has  been  subjected  to  peer 
review  and  publication,  the  technique’s 
known  or  potential  rate  of  error,  and 
the  general  acceptance  of  the  theory  or 
technique  by  the  relevant  scientific 
community  (64,67-68). 

The  Robinson  decision  affirmed  the 
role  of  the  judge  as  “gatekeeper”  and 
expanded  the  standard  in  Texas  by 
adding  2 more  reliability  standards  to 
the  4 already  outlined  by  the  US 
Supreme  Court:  first,  the  extent  to 
which  the  technique  relies  on  the  sub- 
jective interpretation  of  the  expert;  and 
second,  the  nonjudicial  uses  that  have 
been  made  of  the  theory  or  technique 
(65,67).  Finally,  in  the  Havner  deci- 
sion, the  Texas  Supreme  Court  affirmed 
the  previous  decisions  and  held  that 
epidemiological  evidence  presented  by 
a plaintiff  must  demonstrate  that  expo- 
sure to  an  agent  or  toxicant  more  than 
doubled  the  risk  of  developing  a dis- 
ease (ie,  the  odds  or  risk  ratio  must  be 
greater  than  2.0)  (66). 

Clearly,  the  animal  studies,  case  se- 
ries, and  larger  epidemiological  studies 
establishing  the  association  between 
PPH  and  dexfenfluramine/fenflu- 
ramine,  particularly  Abenheim  et  al 
(24,40),  suggest  a very  strong  causal! 
relationship  between  drug  exposure! 
and  the  development  of  PPH.  The  in-j 
vestigators  had  a testable  hypothesis,! 
they  used  established  and  accepted' 
methods,  the  data  underwent  peer  re- 
view and  were  published  in  medical  re- 
search journals,  the  methods  do  not 
rely  on  the  investigators’  subjective 
judgments,  the  data  and  methods  werej 
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used  for  nonjudicial  purposes,  and  the 
strength  of  the  association  exceeds  that 
required  by  the  Havner  decision.  How- 
ever, note  that  only  a single  large,  pop- 
ulation-based epidemiological  study  of 
PPH  and  fenfltiramine/dexfenflu- 
ramine  use  has  been  conducted,  so  we 
have  no  way  to  assess  the  consistency 
of  the  association.  Furthermore,  in  the 
case  of  Abenheim  et  al  (24),  the  poten- 
tial error  rate  can  be  estimated  only  on 
the  basis  of  the  study  limitations  (ie, 
potential  bias  in  exposure  classifica- 
tion, confounds,  and  so  on). 

The  case  for  VHD  is  also  quite 
strong.  While  little  has  been  done  in 
the  way  of  animal  or  mechanism  stud- 
ies (69),  the  case  series  and  larger  epi- 
demiological studies  present  a fairly 
consistent  association  between  VHD 
and  the  use  of  fenfluramine  or  dexfen- 
fluramine  alone  or  combined  with 
phentermine.  While  the  types  of  stud- 
ies varied  from  cross-sectional  to  co- 
hort, from  clinic-  to  population-based 
samples,  using  different  drugs  or  drug 
combinations,  they  present  a consistent 
picture  of  increased  risk  for  VHD  asso- 
ciated with  use  of  the  fenfluramines, 
particularly  if  the  duration  of  exposure 
exceeds  3 months  (3,51-54).  The  only 
exception  was  the  study  by  Weissman 
et  al  (55),  which  did  not  find  a signifi- 
cant association  between  dexfenflu- 
ramine  use  and  VHD;  however,  this 
study  was  hampered  seriously  by  its 
short  duration.  Again,  the  methods  and 
techniques  used  in  these  studies  meet 
the  requirements  for  admissibility  set 
forth  by  the  Daubert  and  Robinson  de- 
cisions, and  the  strength  of  the  associa- 
tions are  sufficient  to  meet  the  Havner 
requirement  of  greater  than  2.0,  except 
i for  the  Weissman  study. 

Finally,  in  the  case  of  neurotoxicity, 
many  animal  studies  demonstrate  that 
i exposure  to  fenfluramine  or  dexfenflu- 
ramine  with  or  without  phentermine 
depletes  serotonin  and  damages  sero- 
tonin-producing neurons;  however. 


supportive  human  data  are  lacking. 
Note  that  the  various  animal  studies 
have  been  very  careful  to  examine  drug 
exposure  in  a variety  of  species  and 
have  demonstrated  consistent  dose-re- 
sponse relationships  in  those  tested 
(27).  In  addition,  many  of  these  stud- 
ies were  carried  out  in  ways  to  mimic 
human  use  of  fenfluramine/dexfenflu- 
ramine,  ie,  many  studies  administered 
the  drugs  orally  and  in  a manner  simi- 
lar to  how  they  would  be  used  for  hu- 
man weight  loss  (27).  Nevertheless, 
the  data  for  human  neurotoxicity  are 
insufficient  to  meet  current  legal  stan- 
dards of  admissibility  because  of  the 
lack  of  systematic  epidemiological 
studies  and  the  problematic  reliability 
of  the  outcome  (ie,  neurotoxic  effects 
cannot  be  measured  directly  in  living 
humans).  Only  indirect  indices,  such  as 
self-reported  symptoms  and  the  results 
of  mental  status  and  neuropsychologi- 
cal testing,  would  be  available. 

The  basis  for  health  claims  and 
challenges  for  plaintiffs  and  defendants 
Given  the  widespread  use  of  dexfenflu- 
ramine  and  fenfluramine,  liability 
claims  against  physicians  and  the  drug 
manufacturers  were  inevitable.  Liabil- 
ity claims  are  likely  to  be  made  on 
grounds  of  negligence,  the  strict  liabil- 
ity of  the  manufacturer,  and  breach  of 
implied  warranty  or  contract  (70). 
Negligence  refers  to  whether  it  can  be 
established  that  the  defendant  owed 
the  plaintiff  a duty  to  act  reasonably, 
that  the  defendant  breached  that  duty, 
that  the  plaintiff  suffered  actual  harm, 
and  that  the  harm  was  proximately 
caused  by  the  breach  of  duty  (70).  A 
negligence  claim  could  be  filed  against 
the  prescribing  health  care  provider  or 
the  manufacturer,  but  the  ability  of  a 
plaintiff  to  meet  all  of  the  above  re- 
quirements, particulatly  for  manufac- 
turers, would  be  difficult. 

For  example,  with  regard  to  PPH, 
pharmaceutical  manufacturers  can 


claim  protection  under  the  doctrine  of 
“learned  intermediary,”  which  states 
that  a manufacturer  must  warn  the 
physician  of  any  potential  risks  associ- 
ated with  the  drug.  By  providing  such  a 
warning,  the  manufacturer  is  released 
from  liability  in  what  could  be  consid- 
ered a breach  of  its  duty  to  warn  pa- 
tients (70).  Because  the  risk  of  PPH 
was  known,  particularly  before  the 
FDA  approved  dexfenfluramine  in 
1996,  plaintiffs  would  be  hard  pressed 
to  argue  that  the  manufacturer  did  not 
adequately  inform  them,  because  FDA- 
mandated  warnings  were  provided  on 
drug  package  inserts.  This  does  not 
mean  that  physicians  cannot  be  held  li- 
able, particularly  if  plaintiffs  can 
demonstrate  that  they  were  not  pro- 
vided adequate  information  by  the 
treating  physicians  or  that  their  in- 
formed consent  was  never  obtained. 

Negligence  claims  related  to  VHD 
will  also  be  difficult  to  make  against 
manufacturers  because  this  danger  was 
unknown  when  fenfluramine  or 
dexfenfluramine  were  approved.  In 
fact,  no  reports  of  VHD  were  published 
until  1997,  more  than  20  years  after 
fenfluramine  and  phentermine  were 
approved.  Plaintiffs  will  have  to  show 
that  the  manufacturer  knew  or  should 
have  known  about  VHD  and  did  not 
take  adequate  or  reasonable  steps  to  in- 
form patients  once  the  danger  was  ap- 
parent (70).  Currently,  no  data  exist  to 
suggest  that  VHD  was  a documented 
adverse  event  before  widespread  use  of 
the  drugs  in  the  mid-1990s  or  that  the 
manufacturers  covered  up  such  infor- 
mation or  acted  improperly  after  the 
danger  was  known. 

Negligence  claims  against  physicians 
may  be  easier  to  establish  because  these 
drugs  were  commonly  prescribed  “off- 
label”  (eg,  fenfluramine  was  used  for 
longer  periods  than  it  was  approved  for 
and  was  often  combined  with  phenter- 
mine). This  combination  was  never  ap- 
proved and  does  not  have  established 
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safety  or  efficacy  (3,71).  In  addition, 
many  patients  who  did  not  meet  pro- 
fessional guidelines  for  pharmacother- 
apy (ie,  BMI  greater  than  27  with  at 
least  1 comorbid  medical  condition  or 
BMI  equal  to  or  greater  than  30  as  min- 
imum indicator  for  drug  treatment) 
were  probably  given  these  drugs 
(1,71-72).  For  example,  in  the  study  by 
Connolly  et  al  (25),  1 patient  in  the 
case  series  had  a BMI  of  25.7.  The 
lower  end  of  the  BMI  range  in  the  study 
by  Bowen  et  al  (51)  was  25.0,  indicat- 
ing that  patients  who  did  not  meet  the 
established  drug  treatment  criteria  re- 
ceived fenfluramine  and  phentermine. 

Plaintiffs  might  try  also  to  recover  on 
the  grounds  of  strict  liability  of  the 
manufacturer.  This  provides  that  a 
manufacturer  who  sells  an  unreason- 
ably dangerous  drug  to  the  consumer 
will  be  liable,  thus  relieving  the  plaintiff 
from  having  to  prove  negligence  (70). 
The  plaintiff  has  to  prove  only  that  the 
drug  was  inherently  defective  to  prevail 
with  this  type  of  claim.  Because  almost 
all  drugs  carry  risks  and  dangers,  man- 
ufacturers can  be  exonerated  from  strict 
liability  if  they  can  demonstrate  that 
the  risks  were  outweighed  by  the  bene- 
fits of  the  drugs.  As  was  noted  earlier  in 
the  review  of  PPH,  this  may  not  be  easy. 
For  example,  the  300,000  annual 
deaths  attributed  to  obesity  by  Manson 
and  Faich  (41)  resulted  actually  from 
diet  and  activity  patterns  and  not 
specifically  from  obesity  (42). 

In  addition,  the  benefit-to-risk  ratio 
Manson  and  Faich  computed  (41), 
while  seemingly  reasonable  and  derived 
from  data  from  the  Nurses  Health  Study 
(43),  is  based  on  a number  of  inferences 
that  are  difficult  to  demonstrate  directly 
in  the  obesity  literature.  For  example, 
maintaining  long-term  weight  loss  is  ex- 
tremely difficult,  even  with  pharma- 
cotherapy, and  little  data  suggest  that 
obesity  management  is  any  more  effec- 
tive or  cost-effective  than  usual  care  (ie, 
managing  comorbid  medical  conditions 
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as  they  develop)  in  the  long  term  (73). 
Furthermore,  while  obesity  is  clearly  as- 
sociated with  excess  mortality  (1,74),  2 
large  observational  studies  (75,76)  did 
not  demonstrate  substantial  reductions 
in  mortality  among  overweight  men  or 
women  who  lost  weight  intentionally 
and  did  not  report  any  prior  health  con- 
ditions, leading  the  authors  to  conclude 
that  “.  . . our  results  do  not  offer  strong 
support  for  the  contention  that  inten- 
tional weight  loss  is  consistently  benefi- 
cial or  benign”  (76). 

A final  basis  for  plaintiff  recovery  is 
breach  of  implied  warranty  or  contract, 
which  suggests  that  a prescription  drug 
manufacturer  could  be  found  liable  if 
the  company  breached  an  implied  or 
expressed  warranty  (70).  This  would 
be  difficult  to  prove  because  a manu- 
facturer cannot  be  held  liable  for  a par- 
ticular person’s  susceptibility  to  a drug 
(ie,  not  all  fenfluramine  or  dexfenflu- 
ramine  users  developed  VHD  or  PPH, 
and  many  were  pleased  with  their 
weight  losses  and  appear  to  have  been 
provided  adequate  warnings  for  known 
adverse  events). 

Regardless  of  the  basis  of  the  claims, 
several  additional  scientific  issues  are 
likely  to  be  raised  in  liability  proceed- 
ings, particularly  those  dealing  with 
VHD.  First,  the  exact  mechanisms  by 
which  fenfluramine  and  dexfenflu- 
ramine  cause  PPH  and  VHD  are  still  un- 
known. Other  factors  may  play  a role, 
including  the  use  of  phentermine  and 
other  drugs,  biological  susceptibility,  and 
obesity  (27,69,77).  Second,  while  the 
experimental  and  epidemiological  stud- 
ies may  be  useful  in  establishing  general 
cause  (ie,  that  fenfluramines  are  associ- 
ated with  increased  risk  of  PPH,  VHD,  or 
neurotoxicity),  establishing  that  an  af- 
fected patient’s  condition  is  caused  by 
drug  exposure  (ie,  specific  cause)  is  an- 
other issue.  Many  patients  did  not  have 
preexposure  echocardiograms,  so  they 
have  no  definitive  way  to  rule  out  the 
possibility  that  their  claimed  health 
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problems  did  not  preexist.  Because  stud- 
ies of  normal  controls  found  that  some 
form  of  regurgitation  is  fairly  common 
(other  than  aortic),  particularly  at  the 
trivial/trace-to-mild  severity  level 
(3,78-84),  demonstrating  that  the  re- 
gurgitation did  not  preexist  will  be  diffi- 
cult. This  is  particularly  important 
because  the  risk  estimates  for  VHD  in 
several  of  the  studies  used  the  CDC  cri- 
teria for  severity  rating  and  graded  up- 
ward in  cases  where  the  severity  rating 
was  unclear  (ie,  when  a rating  was  trace 
to  mild,  these  studies  coded  up  to  the 
higher  levels)  (3,52,54).  Bowen  et  al 
(51)  were  more  conservative  and  graded 
downward  in  these  cases.  Third,  for  all 
of  the  above  reasons  and  because  even 
patients  with  severe  aortic  regurgitation 
can  remain  stable  and  as3miptomatic  for 
years  (85),  it  is  not  clear  that  patients 
with  mild  or  less  severe  regurgitation 
have  actually  suffered  an  injury. 

CONCLUSIONS 

The  use  of  fenfluramine  or  dexfenflu- 
ramine  has  been  reasonably  established 
as  a risk  factor  for  PPH  and  VHD.  Animal 
studies  provide  strong  evidence  for  these 
drugs’  serotonin  neurotoxicity,  but  hu- 
man studies  are  lacking.  Data  for  all  3 
conditions  meet  current  legal  guidelines 
for  admissibility  in  legal  proceedings; 
however,  the  data  supporting  neurotoxic- 
ity in  humans  rely  solely  on  animal  stud- 
ies and  are  not  likely  to  meet  evidence 
requirements  set  down  in  the  Havner  de- 
cision for  the  State  of  Texas.  Plaintiffs 
may  attempt  to  recover  for  damages  on 
the  basis  of  negligence,  strict  liability,  or 
breach  of  implied  warranty  or  contract, 
but  liability  claims  against  manufacturers 
may  be  difficult  to  pursue  all  the  way  to 
a trial.  Cases  against  physicians  or  health 
care  providers  who  prescribed  the  drugs 
or  provided  treatment  inappropriately  or 
without  adequate  safeguards  may  be 
more  successful  because  establishing  neg- 
ligence will  be  easier. 
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Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


I Edward  A.  Talmage,  MD,  FACPM 

[I  Diplomate  American  Board  of  Anesthesiology 
I:  Fellow  American  College  of  Pain  Medicine 


I INTERVENTIONAL  PAIN  MEDICINE 

I Diagnostic  ^Therapeutic  Nerve  Blocks 
I Neurolytic  Procedures  Neuromodulation 

I Radio  Frequency  Lesioning 

I Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
I (281)496-1006 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Oncology 


ONCOLOGY  ASSOCIATES,  PA 


Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 

1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705  Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 
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Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

I 1303  McCullough,  #246 
I San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

I San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

^ Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
; Rehabilitation  Medicine  and  Electromyography 

t 

I 102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Solectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705  Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  Cy  to  Lisa  Morgan  (903)  891-2025. 


“Se^Xictc^ctl  S<^ 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS.  LTD. 

64.11  Brentwood  Stair  Road.  Suite  200 
Fort  Worth.  T.X  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  groii))  has  held 
20-year  contract  to  staff  nationtUly  recognized 
ED.  Contracts  nmge  from  14,000-6I),0()0  pt  vis- 
its tmnually.  E;mi  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
httssles  of  mtuiaging  yom  own  practice.  Fax 
(817)  4t)(i-988t)  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview  Texas — FT/PT  Emergency  Medicine 

experienced  BC/BP  primary  care  physicians  needed 
to  work  with  locally  owned  independent  group. 
Located  in  East  Texas,  the  community  of  Longview 
(80,000 -r  residents)  has  excellent  schools  and  an 
abundance  of  outdoor  activities  while  retaining  the 
convenience  of  nearby  Dallas  and  Shreveport.  The 
position  offers  a competitive  rate  to  staff,  a 20,000-1- 
visit,  minor  emergency  center  located  within  the 
hospital  ED.  For  more  information,  please  call  PSR 
@ (800)  346-0747,  ext.  113. 


Family/General  Practice 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  Just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

Residency  Program  Director.  The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as 
Residency  Program  Director  for  the  St.  Mary/St. 
Elizabeth  Family  Practice  Program’s  ACGME  accred- 
ited community  based  Family  Practice  Residency. 
This  10-10-10  residency  is  located  in  Port  Arthur/ 
Beaumont,  TX  and  is  affiliated  with  the  Medical 
Branch.  Applicants  must  have  demonstrated  ability 
as  a teacher  and  clinician  and  have  administrative 
experience.  Experience  as  a Residency  Program 
Director  or  Associate  Residency  Program  Director  is 
highly  desirable.  The  Program  Director  will  hold  a 
faculty  appointment  with  UTMB.  Responsibilities 
will  include:  1)  Recruitment  of  suitable  applicants 
to  the  program;  2)  Development  of  curriculum  and 
experiences  within  the  guidelines  of  the  Accredita- 
tion Council  for  Graduate  Medical  Education,  Fam- 
ily Practice  Residency  Review  Committee;  3)  Pro- 
vide for  the  long-term  growth  and  stability  of  the 
Program.  Port  Arthur/Beaumont  is  known  for  its 
year-round  outdoor  recreation,  which  includes  fish- 
ing, golf,  bird  watching,  hunting,  etc.  It  is  home  to 
Lamar  University,  a major  four-year  institution  and 
is  one  hour  from  Houston,  TX  and  four  hours  from 
New  Orleans,  LA.  Applicants  may  submit  curricu- 
lum vitae  and  a list  of  references  to;  Mr.  Marshall 
Kratz,  Search  Committee  Chairman,  830  North  11th 
Street,  Beaumont,  TX  77702.  UTMB  is  an  EO/AA 
employer,  M/F/D/V.  UTMB  is  a smoke  free/drug 
free  work  place.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Doctors  needed  immediately  and  also  summer 
2000  for  small  communities  near  Hill  Country,  Abi- 
lene, Midland,  and  far  West  Texas.  For  more  infor- 
mation call  Jerry  at  the  Lewis  Group,  (800)  460- 
8159;  fax  (800)  666-1377. 


Austin,  Texas  - Employed  position  available 

immediately  in  well-established  primary/urgent 
care  clinic.  Board-certified  family  practice  physician 
preferred;  will  consider  board  certified  ER  physi- 
cian. Salary  and  benefits.  J-1  visa  not  available. 
Please  send  your  CV  to  Brennan  McNally,  PO  Box 
1788,  Austin,  TX  78767-1788;  or  fax  to  (512)  482- 
4167. 

Family  Practice/Occupational  Medicine 
Position  available  in  metropolitan  Houston  for  BE 
or  BC  family  physician.  Salary  incentives  with 
equity  available.  Fax  resume  to  (713)  270-8414. 

General  Surgery 


SCENIC  EAST  TEXAS 

• Moving  expen.ses 

• Salaiy  guaranlee 

• Excellenl  local 
primary  care 

• Nice  opportunity 

Send  resume  to  Ad-12l4. 
Texas  Medicine. 

401  W.  15th  St,. 

Austin,  Texas  78701. 


Internal  Medicine 

Internal  Medicine/Family  Practice  physician 

needed  for  growing  practice  45  miles  from  Dallas. 
Excellent  salary  and  benefits.  Send  CV  to  Ad-1211, 
Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 


BE/BC  general 
surgeon 
needed  to  join 
established 
BC/FACS  41 
y.o.  general 
surgeon. 
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Locum  Tenens 


Int  ^im 

P H Y S I C I A N S< 


Time  for 
^ a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
employer  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 

Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.com 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Searching  for  BE/BC  Orthopedic  Surgeons 

to  practice  in  busy  solo  orthopedic  surgeon  practice 
in  the  DFW  Metroplex,  Texas.  Send  your  CV  to: 

P.O.  Box  829,  Colleyville,  TX  76034. 


Radiology 

Board  Certified  Radiologists  needed  to  read 
on-line  studies.  Work  from  your  current  location 
or  home.  For  more  information  contact:  David  A. 
Nicol,  MD,  Prism  Radiology  Associates,  e-mail 
danicol@optelnow.net;  (409)  637-3010  voice; 
(209)  671-6243  fax;  or  send  CV  to:  1 Parkway 
Plaza,  Lufkin,  TX  75904. 


Tired  of  group  practice?  Be  your  own  boss! 

OB/GYN  practice  for  sale  in  southwest  Texas. 
Excellent  collections  and  low  overhead.  In-house 
billing  by  experienced  staff.  A great  opportunity  for 
a physician  who  appreciates  quality  practice  and 
staff.  Write  Ad-1212,  Texas  Medicine,  401  W.  15th 
St.,  Austin,  TX  78701. 

LEGAL  SERVICES 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  , . 

Houston,  TX  77242-23 1 4 b r o n s t e i n 
FAX  281 -493-2234  & Associates 


Medical  Physician  position  available  full  and 
part  time  in  Bryan,  Texas.  No  evenings  or  week- 
ends. Top  salary  and  benefits.  Salary  range  for  full 
time  position:  $6,500-$10,000  per  month  relative  to 
experience  and  qualifications.  Part  time  position 
$60-85  per  hour.  Position  entails  physical  examina- 
tion clearance  for  rehab  and  some  occupational 
medicine.  Fax  resume  to  (409)  775-0383. 


FOR  SALE  OR  LEASE 

Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes. 

For  information,  fax  (281)  242-3397. 

Assume  Practice — Active,  well  established, 

GYN  practice  in  a small  city  with  a large  drawing 
area  near  Dallas.  Physician  will  stay  on  part-time  to 
facilitate  transition.  High  surgery  volume,  great 
referral  pattern,  modern  office,  low  rent,  and  mini- 
mal initial  cash  outlay.  Contact  Ad-1213,  Texas 
Medicine,  401  W,  15th  St.,  Austin,  TX  78701. 

Family  Practice  Clinic  for  sale  in  Fort  Worth. 
Practice  is  located  in  working  class  neighborhood. 
Annual  revenue  is  600K.  Most  patients  are  fee  for 
service.  Owner  is  willing  to  finance  the  right  buyer 
with  25K  down.  Estimated  income  after  debt  is 
150K  to  200K.  Buyer  will  own  practice  and  building 
in  five  years.  Call  broker  Paul  Bell,  PhD,  (972)  931- 
1497. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25‘yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - BoardKtertified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  "Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud,com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-34f 


HEALTH  CARE  LAW 


Representation  in  licensure  matters 
before  Texas  Medical  Boards 
Complex  Litigation  Matters 
Healthcare  Anti-trust 
Hospital  Grievance/Credentialing 
and  Peer  Review  Matters 
Medicare/Medicaid  Compliance  issues 


Jeffrey  C.  Grass 
(214)  367-8514 

'Not  certified  by  the 
Board  of  Legal  Specializalion 
by  choice. 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon 
dents  charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


HEALTH  CARE  LAW 


VIRGINIAA.  SLOAN,  RN  -» 
ATTORNEY  AT  LAW 

too  E.  Ferguson,  Ste.  1018  ^ 

Tyler,  TX  75702 

Telephone  (903)  593-3771  -* 


Physician  Employment 
Agreements  & Corporate  Law 
Fraud  and  Abuse  Issues 
Managed  Care  Contract 
Review  and  Consulting 
Litigation 


•Nol  certified  by  the  Board  of  Legal  Specialization  by  choice, 


Tel  800.880.1300 
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Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701, 


Advertising  Directory 

Aberdeen  Medical  Insurance  Service 40 

American  Association  of  Medical  Review 

Officers 45 

Autoflex  Leasing  Inc Inside  Front  Cover 

Casey  -i-  Casey 31 

Cunningham  Group 10 

Discover/Novus  Network 12 

Gillespie  & Associates,  PC 30 

Holland  Photo 29 

Medical  Pathways 28 

NES  Software 10 

Physician’s  News  Digest 37 

Scott  & White Back  Cover 

Searle  Pharmaceutical 7,8 

Superior  Leasing 5 

Texas  Medical  Association 

PHR  Assistance  Fund 6 

Physician  Services 17 

Web  Site 46 

Winter  Conference 14 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

US  Physical  Therapy 12 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Carotid  Duplex/Color 

May  4-6 

Introduction  to  PV 

March  31- 
April  1 

Abdominal  (3  Day) 

March  9-11 

OB/CYN  (3  Day) 

March  23-25 

Vascular  Accreditation 

April  29 
Aug.  5 

Emergency  Medicine 

March  16-18 

Physics  Spectacular 

March  10-11 

Abdominal  (5  Day) 

April  3-7 

OB/GYN  (5  Day) 

April  10-14 

Musculoskeletal 

June  24-25 

Family  Practice  Physicians 

May  18-20 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 


WWW. aheconline.com 


PAN  AMERICAN  ALLERGY  SOCIETY 

44'*'  Annual  Training  Course  & Seminar 
March  8-12, 2000 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director  Edwyn  L Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professional 
in  mind.  Offering  32  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624, 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 
e-mail:  paas@ctesc.net 


TexasMedicine 


Here’s  what’s  coming 
in  March’s 
Texas  Medicine. 


We’ll  Explore: 


Bioterrorism  threat 
Minority  scholarships 
Antitobacco  lawyers  taking  on  MCOs 
TexMed  2000 

For  more  information,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 


Texas  Neurological  Society's  3rd  Annual 
Winter  Conference,  Feb.  25-27,  2000  in  Austin. 
The  course  “Neurology  for  the  Millenium”  offers 
13.5  hours  of  CME,  including  ethics.  Topics  to  in- 
clude neurosurgery,  neurotrauma,  neuroradiology, 
jALS,  Parkinson’s  Disease,  Epilepsy,  heredity  ataxias, 
botox,  negotiation  and  contract  strategies,  impair- 
ment, RSD  and  neurointensivist.  Contact  TNS  at 
(800)  880-1300,  ext,  1532,  or  (512)  370-1532;  fax 
(512)  370-1626;  rachael_r(a)texmed.org. 


Tel  800.880.1300 
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TMA  Planner 


February  26 

TMA  Winter  Conference:  Medicine’s 
Relevance  in  the  21st  Century 


May  25-28 

Tex  Med  2000 

River  Center  and  Convention  Center 


September  16 

TMA  Fall  Conference;  Policy  and 
Leadership  Development 


Renaissance  Austin  Hotel 

San  Antonio  Renaissance  Austin  Hotel 

February  2000 

February  1 
February  10-13 
February  15 
February  16 
February  17 
February  29 

Houston 

Houston 

Harlingen 

Austin 

Corpus  Christi 
Abilene 

Physician  Stress  and  Burnout 

Texas  Society  of  Pathology  Annual  Meeting 

Medicare  2000  Practice  Management  Seminar 

Medicare  2000  Practice  Management  Seminar 

Medicare  2000  Practice  Management  Seminar 

Medicare  2000  Practice  Management  Seminar 

March  2000 

March  14 

Corpus  Christi 

Breast,  Colon,  and  Lung  Cancers:  What  Physicians  Need  to  Know 
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Ime  Best  Defense 


f 


TMLT  offers  a wide  range  of  services  and  solutions 
to  educate  and  protect  the  physicians  of  Texas. 


Choose  the  best  defense 
Choose  TM LT. 

800*580*8658  www.tmlt.org 


Texas  Medical  LiabiTity  Trust  Austin,  Texas 


SCOTT  & WHITE 


Scott  and  White  Establishes  the 
First  Plummer  Movement  Disorder 
Center  in  Central  Texas 


The  Scott  and  White  Department  of  Neurology  has  established  a Movement  Disorder  Center 
to  provide  a specialized  diagnostic  and  treatment  facility  for  diseases  such  as  Parkinson’s 
disease,  essential  tremor,  gait  and  balance  disorders  and  others.  “In  addition  to  diagnostic 
and  treatment,  the  Center  will  provide  education  and  research  in  the  Central  Texas  area,”  says  Dr. 
Bala  Manyam,  director  of  the  Plummer  Movement  Disorders  Center  and  director  of  research  in  the 
Department  of  Neurology. 

The  Plummer  Movement  Disorders  Clinic  is  located  within  the  Department  of  Neurology,  where 
patient’s  receive  various  treatment  options  following  a diagnosis  of  their  condition.  When  neces- 
sary, periodic  reevaluation  can  be  arranged.  Specialized  treatment  and  follow-up  is  also  provided. 

“An  added  benefit  to  the  patient  is  an  opportunity  to  participate  in  clinical  trials  of  newer  experi- 
mental drugs,”  added  Manyam. 


List  of  Movement  Disorders 

• Parkinson’s  Disease 

• Blepharospasm 

• Torsion  Dystonia 

• Tourette’s  Syndrpme 

• Tremor/Essential  Tremor 

• Spasmodic  Torticollis 

• Chorea 

• Corticobasal 

• Gait  and  Balance  Disorder 

• Orofacial/mandibular- 

• Huntington’s  Disease 

Degeneration  i 

• Ataxia 

dyskinesia/dystonia 

• Tardive  Dyskinesia 

• WUson’s  Disease 

• Multiple  System  Atrophy 

• Meigs’  Syndrome 

• Myoclonus 

• Stiff-man  (Persoh) 

• Progressive  Supranuclear  Palsy 

• Dystonia 

• Writer’s  Cramp 

• Occupational  Cramp 

• Tic 

Syndrome  : 

« 

4 

Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  Appointments  (800)  792-3710 


Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 


Medical  errors  • HMO  lawsuits  • Medical  savings  accounts 
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ine  a mild,  fjill  Saturday  evening  in  Austin.  More  than  85,000  football  fans 
irrell  K.  Royal-Texas  Memorial  Stadium  to  watch  The  University  of  Texas 
lorns  take  on  their  latest  opponent. A breeze  blows  from  east  to  west.  During 
WWfi'st  quarter  of  the  game,  an  unmarked  truck  drives  south  on  the  upper  deck  of 
TH-35  toward  SanAiitonio.  Inside,  terrorists  release  an  aerosol  of  powdered  anthrax 
over  30  seconds  as  the  truck  passes  the  stadium.  The  invisible,  odorless  anthrax 
cloud  rides  the  breeze  through  the  stadium,  parking  lots,  and  the  rest  of  the  UT 
campus.  It  invades  the  State  Capitol  grounds  and  the  businesses  in  downtown 


Aiistin.AVithin  hours,  the  truck  drivers  leave  the  country,  and  within  10  days,  nearly 


5,000  people  die  from 


the  anthrax 


list  is  two  years. . . 
is  more 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

{/  (/  hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "hard  to  find”  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


1*888*234*1234 


Big  Problem: 

Most  long  term  disability 
plans  don’t  adequately 
replace  your  income  if  you 
are  unable  to  work. 

The  result  could  cost  you 
and  your  family 
the  standard  of  living  you’re 
accustomed  to. 


y Solution- 

Lock  in  $2  oon 

protection  with 

ong  Term  Disability 
income  Plan. 

This  Plan,  underwrift  i. 

'America,  is  econ  ^ 
no  financial  a ■ 


Don’t  put  yourself  in  the  position  of  being 
financially  disabled  if  you  can’t  work  anymore. 


Learn  more  now  about  the 

★ $2,000  Long  Term  Disability  Plan 

Call  now: 

1-800-880-8181,  Dept.  2203 

Weekdays  between  7:30  a.m.  and  5:30  p.m.  CT 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Association 


Endorsed  by 


^ Tex 

tt 


TexasMedical 

Association 


Big  responsibilities.. . 

Big  decisions. . . 

Get  solid  financial  protection 
for  your  family  from  TMA. 


lort  Term  and  Long  Term  Disability  coverages  are  underwritten  by  The  Prudential  Insurance  Company  of  America, 
51  Broad  Street,  Newark,  NJ  07102.  Contract  Series:  83500 

this  special  $2,000  a month  offer  is  not  available  to  members  who  are  currently  insured  by  the  TMA-Endorsed  Disability  Income  Plan. 

1ST-A002527 


Cover  Story 

Bioterrorism  threat 

Most  physicians  don’t  spend  a lot  of  time  thinking  about  the  possibility  of  a 
bioterrorism  attack  in  their  communities,  but  the  threat  exists  nonetheless. 
There’s  no  way  of  knowing  if  some  foreign  terrorist  — or  even  a local  wacko  — 
will  decide  to  unleash  a biological  weapon  against  an  unsuspecting  and  defense- 
less population.  Because  the  first  indication  of  an  attack  may  be  large  numbers  of 
patients  turning  up  in  their  offices  or  clinics,  physicians  need  to  know  their  roles 
in  reporting  unusual  cases  and  in  developing  responses  to  terrorists’  attacks. 

By  Johanna  Franks 


niustration  by  Brant  Day 
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Texas  Medicine 

Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further* 

ing  dialogue  and  understanding  within  the 

membership  of  the  Texas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  In  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  the  Texas  Medical  Association. 
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Perioperative  assessment  and  management  of  patients  58 

with  coronary  artery  disease 

By  Darryl  K.  Pottyk,  MD 
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Itegislative  Affairs 

Legislating  medical  errors  26 

That  Institute  of  Medicine  report  on  medical  errors  has  gotten  a lot  of  attention  lately, 
and  state  and  federal  lawmakers  are  scrambling  to  see  what,  if  any,  laws  are  needed. 
But  the  underlying  issue  is  whether  the  report  is  really  all  that  accurate.  There  are 
isome  legitimate  questions  about  how  the  authors  of  the  report  reached  their  conclu- 
Isions.  And,  if  changes  are  going  to  be  made,  physicians  are  the  ones  to  make  them. 
;By  Ken  Ortolon 


Law 

Suing  the  HMOs  40 

Lawyers  who  successfully  sued  the  tobacco  industry  are  now  turning  their  atten- 
ition  to  HMOs.  They  have  filed  lawsuits  against  several  of  the  nation’s  largest  in- 
isurers  over  various  issues,  including  financial  incentives  they  say  encourage 
uphysicians  to  limit  patient  care.  Organized  medicine  is  helping  in  this  effort,  put- 
ting physicians  in  the  unusual  — and  to  some,  uncomfortable,  position  of  cooper- 
lating  with  trial  lawyers. 

By  Monica  Maldonado 

iMedical  Economics 

iMedical  savings  accounts  44 

when  Congress  gave  the  go-ahead  for  a pilot  program  for  medical  savings  accounts 
'(MSAs)  in  1996,  MSAs  were  touted  as  a partial  answer  to  the  problem  of  uninsured 

I patients.  The  program  has  not  exactly  been  an  overwhelming  success,  thanks  in 
part  to  limitations  placed  on  it  by  Congress.  Despite  opposition  from  consumer 
groups,  supporters  still  say  MSAs  are  the  way  to  go,  and  there’s  a new  effort  in  Con- 
jgress  to  remove  the  restrictions  and  make  the  MSA  program  more  successful. 

[By  Johanna  Franke 

i 

I 

Medical  Education 

Minority  scholarships  50 

Damien  Luviano  is  hard  at  work  as  a student  at  The  University  of  Texas  South- 
western Medical  School  at  Dallas  and  is  well  on  his  way  to  realizing  his  dream  of 
becoming  a physician.  He  is  one  of  the  first  recipients  of  financial  aid  from  TMA’s 
Minority  Scholarship  Program,  created  in  the  wake  of  the  Hopwood  ruling  to  help 
qualified  minority  students  get  into  medical  school. 

By  Monica  Maldonado 
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Delicate  Arch  in  Arches  National  Park  near  Moab,  Utah,  by  Ralph  McCleskey,  MD,  Abilene 

If  you  would  like  to  submit  a photograph  forThe  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Associate  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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OCCASIONALLY  WE 
MUST  MAKE  DECISIONS 
REGARDING  OUR 
GOLF  GAME 
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PLAY...OR  SIT  IT  OUT  AT  A CAR  DEALERSHIP? 


Not  interested  in  wasting  the  next  4 hours  of  your  life  at  a car 
dealership?  Lucky  for  you,  we  can  get  you  any  make,  any  model, 
any  time.  In  most  cases  the  next  day.  We’ll  even  deliver  your 
new  car  or  truck  to  your  front  door. 


Managing  Director  • Medical  Division 
TOM  RIGHT  ext.  222 


Assisting  Agents 
KRIS  TATE  ext.  232 
jOHNATHAN  PECK  ext.  235 
FRANK  VENTURE  ext.  241 


Proud  to  be  one  of  the  largest 
auto  groups  in  the  U.S. 


A Van  Tuyl  Company 


2000  Superior  Leasing 


O'*”*’'"''  Pocket  Patient  Billing 

For  the  PaImPilot  ™ & other  Palm  Computing  Platforms® 

• Hospital  Patients  Lists  • Generate  CPT  Charges  and  Procedures 
• Maintain  Problem  lists  and  Diagnoses  • Link  Procedu res/C PT  to  ICD-9  codes 
• Beam  or  email  your  Patient  list  • Print  your  charge  slip  • HotSync®  to  your  PC 

Get  rid  of  your  index  cards,  with  PPB  you  will  no  longer  need  them! 

Pocket  Patient  Billing  - NES  Software,  Inc. 

www.palmdr.com  only  $1 29  sales@palmdr.com 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  you  with  the 
solu  tions  to  your  medical  malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Ab^^eN 



Medical  Insurance  Services 


For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 

Announcement! 

New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 


Editor’s 

Note 


If  our  cover  story  this  month  doesn’t 
scare  you,  it  ought  to  at  least  make 
you  think.  Associate  Editor  Johanna 
Franke  explores  the  possibility  of  a 
bioterrorist  attack  in  Texas,  and  the 
scenario  she  paints  is  frighteningly  real- 
istic — the  release  of  anthrax  on  thou- 
sands of  unsuspecting  football  fans  in 
Austin.  The  death  toll  and  economic 
impact  would  be  staggering. 

While  the  chances  of  such  an  attack 
may  seem  remote,  the  simple  fact  is  there 
are  plenty  of  would-be  terrorists,  home- 
grown and  foreign,  who  might  choose  to 
attack  just  about  anywhere  in  Texas  or 
the  United  States  with  some  sort  of  bio- 
logical weapon. 

If  it  does  happen,  physicians  may  be 
among  the  first  to  detect  that  something 
is  wrong  when  their  offices  or  clinics  are 
suddenly  filled  with  sick  people.  As  one 
physician  put  it,  if  a lot  of  people  with 
flu-like  symptoms  show  up  in  your  office 
in  the  middle  of  July,  something  might 
be  terribly  wrong. 

You  need  to  know  what  to  do  if  the 
worst  happens,  and  Johanna’s  story  will 
give  you  some  valuable  information. 

Also  this  month.  Associate  Editor  Ken 
Ortolon  delves  into  the  much-heralded 
Institute  of  Medicine  report  on  medical 
errors  and  the  rapid  response  to  it  from 
lawmakers. 

Ken  reports  that  while  many  physi- 
cians were  not  surprised  by  the  report, 
they  question  the  methodology  the  au- 
thors used  to  arrive  at  their  conclusions. 
Furthermore,  his  story  points  out,  physi- 
cians are  in  the  best  position  to  know 
how  to  fix  the  system. 


Larry  BeSaw 

Editor 
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200  mg 


iost  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
nd  were  generally  mild  to  moderate. 

lELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity  4 
0 celecoxib,  who  have  demonstrated  allergic-type  reactions 
o sulfonamides,  and  who  have  experienced  asthma, 
irticaria,  or  allergic-type  reactions  after  taking  aspirin 
)r  other  NSAIDs. 


Serious  Gl  toxicity  can  occur  with  or  without 
vaming  symptoms  in  patients  treated 
vith  NSAIDs. 
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OA:  the  convenience  of  qd...the  option  of  bid 


RA:  the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX"^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (GO  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  (jllNICAL 
STUDIES—  Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  Celebrex  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
Celebrex  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6-  ACE-inhibilors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics— Metabo- 
lism). Celebrex  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  5150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24)-  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  530  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  550  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  5 2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  C^ELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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Letters 


Guest  editor  defends 
October  symposium 


The  authors  would  like  to  thank  Dr 
Dunn  for  his  comments  concern- 
ing the  Symposium  on  Environ- 
mental Medicine  published  in  the 
October  issue  of  Texas  Medicine 
(“Environmental  Medicine  Symposium 
Criticized,”  February  2000  Texas  Medi- 
cine, pp  10-11).  Unfortunately,  his  letter 
went  to  press  before  it  was  sent  to  the  au- 
thors of  the  symposium  for  a response. 
The  intent  of  this  symposium  was  to 
I increase  awareness  among  physicians 
I of  environmental  concerns  of  their  pa- 
! tients  and  environmental  causes  of  dis- 
: ease.  The  concept  of  environmental 
contribution  to  disease  is  a well-estab- 
lished epidemiologic  principle.  The  ed- 
itor and  authors  of  the  symposium 
issue  recognize  the  controversial  na- 
ture of  some  of  these  concerns  and 
have  attempted  to  offer  a balanced 
view  of  the  issues.  This  approach  was 
selected,  rather  than  taking  a unilateral 
viewpoint  that  might  be  expressed  by 
some  critics. 

Dr  Dunn’s  response  is  a testimony  to 
the  success  of  this  effort.  Even  he  found 
that  some  of  the  articles  agreed  with 
his  interpretation  of  the  issues.  It  is  our 
sincere  hope  that  the  physician  readers 
will  review  the  October  publication 


and  the  February  commentary  along- 
side this  response  and  judge  for  them- 
selves the  benefit  of  the  symposium  in 
their  daily  management  of  patients. 

Jeffrey  L.  Levin,  MD,  MSPH 

Professor  and  Chair 
Department  of  Occupational  and 
Environmental  Medicine 
The  University  of  Texas  Health  Center 
at  Tyler 

Ethical  capitalism  is  best 


I know  and  trust  Dr  (Richard)  Parker 
with  the  care  of  my  patients  and 
family.  However,  when  it  comes  to 
health  care  reform,  his  approach  is 
prehistoric  (“Drifting  Toward  Social- 
ized Medicine,”  December  1999,  Texas 
Medicine,  p 9).  Access  to  quality  health 
care  is  a human  right.  The  overwhelm- 
ing percentage  of  Americans  and  citi- 
zens of  democratic  societies  strongly 
affirm  this  belief.  I will  leave  it  to  others 
to  debate  political  rights,  but  social  jus- 
tice progresses  in  our  society,  given  the 
end  of  slavery,  universal  suffrage,  and 
greater  opportunity  for  women  and  mi- 
norities than  ever  before.  Social  Secu- 
rity and  Medicare  are  examples  of  a 
progressive  democracy. 

Dr  Parker  states  that  the  individual 


carries  financial  responsibility  for  health 
care.  This  argument  is  at  the  heart  of 
the  matter,  and  in  my  experience  rep- 
resents the  opinion  of  the  leadership  of 
organized  medicine  as  well  as  the  ma- 
jority of  practicing  physicians.  How  is  a 
child  financially  responsible?  Or  the  dis- 
abled, the  elderly,  the  indigent,  those 
with  chronic  illnesses,  those  with  hered- 
itary illnesses,  those  who  are  denied  in- 
surance because  of  preexisting  illnesses, 
and  the  families  of  workers  not  covered 
by  their  employers? 

It  is  idealogic  nonsense  and  arro- 
gance to  claim  that  the  free  market  is 
the  only  moral  and  practical  means  of 
ensuring  quality  health  care.  Western 
Europe,  Canada,  and  Japan,  which  are 
just  some  examples  of  areas  offering 
ethical,  quality  health  care  delivery  sys- 
tems, all  have  longer  life  expectancies 
and  lower  infant  mortalities. 

Free-market  capitalism  produces  a 
few  winners  and  a lot  of  losers,  haves 
and  have-nots,  child  labor,  slave  labor, 
manufacturing  by  political  and  religious 
prisoners,  pollution,  slavery,  segregation, 
and  voting  restrictions.  Ethical  capital- 
ism, which  combines  capitalism,  democ- 
racy, and  social  justice,  creates  a more 
just  society.  The  excesses  of  the  free  mar- 
ket must  be  regulated.  We  have  come  a 
long  way  since  man  took  his  very  first 
steps  on  the  planet.  We  are  capable  of 
so  much  more.  We  can  have  prosperity, 
social  justice,  clean  air,  fresh  water,  and 
uncontaminated  soil.  I submit  that  we 
are  better  off  with  health  care  for  all, 
with  health  care  as  a human  right,  than 
as  a society  with  44  million  people  with- 
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out  insurance  and  millions  more  with 
inadequate  insurance. 

The  irony  of  ethical  capitalism,  in- 
cluding health  care  for  all,  is  the  produc- 
tion of  a healthy,  more  productive,  and 
more  prosperous  society.  When  this  na- 
tion eliminated  slavery  and  segregation, 
expanded  voting  rights  to  all  adults  re- 
gardless of  ethnicity  and  sex,  the  result 
was  greater  opportunity  for  all,  resulting 
in  a better-educated,  more  productive 
population.  The  GI  Bill  is  another  exam- 
ple of  creating  greater  opportunity  with 
fantastic  results.  Health  care  for  all  is 
more  than  ethical,  just,  and  a human 
right.  It  is  an  investment  in  our  people 
that  will  lead  to  greater  productivity 
and  prosperity  as  well  as  significant  im- 
provement in  the  health  of  our  people. 

Gerald  Frankel,  MD 

1441  Redbud  Blvd,  Ste  261 
McKinney,  TX  75069 

A moral  obligation 

wmKmmmKOBmmHmmgsm' 

Dr  Parker  is  correct,  we  have  been 
slowly  drifting  toward  socialized 
medicine  (December  1999  Texas 
Medicine,  p 9).  If  by  socialized 
medicine  one  means  the  federal 
involvement  in  health  care,  then  it  has 
really  been  slow  coming.  The  first  gov- 
ernmental health  program  was  the  Act 
for  the  Relief  of  Sick  and  Disabled  Sea- 
men, enacted  in  1798.  However,  the 
significant  increase  in  the  federal  in- 
volvement in  health  care  came  about  in 
1965  with  the  establishment  of  Medi- 
care and  Medicaid. 

In  1982,  I was  appointed  to  the 
President’s  Commission  for  the  Study 
of  Ethical  Problems  in  Medicine  and 
Biomedical  and  Behavioral  Research. 
The  commission  concluded  that  society 
had  a moral  obligation  to  ensure  a ba- 
sic level  of  health  care  for  all. 

I must  disagree  with  Dr  Parker’s  con- 
cept that  society  has  no  moral  obligation 
to  provide  for  health  care  for  the  poor. 
Certainly  there  is  no  constitutional  right 
to  health  care,  but  “rights”  as  such  are 
granted  by  society,  and  physicians  are  but 
a small  part  of  the  total  macrocosm. 
Rather  than  an  individual’s  “right”  to  de- 
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mand,  society  has  seen  fit  to  assume  a 
moral  obligation  to  provide  health  care  to 
the  unfortunate  who  are  unable  to  pro- 
vide for  themselves.  This  assumption  is 
not  particularly  radical  when  seen  in  the 
perspective  of  a community  that  places 
great  value  on  the  lives  of  its  dogs  and 
cats,  and  on  the  lives  of  whales  and  seals.  ; 

In  the  perfect  world,  each  person 
would  be  well-educated,  have  a good  job 
with  extensive  benefits,  and  would  have  | 
no  personal  habits  detrimental  to 
health.  But,  this  isn’t  a perfect  world. 
About  3%  to  4%  of  the  available  work 
force  is  unemployed.  Many  jobs  are 
menial,  the  pay  is  marginal,  and  there 
are  no  benefits. 

When  all  else  fails,  society  has 
agreed,  by  law,  that  we  will  collectively 
share  in  the  costs  of  providing  medical 
care  to  those  who  cannot  provide  for 
themselves.  Dr  Parker  refers  to  “govern- 
ment coercion  and  force.”  The  govern- 
ment of  the  United  States  is  “we  the 
people,”  and  the  government  can  only 
do  those  things  that  we  have  granted  it 
the  right  to  do  by  law. 

Furthermore,  medical  care  should 
never  and  can  never  be  compared  with 
other  products,  goods,  or  services.  De- 
nial of  medical  care  could  result  in  suf- 
fering, pain,  and  in  some  cases,  death. 
Therefore,  access  today  can  be  the  dif- 
ference between  life  and  death. 

Society  needs  to  decide,  first,  do  we 
have  a moral  obligation  to  provide,  and 
secondly,  what  mechanism  will  be  used 
to  pay  for  that  care? 

Finally,  when  the  framers  of  the  Con- 
stitution submitted  it  to  the  states  for 
ratification,  they  provided  only  a basic 
document.  They  did  not  spell  out  each 
and  every  potential  law  that  the  execu- 
tive, legislative,  and  judicial  branches 
of  our  government  might  enact. 

To  now  deny  health  care  to  the  poor 
and  to  those  who  cannot  provide  it  for 
themselves,  simply  because  the  Constitu- 
tion did  not  spell  this  out  as  a basic  right, 
is  a subterfuge  to  justify  a disdain  for  the 
laws  enacted  by  Congress  in  the  212  years 
since  the  adoption  of  the  Constitution. 

Bruce  K.  Jacobson,  MD  j 

5113  Jennings  Dr  | 

Fort  Worth,  TX  76180  \ 

www.texmed.org  t 


Medical  education 
is  subsidized 


In  the  December  1999  issue  of  Texas 
Medicine  (p  9),  Dr  Richard  Parker 
propounds  the  rights  of  physicians 
. . to  freely  produce  health  care 
and  to  treat  patients,  free  from  gov- 
ernment regulation  . . 

Dr  Parker  may  not  be  aware  of  the  fol- 
dowing:  The  tuition  paid  by  the  average 
American  medical  student  provides  only 
3.9%  of  the  total  expense  incurred  by  his 
or  her  medical  school  to  educate  physi- 
j cians.  The  balance  of  96.1%  comes  from 
i state  and  federal  funds  and  tax-de- 
ductible private  philanthropic  contri- 
butions (see  Journal  of  the  American 
Medical  Association,  September  1,  1999, 
:p  848).  Specialty  training  likewise 
involves  significant  taxpayer  invest- 
ment. Therefore,  all  US-trained  physi- 
cians receive  heavily  subsidized  medical 
education. 

In  effect,  physicians  enter  into  con- 
tracts with  society  to  practice  their  pro- 
fession in  a mutually  beneficial  manner. 
If  society  requests  that  physicians  serve 
in  uniform  or  in  underserved  areas  for 
a given  period,  then  that  is  quid  pro  quo 
and  not  “slavery.” 

To  prevent  misunderstandings  in  the 
future,  it  might  be  best  if  all  prospective 
medical  students  be  provided  informed 
consent  regarding  their  rights,  privileges, 
and  responsibilities  to  society  before 
signing  medical  education  contracts. 

Gabriel  Fried,  MD,  MPH 

15111  Preston  Rd,  Ste  103 
Dallas,  TX  75248 


Questioning  electronic 
signatures 


The  use  of  computers  and  word  pro- 
cessors has  introduced  the  “elec- 
tronic signature”  with  whatever 
legal  implications  it  may  carry. 
As  I understand  it,  one  must 
sign  permission  for  a specific  party  to 
use  an  “electronic  signature,”  just  as  one 
must  sign  to  allow  someone  to  exercise 
a limited  power  of  attorney. 

Otherwise,  what  is  to  prevent  some- 
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one  from  printing  a copy  of  “Little  Red 
Riding  Hood”  and  signing  my  “electronic 
signature”?  1 would  consider  that  to  be 
forgery  of  my  signature,  but  I do  not 
know  the  official  legal  details  involved. 

Could  you  please  advise  those  physi- 
cians who  are  too  busy  to  read  and  sign 
what  they  have  dictated  about  the  risks 
of  misinterpretation  of  their  words  re- 
sulting in  a “bad  outcome”? 

G.  Curtis  Hoskins,  MD 

7615  St  Hwy  36  E 
Cross  Plains,  TX  76443 


Is  claims  review  necessary? 


Regarding  the  Humana  review 
system  (see  “Humana  Starts 
New  Claims  Review  System,” 
January  2000  Action,  p 1),  sup- 
pose we  had; 

1.  Truth  in  pricing  for  health  care, 

2.  Personal  medical  savings  accounts 
available  for  each  individual, 

3.  Tax  deductions  for  health  insurance 
premiums  for  all  individuals  (tax 
credits  if  there  is  a flat  tax),  and 

4.  Tax  deductions  for  charity  care  pro- 
vided by  physicians. 

Then  why  would  we  even  need  a 
Humana  review  system? 

Roy  Blackburn,  MD 

803  N Dixie  Ave,  Ste  234 
Elizabethtown,  KY  42701-2401 
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Newsmakers 


The  Texas  Board  of  Health  has  ap- 
pointed five  physicians  to  the  Texas 
Council  on  Cardiovascular  Disease  and 
Stroke.  They  are  Steve  Bailey,  MD,  of 
San  Antonio;  Kirk  Calhoun,  MD,  of 
Galveston;  Victor  Diaz,  MD,  of  Hous- 
ton; Bob  Hillert,  MD,  of  Dallas;  and  Di- 
■ane  Solomon,  MD,  of  San  Antonio. 

H.  Dwight  Cavanagh,  MD,  vice  chair  of 
ophthalmology  at  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas,  has  received  the  Paton  Award 
for  his  contributions  to  the  Eye  Bank 
Association  of  America. 

Geetha  Chandrasekhar,  MD,  a fourth- 
year  resident  at  Scott  & White  Memorial 
Hospital  in  Temple,  has  been  appointed 
to  a 3-year  term  on  the  Resident,  Fellow 
and  Early  Career  Psychiatrists  Commit- 
tee of  the  American  Academy  of  Child 
and  Adolescent  Psychiatry. 

Robert  L.  Donald,  MD,  of  Houston,  has 
been  reappointed  to  the  Texas  Medicare 
Part  B Carrier  Advisory  Committee  by 
Texas  Medical  Association  President  Alan 
C.  Baum,  MD.  An  internal  medicine  spe- 
cialist, Dr  Donald  also  is  a member  of 
the  TMA  Board  of  Trustees.  The  advisory 
committee  provides  a formal  mecha- 
nism for  physicians  to  be  informed  of 


H.  Dwight  Cavanagh,  MD  Robert  L.  Donald,  MD 


and  participate  in  developing  local  med- 
ical review  policy,  and  to  identify  areas 
of  the  Medicare  program  that  need  im- 
provement. 

Earl  Christian  Kinzie,  DO,  of  Lindale,  has 
received  the  Alumnus  by  Choice  Award 
from  Baylor  University  and  the  Baylor 
Alumni  Association  of  Waco.  Dr  Kinzie 
was  cited  for  his  “extraordinary  inter- 
est” in  and  “faithful  support”  of  Baylor. 
He  delivered  about  2,000  babies  during 
his  49  years  of  practice,  including  his 
namesake,  Earl  Christian  Campbell,  the 
Heisman  Trophy-winning  running  back 
for  The  University  of  Texas. 

Bruce  A.  Levy,  MD,  JD,  has  announced 
that  he  is  resigning  as  executive  direc- 
tor of  the  Texas  State  Board  of  Medical 
Examiners.  Dr  Levy  will  serve  as  an  ex- 
officio  member  of  the  board’s  search 
committee  and  will  continue  to  head 
the  board  until  a successor  is  named. 


Bruce  A.  Levy,  MD,  JD  Michael  J.  Lichtenstein,  MD 


Michael  J.  Lichtenstein,  MD,  has  been 
selected  to  serve  on  the  K-16  Leader- 
ship Council,  a group  created  by  The 
University  of  Texas  System  to  help  im- 
prove the  effectiveness  of  public  educa- 
tion in  Texas.  The  council  works  to 
develop  communication  among  educa- 
tional organizations,  support  creative 
research,  and  advocate  excellence  in 
teacher  preparation  programs.  Dr  Licht- 
enstein is  a practicing  geriatric  physi- 
cian and  professor  of  medicine  in  the 
Division  of  Geriatrics  and  Gerontology 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio. 

Basil  A.  Pruitt,  Jr,  MD,  clinical  professor  of 
surgery  at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  received 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  In  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Basil  A.  Pruitt,  Jr,  MD 


Robert  Suter,  DO 
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Friday,  May  26,  2000 
during  TMA’s  TexMed  2000 
Marriott  Rivercenter 
San  Antonio 
7' 11  p.m.  New  Time! 

For  more  information , 
call  (800)  880 A 300, 
ext.  1466. 


Now! 

Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 

"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fax:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


People 


the  2000  Distinguished  Investigator! 
Award  from  the  American  College  of  Grit-' 
ical  Care  Medicine.  Nominees  for  the' 
award  were  evaluated  for  their  contribu- 
tions to  critical  care  research  by  publish- 
ing articles  in  peer-reviewed  medical 
journals,  presenting  research  data  at  sci-i 
entific  meetings,  and  lecturing  on  re- 
search findings.  Dr  Pruitt  also  is  president 
of  the  American  Surgical  Association. 

Manuel  Rivera,  MD,  is  the  new  chair  of, 
the  Department  of  Internal  Medicine  at 
the  Texas  Tech  Health  Sciences  Center, 
in  El  Paso.  Dr  Rivera,  who  has  served: 
as  interim  chair  since  November  1998,' 
is  a professor  of  internal  medicine  at 
the  school  and  medical  director  for  tu- 
berculosis control  for  the  El  Paso  City- 
County  Health  Department. 

Lubbock  urologist  W.T.  Snodgrass,  MD,i 
has  received  the  Award  of  Hippocrates , 
from  the  Lubbock-Crosby-Garza  County 
Medical  Society. 

Robert  Suter,  DO,  has  been  elected  to  the 
American  College  of  Emergency  Physi- 
cians Board  of  Directors.  Dr  Suter  is 
medical  director  of  Lifestar  Helicopter: 
and  Questcare,  which  provides  emer- 
gency physician  services  to  North  Texas : 
hospitals,  and  a staff  emergency  physi- 
cian at  several  North  Texas  hospitals. 

James  C.  Thompson,  MD,  of  Galveston, 
is  the  new  president  of  the  American; 
College  of  Surgeons.  Dr  Thompson  is  a : 
general  surgeon  at  The  University  of' 
Texas  Medical  Branch  at  Galveston. 

Fort  Worth  surgical  oncologist  Robert  J. 
Turner  III,  MD,  received  the  1999  Bridge 
Breast  Center  Spirit  Award.  He  was 
cited  for  his  dedication  to  treating  low- 
income  women  with  breast  cancer. 

Surendra  K.  Varma,  MD,  has  been 
awarded  the  University  Distinguished 
Professorship  by  the  Texas  Tech  Univer- 
sity Health  Sciences  Center.  Dr  Varma  is 
director  of  the  pediatrics  residency  pro- 
gram at  Texas  Tech  and  president-elect 
of  the  Lubbock-Crosby-Garza  County 
Medical  Society.  He  also  is  a member  of 
the  Texas  Medicine  Editorial  Committee. 
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Steven  A.  Wartman,  MD,  PhD,  will  be- 
come dean  of  the  medical  school  at 
■The  University  of  Texas  Health  Science 
Center  at  San  Antonio  this  spring.  Dr 
Wartman  currently  is  the  Edward  Meil- 
i man  Distinguished  Chair  of  Medicine 
and  physician-in-chief  at  the  Long  Is- 
land Jewish  Medical  Center,  and  direc- 
tor of  the  Center  for  Quality  Research 
of  the  North  Shore-Long  Island  Jewish 
Health  System. 


Sharing  the  Caring 

TMA  PUBLIC  HEALTH  & SCIENCE  WORKING  FOR  YOU 


Learn  more  about  your  Association’s  public  health  and  scientific  resources. 

■ Clinical  Education  ■ Patient  Advocacy 

■ Policy  Development  ■ Legislative  and  Regulatory  Representation 

See  www.texmed.org  or  call  (800)  880-1300  ext.  1403. 


Tex 


TexasMedical 
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Deaths 


OlajideT.  Babalakin,  MD,  34;  Houston; 
University  of  Ibadan,  Nigeria,  1988;  died 
December  31,  1999. 

Percy  W.  Bailey,  Jr,  MD,  76;  Beaumont; 
State  University  of  New  York  at  Buffalo 
School  of  Medicine,  1949;  died  Decem- 
ber 12,  1999. 

Douglas  F.  Barkley,  MD,  88;  Austin;  In- 
diana University  School  of  Medicine, 
1936;  died  December  6,  1999. 

: Frank  Bryant,  Jr,  MD,  69;  San  Antonio; 

■ The  University  of  Texas  Medical  Branch 
at  Galveston,  1956;  died  December  24, 

' 1999. 

Frank  L.  Bynum,  MD,  82;  Fort  Worth; 
University  of  Kansas  School  of  Medicine, 
1940;  died  December  31,  1999. 

Leandro  P.  Cejas,  80;  McAllen;  Havana 
College  of  Medicine,  Cuba,  1945;  died 
I October  5,  1999. 

William  C.  Chears,  Jr,  MD,  73;  Dallas; 
Duke  University  School  of  Medicine, 
1952;  died  December  25,  1999. 

Arthur  L.  Daniel,  MD,  80;  Corpus  Christi; 
University  of  Tennessee  College  of 
Medicine,  1949;  died  July  28,  1999. 

' Joy  L.  Deere,  MD,  65;  El  Dorado,  Ark; 
Baylor  College  of  Medicine,  1959;  died 
j October  10,  1999. 

C.  Edward  Gibbs,  MD,  76;  San  Antonio; 

I Northwestern  University  Medical  School, 
1947;  died  January  4,  2000. 
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Make  your  office  a cancer 
prevention  and  detection  center: 


Ask  about  our  statewido  CME  seminars  and  speakers'  bureau,  too! 

(800)  880-1300  ext.  1672  • (512)  370-1672  poep@texmcd.org  • http://www.texmed.org/healtli_science/hs_poep.html 
401  West  15th  Street  • Austin,  TX  78701-1680 
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CORNELL 

UNIVERSITY 

Johnson  Graduate  School 
of  Management 


The  Anderson  Graduate 
School  of  Management 


The  Executive  Certificate 
Program  in  Healthcare 
Delivery  Management 


EWTT 


Trr 


Endorsed  by: 


tt 


TexasMedical 

Association 


The  Nationally  Recognized 
Program  for  Medical 
Professionals 

COURSE  INFORMATION 

’^The  four,  one-week  modules  foais  on  ^Upon  completion  of  the  four  inde- 
the  essential  issues  of  General  pendent  one-week  modules,  partici- 
Management,  Finance  & Accounting,  pants  iviU  receive  an  Executive  Certificale 
Marketing  & Promotion,  and  in  Healthcare  Delivery  Management 
Leadership  & Negotiation.  from  the  schools. 

'^The  program  features  key  faculty  ‘^CME.Af:<:rrdimHQn/4M4  Cfftrgep'  / c>xm.  ms  actw- 

members  from  Cornett  University’s  ‘‘'TT  Tt 

^ With  the  Essentials  and  Standards  of  the  Accreditation 
Johnson  GrCUiuOtB  School  iff  Monogc-  CouncU  for  continuing  Medical  Education  (ACCME) 
ntenl  the  University  of  CaUfomia  at  the  joint  sponsorship  of  the  Medical  society  of 

Los  Angeles’ Anderson  Gmduate  School  f 

^ School  of  Management  at  Cornell  University,  and  the 

of  Managpifnent,  select  faculty  from  other  Anderson  Graduate  School  of  Management  at  UCLA, 
major  schools  of  business  and  industry  ATSSATK  is  accredited  by  ACCME  to  provide  continuing 
exherts  medical  education  for  physicians  and  takes  responsibili- 

■ ty  pr  the  content,  quality  and  scientific  integrity  of  this 

°»Tbts  program  is  offered  at  convenient  cme  activity. 

MSSNY designates  this  continuing  medical  education 
activity  for  a maximum  of  30  hours  per  week  of 
Category  I credit  toward  the  AMA/PRA  (Physician’s 
Recognition  Award).  Each  physician  should  claim  only 
those  hours  of  credit  that  he/she  actually  spent  in  the 


locations  throughout  the  year  in  Dallas, 
Houston,  San  Francisco,  Los  Angeles,  New 
York  City,  and  on  the  Cornell  campus 
in  Ithaca,  New  York. 


Or  visit  our  web  site  at:  www.StonefteldGroup.com 


John  R.  Mast,  MD,  85,  Midland;  John: 
Hopkins  University  School  of  Medicine 
1938;  died  December  14,  1999. 

William  C.  McCormick,  MD,  70;  Denton; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1953;  died  December  30, 
1999. 

Henry  C.  McDonald,  Jr,  MD,  76;  Fort 
Worth;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1946;  died  De- 
cember 16,  1999. 

David  E.  Miller,  MD,  62;  Deer  Park;  The 
University  of  Texas  Southwestern  Med-i 
ical  School  at  Dallas,  1964;  died  Janu-^ 
ary  6,  2000.  ! 

I 

Morris  Mills,  Jr,  MD,  85;  Houston;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1944;  died  December  30, 

1999.  I 

Gordon  H.  Moore,  MD,  50;  Houston;  The 
University  of  Texas  Health  Science  Cen-^ 
ter  at  San  Antonio,  1975;  died  Novem- 
ber 5,  1999. 

Thomas  A.  Moorman,  MD,  85;  Denison; 
St  Louis  University  School  of  Medicine, 
1941;  died  December  8,  1999. 

Patricia  Lee  Palmer,  MD,  37;  Garland; 
The  University  of  Texas-Houston  Medical 
School,  1988;  died  December  26,  1999. 

Joseph  F.  Peters,  MD,  78;  Cleburne; 
Baylor  College  of  Medicine,  1952;  died; 
December  16,  1999. 

Joseph  P.  Salerno,  MD,  92;  Houston; 
Tulane  University  School  of  Medicine, 
1932;  died  January  4,  2000. 

Jean-Charles  Simon,  MD,  67,  Houston; 
University  of  Montreal  Faculty  of  Med- 
icine, 1958;  died  November  19,  1999. 

Inder  P.  Singh,  MD,  77,  Dallas;  Arya  Med- 
ical School,  India,  1946;  died  January  8, 

2000. 

Donald  A.  Smith,  MD,  68,  Frisco;  Tulane 
University  School  of  Medicine,  1961; 
died  December  8,  1999. 
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ake  dreams 
ome  true. 


Vhen  Damien  Luviano  was  10  years  old,  his  family 
moved  from  Mexico  to  Houston.  Two  months  later, 
little  sister,  Sylvia,  lost  her  right  leg  in  a tragic  accident, 
the  time,  the  Luviano  family  did  not  speak  English,  but 
mien  soon  learned  this  new  language  and  helped  his 

I 

rents  communicate  with  his  sister's  physicians. 

b expertise  and  compassion  shown  by  these  physicians 
pired  Damien  to  pursue  a career  in  medicine.  He  gradu- 
d from  the  High  School  for  Health  Professions  in  Houston,  received  a bachelor's  in  biology 
h honors  from  The  University  of  Texas  at  Austin,  and  was  accepted  to  UT-Southwestern 
[dical  School.  Damien  has  overcome  many  obstacles  throughout  his  life,  but  one  hurdle  he 
les  today  is  the  high  cost  of  attending  medical  school. 


'e  Texas  Medical  Association  Minority  Scholarship  Program  was  able  to  offer  Damien  the  funds 
help  launch  his  medical  education.  When  he  completes  his  training,  Damien  plans  to  work  in 
jexas  inner  city  clinic  or  hospital  where  he  can  treat  patients  who  cannot  afford  medical  care. 

i can  keep  the  dream  alive.  Help  qualified,  underrepresented  minorities  who  have  been  accept- 
to  Texas  medical  schools  by  making  a tax-deductible  donation  today. 

11  Marcia  Collins  at  (800)  880-1300,  ext.  1375,  or  (512)  370-1375,  with  credit  card  donations,  or 
id  a check,  made  payable  to  TMA  Minority  Scholarship  Program,  to: 


TMA  Minority  Scholarship  Program 

Texas  Medical  Association 
401  West  15th  Street 
Austin,  TX  78701-1680 


' TexasMedical 
AssQciation 


TMA  Minority  Scholarship  Program 


Increasing  access  to  Texas  medicine 


TexMed  2000  to  feature  education, 
science,  and  recreational  activities 


If  you  are  looking  for  advice  on  how 
to  change  your  patients’  risky  be- 
havior, or  perhaps  even  your  own, 
or  how  to  help  your  marriage  sur- 
vive the  stresses  of  practicing  med- 
icine, then  the  two  general  sessions 
at  TexMed  2000  May  25-28  in  San 
Antonio  are  the  places  to  be.  The 
general  sessions  are  part  of  the  educa- 
tional tracks  and  scientific  programming 
— plus  a wide  variety  of  recreational  ac- 
tivities — available  to  physicians  and 
their  families  during  the  Texas  Medical 
Association’s  annual  meeting  over  the 
Memorial  Day  weekend. 

The  Opening  General  Session,  from 
2 to  5 pm  on  Thursday,  May  25,  will  be 
presented  through  an  exclusive  part- 
nership with  the  Texas  Medical  Liabil- 
ity Trust. 

The  first  general  session  topic,  “The 
Mind  Game  of  Disease  Management: 
Preventing  Cardiovascular  Disease  and 
Strokes  by  Helping  Patients  Change  Be- 
havior,” with  James  O.  Prochaska,  PhD, 
will  be  presented  in  association  with 
Project  WATCH,  a joint  program  of  TMA 
and  the  TMA  Alliance,  and  funded  by 
the  TMA  Foundation. 

Launched  last  month  in  conjunction 
with  American  Heart  Month,  Project 
WATCH  is  a heart  disease  and  stroke 


prevention  education  program  that  fo- 
cuses on  changing  the  behavior  of  peo- 
ple at  risk  of  stroke  and  heart  attack. 
WATCH  — or  Weight,  Activity,  Tobacco, 
Cholesterol,  and  High  blood  pressure 
— represents  the  five  leading  modifi- 
able risk  factors  for  heart  disease  and 
stroke.  It  includes  awareness  activities 
for  both  physicians  and  patients,  and 
features  various  initiatives  to  encour- 
age and  enable  physicians  to  discuss 
heart  disease  and  stroke  prevention 
with  their  patients  at  every  visit. 


Dr  Prochaska,  of  the  University  of 
Rhode  Island,  is  internationally  recog- 
nized for  his  work  as  a developer  of  the 
stage  model  for  behavior  change.  He 
says  a person’s  ability  to  change  is  di- 
rectly related  to  six  stages  of  develop- 
ment: precontemplation,  contemplation, 
preparation,  action,  maintenance,  and 
termination.  Besides  defining  these 
stages.  Dr  Prochaska  will  focus  on  the 
role  the  physician  plays  in  motivating 
patients  to  make  positive  lifestyle 
changes.  (See  “Choosing  Change,”  Au- 
gust 1999  Texas  Medicine,  pp  34-41.) 


Not  discussing  the  causes  of  health 
problems  with  patients  sends  them  a 
direct  message  that  addressing  the 
causes,  rather  than  just  treating  the 
symptoms,  is  not  important.  Dr  Pro- 
chaska will  offer  physicians  tools  for 
encouraging  behavior  changes  in  pa- 
tients to  reduce  their  risk  of  heart  dis- 
ease and  stroke. 

The  second  Opening  General  Session 
topic  is  “Physician  Stress  and  Burnout  in 
an  Environment  of  Change,”  with  Judy 
Googins,  MD,  chair  of  TMA’s  Committee 


on  Physician  Health  and  Rehabilitation. 
Dr  Googins  will  present  one  of  TMA’s 
most  popular  home  study  courses, 
which  focuses  on  helping  physicians 
manage  stress. 

Besides  the  stress  of  everyday  living, 
other  stress  factors  are  unique  to  the 
medical  profession.  Physicians  can  an- 
ticipate many  of  these  stresses  when 
choosing  to  practice  medicine,  but  it  is 
the  unexpected  stress  that  often  leads 
to  problems.  (See  “Stress,  Burnout,  and 
Addiction,”  March  1999  Texas  Medi- 
cine, pp  42-52.) 


leicMecidm 
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Rabbi  Harold  S.  Kushner 


[James  O.  Prochaska,  PhD 


Judy  Googins,  MD 


Excessive  stress  is  only  part  of  the 
[burden  that  physicians  bear;  physicians 
[often  are  victims  of  their  own  personal- 
jities.  Physicians  typically  have  many  of 
:the  traits  that  are  risk  factors  for 
Iburnout,  and  they  seldom  practice  the 
^healthy  lifestyles  and  preventive  medi- 
cine they  promote. 

Dr  Googins’  presentation  will  enable 
physicians  to: 

I 

( 

• Recognize  common  stress  factors  as 
well  as  those  unique  to  the  medical 
profession, 

• Describe  the  continuum  of  unman- 
aged stress, 

• Evaluate  the  three  stages  of  burnout  to 
1 ascertain  their  personal  level  of  stress, 

• Analyze  the  expectations  and  char- 
! acteristics  of  physicians  that  in- 
crease risk  for  burnout. 

Apply  learned  skills  to  manage 
j stress,  and 

• Identify  sources  of  assistance  for  un- 
managed stress. 

One  of  the  stresses  that  physicians 
face  is  treating  chronically  ill  patients 
and  interacting  with  their  families.  In 
the  final  Thursday  Opening  General 
Session  presentation.  Rabbi  Harold  S. 
Kushner  will  address  this  issue  in 
“Healing  What  We  Cannot  Cure.”  The 
lecture  qualifies  for  1 hour  of  ethics 
continuing  medical  education. 

Rabbi  Kushner  is  the  rabbi  laureate 
of  Temple  Israel  in  Natick,  Mass,  after 
serving  that  congregation  for  24  years. 
He  is  best  known  as  the  author  of  When 
Bad  Things  Happen  to  Good  People. 


Rabbi  Kushner  will  discuss  the  pres- 
sures of  being  a physician  and  how  to 
avoid  letting  them  affect  your  personal 
and  professional  lives.  He  will  speak 
about  his  personal  experience  with 
health  care  professionals  as  the  parent 
of  a son  with  progeria,  as  well  as  his 
experience  as  a spiritual  leader. 

Drawing  on  modem  literature,  psy- 
chology, theology,  and  30  years  of  expe- 
rience as  a spiritual  leader.  Rabbi 
Kushner  will  address  the  difference  be- 
tween healing  and  curing,  and  what  it 
means  to  patients,  their  families,  and 
their  doctors.  In  addition,  he  will  discuss 
physician  stress  and  burnout  with  recom- 
mendations from  a spiritual  viewpoint. 

Medical  marriages 

The  second  general  session  will  be  held 
from  8 to  9 am  on  Saturday,  May  27, 
and  will  feature  the  presentation  “Good 
Eamilies  Don’t  Just  Happen:  Raising 
Children  in  a Medical  Marriage,”  by 
Catherine  Musco  Garcia-Prats  and 
Joseph  A.  Garcia-Prats,  MD,  of  Houston. 

They  have  been  married  for  26  years 
and  have  10  sons,  ranging  in  age  from  6 
to  24,  from  kindergarten  to  second-year 
medical  school.  They  are  the  authors  of 
Good  Families  Don’t  Just  Happen:  What 
We  Learned  from  Raising  Our  Ten  Sons 
and  How  It  Can  Work  for  You,  in  which 
they  discuss  the  lessons  and  wisdom 
gained  from  raising  a large  family. 

Individually  and  as  a couple,  they 
lecture  nationally  on  family  and  par- 
enting. They  have  been  guests  on  The 
Oprah  Winfrey  Show,  and  many  other 
national  and  local  radio  and  television 


Catherine  M.  Garcia-Prats  and 
Joseph  A.  Garcia-Prats,  MD 


talk  shows.  Feature  articles  on  the  Gar- 
cia-Prats family  have  appeared  in 
newspapers  and  publications  through- 
out the  United  States. 

Dr  Garcia-Prats  is  associate  profes- 
sor in  the  Department  of  Pediatrics  and 
the  Center  for  Ethics,  Medicine  and 
Public  Issues  at  Baylor  College  of  Med- 
icine. Catherine  Garcia-Prats  is  a for- 
mer first-grade  teacher,  who  volunteers 
her  time  for  medical-,  school-,  and 
church-related  organizations. 

In  their  presentation,  the  Garcia- 
Pratses  will  discuss  what  has  worked 
for  them  in  raising  children  in  a medical 
marriage.  They  will  give  tips  for  main- 
taining spousal  relationships,  commit- 
ments and  priorities,  and  respect  for 
each  other  and  their  children.  They  will 
discuss  the  often-difficult  choices  they 
have  made  to  keep  their  family  first  and 
to  strengthen  their  relationship.  They 
will  relate  the  importance  of  establish- 
ing family  goals,  and  participants  will 
learn  the  importance  of  committing  to 
make  the  necessary  choices  to  have  a 
good  family. 

The  Saturday  General  Session  is  de- 
signed for  medical  students,  residents, 
and  practicing  physicians,  and  to  be  of 
interest  to  both  physicians  and  spouses. 
This  year’s  topic  continues  to  build  on 
the  “Family  of  Medicine”  theme  begun 
in  1998. 

Registration  materials  and  advance 
program  information  are  available  on 
request  by  e-mailing  texmed2000@ 
texmed.org;  calling  (800)  880-1300, 
ext  1452,  or  (512)  370-1452;  or  regis- 
tering online  at  virtual.texmed.org.  ★ 
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CONNECT  TO  TMA 


TMA  switchboard 

(800)  880-1300 

Impaired  Physicians 

(800)  880-1640 
Insurance 
(800)  880-8181 

Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 

sneakpreview@texmed.org 

Specialty  Societies 

ssms@texmed.org 

TexMed  2000 

texmed2000@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 


Texans  focus  on  future 
for  Public  Health  Week 


Texas  Youth:  Our  Key  to  a Healthy 
Future  is  the  Texas  Department 
of  Health’s  (TDH’s)  theme  for 
National  Public  Health  Week, 
April  3-7.  By  encouraging  chil- 
dren to  engage  in  healthy  behaviors 
now,  TDH  officials  hope  to  prevent 
problems  down  the  road. 

The  department  also  is  celebrating  the 
passage  of  House  Bill  1444,  which  makes 
Texas  the  first  state  to  include  the  essen- 
tial public  health  services  in  public  health 
law.  (See  “Living  Longer  and  Better,”  Jan- 
uary 2000  Texas  Medicine,  pp  38-47.) 
TDH  has  asked  local  health  departments 
to  take  the  lead  in  hosting  public  forums 
and  activities  to  involve  elected  officials 
and  to  educate  the  public  on  what  these 
services  mean  to  communities. 

The  Statewide  Public  Health  Aware- 
ness Committee  has  created  a Web  site 
at  www.tdh.state.tx.us/SPHAC  with  a 
schedule  of  Public  Health  Week  events 
and  links  to  participants.  The  site  also 
has  a downloadable  PowerPoint  pres- 
entation covering  the  public’s  percep- 
tions of  public  health  and  encouraging 
them  to  take  active  roles  in  their  own 
communities. 

For  more  information,  call  Andrea 
Morrow  at  TDH  at  (512)  458-7111,  ext 
6586,  or  e-mail  amorrow@comm.tdh. 
state. tx. us.  ★ 


TMA  House  to  vote  on 
constitutional  amendment 


An  amendment  to  the  TMA  Consti- 
tution that  includes  the  name 
change  of  the  Resident  Physician 
Section  to  the  Resident  and  Fel- 
low Section  will  be  considered  by 
the  TMA  House  of  Delegates  during 
TexMed  2000  in  San  Antonio  in  May. 
The  following  is  the  proposed  amend- 
ment (text  to  be  added  is  underlined  and 
text  to  be  removed  is  crossed  through) : 

Amend  Article  V,  House  of  Dele- 
gates, Section  2,  as  follows: 

Sec  2.  The  membership  of  the 
House  of  Delegates  shall  consist  of 
(1)  Delegates,  elected  in  accordance 
with  this  Constitution  and  Bylaws, 
and  ex  officio;  (2)  the  President,  the 
President-Elect  . . . (12)  delegates 
from  the  Resident  Physician  and  Fel- 
low Section;  (13)  delegates  repre- 
senting the  Medical  Student  Section 
from  each  approved  and  active  Med- 
ical Student  Section  Chapter  . . . 

The  name  change  was  initially  ap- 
proved by  the  House  during  its  May 
1999  session,  and  a bylaws  amendment 
was  approved  to  accommodate  the 
change.  Amendments  to  the  associa- 
tion’s constitution  require  two  separate 
readings  and  votes  before  approval.  ★ 


Louise  Geerts,  center, 
assistant  executive  vice 
president  of  the  Harris 
County  Medical  Society, 
helps  Kelsey-Seybold 
Clinic  physicians  com- 
plete membership  appli- 
cations at  the  Texas 
Medical  Association 
booth,  kicking  off  Kelsey- 
Seybold's  initiative  to 
provide  membership  in 
TMA  and  Harris  County 
Medical  Society  to  100% 
of  its  physicians.  From 
left  are  Anita  Steephen, 
MD;  Ather  Siddigi,  MD; 
Eugene  Podrazik,  MD; 
and  Glen  Landon,  MD. 
TMA  President  Alan 
Baum,  MD,  welcomed  the 
new  members  to  TMA  in 
a special  all-staff  meet- 
ing in  December. 
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WEB  SITES  OF  INTEREST  TO  TEXAS  PHYSICIANS  BY  JENNIFER  OWN  BY 


March's  "MedBytes"  features  useful  Web  sites  about  bioterrorism.  health  aspects  of  bioterrorism  preparedness  and  response.  The 

site  includes  emergency  contact  information  for  each  state  and  a 

Association  of  Professionals  in  Infection  listing  of  different  biological  agents. 

Control  and  Epidemiology  (APIC) 


Visit  www.apic.org/html/resc/biomain.html  to  read  a Bioterror- 
ism Readiness  Plan  template  for  hospitals.  In  cooperation  with  the 
Centers  for  Disease  Control  and  Prevention,  APIC  offers  this  readi- 
ness plan  to  serve  as  a reference  document  and  initial  template  to 
facilitate  preparation  of  bioterrorism  readiness  plans  for  individual 
institutions.The  plan  outlines  the  steps  necessary  for  responding  to 
the  biological  agents  most  likely  to  be  employed  in  any  future  bio- 
logical attack:  smallpox,  botulism  toxin,  anthrax,  and  plague. 


The  Last  Word 

For  the  first  word  on  bioterrorism,  visit  www.last-word. 
com/nsplus/insight/bioterrorism/bioarmageddon.html.  On 
this  site,  you'll  find  a description  of  what  would  likely  happen  dur- 
ing a bioterrorism  attack  on  people  who  are  unprepared  versus 
those  who  are  prepared. The  site  also  links  to  several  other  bioter- 
rorism articles. 


World  Health  Organization 


JAMA  resources 

Go  online  to  view  past  issues  oi  the  Journal  of  the  American  Med- 
ical Association  that  contain  bioterrorism  information.  The  JAMA 
archives  at  jama.ama-assn.org/pi  include  articles  on  anthrax  as 
a biological  weapon  (May  12, 1999),  smallpox  as  a biological  weapon 
(June  9, 1999),  and  weapons  of  mass  destruction  (January  12,  2000). 

Center  for  Civilian  Biodefense  Studies 

This  site,  located  at  www.hopkins-biodefense.org,  was  estab- 
lished as  a communication  tool  in  hopes  of  averting  bioterrorism 
and  its  devastating  effects. The  site  provides  up-to-date  informa- 
tion on  the  biological  agents  of  greatest  concern  and  explores 
ways  to  prevent  and  respond  to  their  use  on  civilians.  It  includes 
actual  cases  of  bioterrorism  to  study  for  lessons  in  prevention,  de- 
tection, and  management. 

Centers  for  Disease  Control  and 
Prevention  (CDC) 

CDC's  site,  located  at  www.bt.cdc.gov,  provides  information 
about  chemical  and  biological  agents,  news  releases,  training, 
contacts,  and  other  important  information  dealing  with  the  public 


Visit  the  World  Health  Organization's  “To  Our  Health"  site  at 
www.who.int/infwha52/to_our_health/newspaper.html,  and 

click  on  “US  Concern  Over  Bioterrorism  Threat.”  US  Secretary  of 
Health  and  Human  Services  Donna  Shalala,  PhD,  covers  the  World 
Health  Organization's  role  in  preparing  for  bioterrorism.  Dr  Shalala, 
a former  professor,  university  president,  and  Peace  Corps  volunteer, 
leads  a large  US  delegation  that  includes  the  US  surgeon  general, 
director  of  the  Centers  for  Disease  Control  and  Prevention,  and  the 
heads  of  the  American  Medical  Association,  the  American  Public 
Health  Association,  and  the  American  Nurses  Association. 

TMA’s  Web  Site 

Help  your  patients  untangle  the  Web  of  medical  information  — refer 
them  to  www.texmed.org.  When  you  talk  to  your  patients  about 
what  Web  sites  they  search  for  health  information,  tell  them  about 
the  TMA  Web  site's  Internet  Gateway  to  Health  Resources.  The 
World  Wide  Web  links  found  in  this  gateway  were  researched  and 
approved  by  theTMA  Library,  under  the  guidance  ofTMA's  Council 
on  Public  Health.  Watch  for  an  upcoming  issue  of  Texas  Medicine 
that  features  a poster  designed  for  your  office  or  waiting  room, 
telling  your  patients  about  theTMA  Web  site's  Internet  Gateway. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  theTMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline: 


By  Laura  J.AIbreclit 


The  following  is  a collection  of  current  consumer  magazine  articles  that  feature  health 
and  medical  information  your  patients  may  read  and  ask  you  about.  Send  your  sugges- 
tions and  comments  to  Laura  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin, TX  78701; 
or  e-mail  laura_a@texmed.org. 

“HOWYOUR  DOCTOR  MAY  BE  FAILINGYOU."  A survey  of  3,000  readers  reveals  doc- 
tors may  not  be  asking  critical  health  questions.  Redbook,  2/00 

“IT  SEEMS  EVERYONE  HAS  IT.”The  pesky  outbreak  of  flu  across  the  nation  is  over- 
whelming hospitals  and  physicians.  Newsweek,  1/17/00 

“THE  PL  AGUE  YEARS.”  AIDS  tightens  its  death  grip  on  Africa.  More  than  1 million  chil- 
dren in  Africa  are  HIV-positive  and  there  is  no  end  to  the  devastation.  Newsweek,  1/17/00 

“THIS  SIMPLETEST  COULD  SAVEYOUR  LIFE."  Learn  how  to  be  on  the  lookout  for 
kidney  disease.  Reader's  Digest,  2/00 

“WEB  MEDICINE  DOS  AND  DON’TS."  Parents  are  reminded  to  always  talk  to  their 
children’s  doctor  before  going  online  for  medications.  Parents,  1/00 

“A  DAY  INTHE  LIFE  OF  A SCHOOL  NURSE."  School  nurses  are  assuming  the  roles  of 
“doctor,  therapist,  teacher,  and  mom.”  Add  to  that  the  fact  that  “many  families  don't 
have  health  insurance  and  managed  care  has  made  it  harder  for  most  parents  to  consult 
a doctor.”  Parents,  1/00 

"BEYONDTHE  PAP.”  A new  gene  test  could  replace  the  Pap  smear.  Time,  1/17/00 

“ISTHERE  CELERY  INTHATTUNA?”  Ordinary  meals  may  trigger  a deadly  allergy  at- 
tack. Good  Housekeeping,  2/00 

“WHAT  WOMEN  DOCTORS  USE  FOR  BIRTH  CONTROL.”  Are  patients  following 
their  doctor’s  advice  on  birth  control?  Good  Housekeeping,  2/00 
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HeartCare  Partnership 
strives  to  improve  quality 


By  Laura  J.  Albrecht,  Associate  editor 

Imagine  a cooperative  project  that  is  a 
win-win-win  situation  for  patients, 
physicians,  and  health  care  facilities. 
The  Texas  HeartCare  Partnership 
(HCP)  is  designed  to  improve  the  man- 
agement of  risk  factors  in  the  secondary 
prevention  of  cardiovascular  disease.  Edu- 
cational workshops,  quality  improvement 
processes,  and  patient  educational  mate- 
rials have  been  developed  specifically  for 
participants.  The  program  has  been  em- 
braced by  TMA’s  Project  WATCH.  Through 
physician  and  patient  education.  Project 
WATCH  focuses  on  the  five  leading  modi- 
fiable risk  factors  of  heart  disease  and 
stroke:  Weight,  Activity,  Tobacco,  Choles- 
terol, and  High  blood  pressure. 

The  HeartCare  Partnership  is  a joint 
effort  of  TMA  and  the  Texas  Affiliate  of 
the  American  Heart  Association,  with 
support  from  Merck  & Company. 

“This  program  is  designed  for  physi- 
cians who  want  to  do  the  best  for  their 
patients,”  said  Bob  Hillert,  MD,  chair  of 
the  HeartCare  Partnership  Subcommit- 
tee of  the  TMA  Committee  on  Cardio- 
vascular Diseases  and  an  appointee  to 
the  Texas  Council  on  Cardiovascular 
Disease  and  Stroke.  “Physicians  have 
an  obligation  to  demonstrate  quality.” 

In  addition  to  being  offered  to  physi- 
cians, the  4-hour  workshops  are  open  to 
hospitals,  private  offices,  clinics,  and 
cardiac  rehabilitation  programs  that  are 
seeking  ways  to  improve  quality  of  care 
for  cardiovascular  patients.  Currently, 
28  Texas  hospitals  and  22  physician  of- 
fices are  participating  in  the  program. 
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The  first  step  physicians  need  to 
take  before  participating  in  the  pro- 
gram is  to  complete  a baseline  self-au- 
dit to  identify  potential  areas  for 
practice  improvement.  Following  the 
continuing  medical  education-accred- 
ited workshops,  participants  conduct 
self-audits  of  hospital  and  physician  of- 
fice charts.  A Risk  Management  Chart 
Audit  form  is  developed  and  the  Heart- 
Care  Partnership  program  is  imple- 
mented within  the  physician’s  practice 
or  health  care  facility.  Three  6-  and  12- 
month  follow-up  chart  audits  are  con- 
ducted. An  award  of  recognition  is 
given  once  a practice  has  shown  im- 
provement and  met  specific  patient 
management  criteria. 

Program  participants  learn  to: 

• Describe  the  evidence-based  medi- 
cine supporting  secondary  preven- 
tion of  cardiovascular  disease; 

• Identify  and  prioritize  cardiovascu- 
lar disease  risk  factors  for  secondary 
prevention; 

• Recognize  barriers  to  and  solutions 
for  implementing  secondary  preven- 
tion; and 

• Develop  site-based  plans  for  cardio- 
vascular risk-factor  modification 
with  a definite  schedule  for  imple- 
mentation. 

The  following  participants  have  met 
patient  management  criteria  developed 
by  the  TMA  Committee  on  Cardiovas- 
cular Diseases  and  the  Texas  Affiliate  of 
the  American  Heart  Association: 

• Doctor’s  Hospital  of  Dallas; 

• Northeast  Baptist  Hospital,  San  An- 
tonio; 

• Cardiology  and  Internal  Medicine 
Associates,  Dallas; 

• Practice  of  Bob  Hillert,  MD;  Leonard 
Corness,  MD;  and  Carlos  Arauz- 
Pacheco,  MD,  Dallas; 

• Heart  and  Vascular  Institute,  San  An- 
tonio; and 

• Amarillo  Heart  Group. 

For  more  information  on  HeartCare 
Partnership  workshops,  contact  Bridget 
Butler  at  (800)  880-1300,  ext  1461,  or 
(512)  370-1461;  or  e-mail  bridget_b@ 
texmed.org.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Researchers  at  the  Massachusetts  General  Hospital  say  brain  scans  have  revealed 
measurable  biochemical  differences  in  people  with  attention  deficit  hyperactivity  dis- 
order (ADHD).  Patients  with  ADHD  had  70%  more  dopamine  transporters,  but  re- 
searchers could  not  determine  whether  that  was  a cause  or  an  effect  of  the  disorder. 
Lancet,  12/16/99 

The  early  onset  of  dementia  in  elderly  war  veterans  may  be  indicated  by  recurring  symp- 
toms of  traumatic  stress  disorder,  a study  at  Wake  Forest  University  School  of  Medicine 
shows.  Journal  of  the  American  Geriatrics  Society,  1/00 

A Canadian  study  indicates  that  angiographic  assessment  of  collateral  circulation  can 
help  identify  patients  with  severe  internal  carotid  artery  stenosis  who  may  have  a re- 
duced risk  of  stroke  or  transient  ischemic  attack.  Scientists  at  the  John  P.  Robarts  Re- 
search Institute  in  London,  Ontario,  say  their  findings  suggest  that  collateral 
circulation  is  important  in  reducing  the  risk  of  stroke.  Stroke:  Journal  of  the  American 
Heart  Association,  1/00 

Another  stroke-related  study  shows  that  the  risk  of  stroke  in  elderly  patients  may  be  in- 
creased with  the  aggressive  lowering  of  diastolic  blood  pressure  with  antihypertensive 
medication  to  below  65  mm  Hg.  Researchers  at  Erasmus  University  Medical  School  in 
Rotterdam,  Holland,  say  patients  with  a blood  pressure  of  about  140/80  mm  Hg  have  the 
lowest  risk  of  stroke.  Hypertension,  12/99 

It  may  be  difficult  to  treat  overly  aggressive  boys  with  counseling  because  they  have 
been  found  to  have  lower-than-expected  levels  of  the  stress  hormone  cortisol  in  their 
saliva,  a University  of  Chicago  School  of  Medicine  study  suggests.Treating  such  young- 
sters with  drugs  given  to  hyperactive  children  may  be  more  effective,  the  study  says. 
Archives  of  Generai  Psychiatry,  1 /OO 

Women  may  have  a higher  risk  of  lung  cancer  than  men  because  they  have  a more  fre- 
quent airway  expression  of  a gene  linked  to  carcinogenesis.  University  of  Pittsburgh  re- 
searchers have  found. They  say  the  gastrin-releasing  peptide  receptor  GRPR  is  located 
on  the  X chromosome,  thus  their  susceptibility  to  the  effects  of  tobacco  “may  be  asso- 
ciated with  airway  expression  of  GRPR.”  Journal  of  the  National  Cancer  Institute,  1/5/00 

Almost  25%  of  American  children  grow  up  in  families  with  alcoholism  or  alcohol  abuse 
and  many  develop  their  own  alcohol  problems,  have  conduct  disorders  or  emotional  dis- 
turbances, and  perform  poorly  in  school,  says  a National  Institutes  of  Health  report. 
American  Journal  of  Pubiic  Heaith,  1/00 
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AIG  Assist,  a member  company  of 
American  International  Companies,  a 
Fortune  2s  global  leader  and  the 
leading  US  based  international 
insurance  organization,  is  an  assistance 
service  organization  that  provides 
services  to  travelers  and  clients 
worldwide  We  currently  hav'e  the 
following  opportunit>-  in  Houston; 

Medical  Director 

For  24/7/365  on  site  medical 
department  Responsibilities 
include  directing  physician/nurse 
case  managers,  implementing 
policies/procedures,  supervising 
international  medical  repatriations  and 
participating  in  business  development 
Some  travel  required  Bilingual  and 
travel  medicine  experience  a plus 
This  position  will  require  Texas  MD 
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low  4.4%  interest  rate 


UT  Southwestern  begins 
study  of  treatment-resistant 
depression 


The  National  Institute  of  Mental 
Health  (NIMH)  has  awarded  a 
$26.9  million  contract  to  The 
University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas  to 
study  treatment-resistant  depression.  It 
is  the  largest  depression  research  con- 
tract ever  awarded  by  NIMH. 

A.  John  Rush,  MD,  vice  chair  for  re- 
search in  the  Department  of  Psychiatry, 
will  oversee  clinical  trials  involving 
Southwestern  and  at  least  11  other  US 
medical  institutions  and  4,000  patients 
who  will  be  treated  over  a 5-year  period. 

Dr  Rush  says  the  research  project 
aims  to  determine  the  treatment  plan 
for  patients  who  do  not  respond  to  stan- 
dard medication  or  a particular  type  of 
psychotherapy;  when  to  combine  treat- 
ments, such  as  two  medications  or  med- 
ication and  psychotherapy;  and  when  to 
switch  from  one  treatment  to  another. 

The  study  is  designed  to  be  more  real- 
istic than  most  short-term  treatment  tri- 
als that  contrast  one  or  two  drugs  with  a 
placebo,  Dr  Rush  says.  Patients  will  par- 
ticipate in  a longer  research  study,  and  a 
more  diverse  group  of  patients  from  dif- 
ferent types  of  medical  settings  will  be 
enrolled.  No  participant  in  the  study  will 
take  a placebo.  Patients  will  all  receive 
medication  and/or  psychotherapy  and 
will  be  evaluated  throughout  the  study 
on  the  effectiveness  of  treatments.  ★ 


Physicians  urged  to  thank 
teachers  for  their  help 


When  is  the  last  time  you 
thanked  a teacher  for  his  or 
her  efforts  to  help  you  on 
your  way  to  a career  in  medi- 
cine? Well,  as  the  television 
commercial  says,  that’s  too  long.  But 
here’s  your  chance. 

A program  called  “Thank  a Teacher” 
is  encouraging  physicians  to  write  a 
thank-you  letter  to  a former  teacher  or 
to  the  science  and/or  mathematics  de- 
partment of  a local  high  school.  Per- 
haps there  was  a teacher  who  made  a 
difference  in  your  life  or  who  provided 
a learning  experience  that  influenced 
you  to  pursue  a medical  career. 

Susan  Gory,  secondary  science  coor- 
dinator for  the  Cypress-Fairbanks  Inde- 
pendent School  District  near  Houston, 
says  teachers  rarely  receive  positive 
feedback.  Thanking  them  for  what  they 
have  done  for  students  will  be  appreci- 
ated, and  they  will  share  the  message 
with  other  educators,  thus  promoting  a 
more  positive  and  rewarding  climate 
for  teachers. 

A serious  shortage  of  science  and 
math  teachers  is  approaching,  she  says, 
because  teachers  are  not  finding  the 
profession  as  rewarding  as  they  did  in 
the  past  and  are  opting  for  more  lucra- 
tive work. 

TMA  will  present  outstanding  science 
teachers  with  awards  during  TexMed 
2000  in  May.  ★ 


The  American 
Medical 
Association’s 
"National  House 
Call"  mobile  home 
parks  in  front  of 
the  Capitol  in 
Washington,  DC. 
"House  Cali,” 
which  kicked  off 
during  the  New 
Hampshire 
presidential 
primary  and  Iowa 
caucuses,  will 
focus  the 
candidates' 
attention  on 
health  care  issues 
during  the 
presidential 
campaign. 
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^^actice  management  can  be  a three-ring  circus,  but  TMA  Physician  Services  can  help 
your  practice  succeed  in  a managed  care  environment.  Utilize  our  expertise  for  an  extensive 
array  of  practice  management  consulting  services.  Contact  a TMA  consultant  today. 
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Outlawing  mistakes 


Institute  of  Medicine  report  focuses  legislative  attention  on  medical  errors 


hen  the  national  Institute  of 
Medicine  (lOM)  reported  last 
year  that  between  44,000  and 
98,000  Americans  die  every 
year  as  a result  of  medical  er- 
rors, few  health  professionals 
were  surprised.  (See  “To  Err  is 
Human,”  February  2000  Texas  Medicine,  p 
13.)  While  there  is  considerable  disagree- 
ment over  the  magnitude  and  accuracy  of 
the  lOM’s  estimates  (it  was  based  on  stud- 
ies of  errors  occurring  in  only  three  states), 
physicians,  nurses,  pharmacists,  and  other 
health  professionals  have  been  attempting 
to  focus  national  attention  on  the  problem 
of  medical  errors  for  some  time.  > > 


By  Ken  Ortolon,  Associate  editor 
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In  1997,  the  American  Medical  As- 
sociation established  the  National  Pa- 
dient  Safety  Foundation  (NPSF)  to 
attack  the  systemic  nature  of  medical 
mistakes.  More  recently,  the  nursing 
and  pharmacy  professions,  as  well  as 
the  hospital  industry,  have  been  look- 
ing at  the  problem. 

But  the  lOM  report,  entitled  “To  Err 
Is  Human:  Building  a Safer  Health  Sys- 
tem,” seems  to  have  galvanized  both 
public  and  legislative  attention  to  the 
issue  of  medical  errors.  And  leaders 
I throughout  the  health  care  industry  say 
that  attention  is  almost  certain  to  lead 
to  some  legislative  action  to  address 
the  problem  both  at  the  congressional 
and  state  legislative  levels. 

“Because  of  all  the  media  attention 
, and  the  attention  this  report  is  receiv- 
; ing  from  elected  officials,  somebody’s 
, going  to  act,”  said  Fort  Worth  surgeon 
I Robert  W.  Sloane,  Jr,  MD,  chair  of  the 
I Texas  Medical  Association  Council  on 
I Legislation.  “I  believe  it  has  always  been 
I the  physicians  and  health  professionals 
j who  best  know  where  the  system  needs 
i to  be  changed  and  where  improvements 
can  be  made.” 

Challenging  the  findings 

According  to  a report  delivered  to  the 
TMA  Board  of  Trustees  last  month  by 
TMA  staff  members,  the  lOM  report 
has  a serious  methodological  problem. 

The  data  used  to  derive  the  figures 
that  as  many  as  98,000  persons  die  each 
year  from  medical  errors  are  based  on 
information  from  two  large  studies.  The 
first  study  is  from  an  unpublished  arti- 
cle using  1992  data  from  Colorado  and 
Utah.  The  reported  death  rate  in  those 
two  states  is  6.6%.  The  second  is  from 
New  York  using  1984  data  that  re- 
ported a much  higher  percentage  of  ad- 
verse events  (13.6%).  The  authors  of  the 
study  then  extrapolated  these  numbers 
to  total  hospital  admissions  in  1997  to 
arrive  at  a figure  as  high  as  98,000. 

“The  data  to  make  this  argument  are 
old  and  based  on  a limited  study  of  just 
three  states,”  said  the  staff  report  to  the 
TMA  Trustees,  prepared  by  Karen  Batory, 
director  of  the  TMA  Division  of  Public 
Health  and  Quality.  “Moreover,  the  trend 
in  medical  errors  from  published  sources 
that  are  quoted  in  the  lOM  report  has 
actually  decreased  from  4.6%  in  1977  to 


3.75%  in  1984  to  2.9%  in  1992.  Deaths 
from  medical  errors  show  the  most  dra- 
matic improvement.  Most  importantly, 
this  decline  in  error  rate  has  occurred 
in  the  absence  of  mandatory  reporting!” 

In  an  unpublished  study,  “The  Patient 
Safety  Crisis:  An  Analysis  of  the  Science 
and  Rhetoric  of  the  American  Patient 
Safety  Movement,”  John  Dale  Dunn,  MD, 
JD,  of  Brownwood,  says  the  medical  er- 
ror rate  based  on  data  from  the  Texas 
Medical  Foundation  (TMF)  contradicts 
the  lOM  report  findings.  Dr  Dunn  is  a 
consultant  to  the  TMA  Patient-Physician 
Advocacy  Committee. 


Based  on  review  of  data  from  more 
than  300,000  charts  in  a multiyear  study 
of  all  nonfederal  hospitals  in  Texas,  Dr 
Dunn  says,  TMF  data  suggest  that  the 
negligence  rates  are  one  tenth  of  that 
reported  in  the  New  York  study.  Further- 
more, the  TMF  analysis  was  far  more 
exhaustive  in  the  number  of  charts 
pulled  — 300,000  (data  over  a 3-year 
period,  1989-1992)  versus  31,000  in- 
patient records  in  the  New  York  study  us- 
ing 1984  data.  The  TMF  data  are  also 
more  recent  than  the  data  in  the  New 
York  study.  TMF’s  data  and  methodol- 
ogy, according  to  Dr  Dunn,  are  much 
better  than  the  New  York  data,  which 
showed  the  highest  error  rate  of  all 
studies  identified  in  the  lOM  report. 

Leading  the  parade 

Kim  Ross,  vice  president  for  public  pol- 
icy for  TMA,  says  physicians  and  other 
health  professionals  have  expressed 
concern  for  some  time  about  systemic 
problems  that  can  put  patients  at  risk, 
particularly  with  regard  to  more  obvious 
situations  like  medication-related  errors 
or  misreading  of  charts. 

What  may  have  come  as  a surprise  is 
how  quickly  Congress  and  President 
Clinton  jumped  on  the  issue.  Even 
though  the  NPSE,  federal  health-related 


agencies  such  as  the  Veterans  Adminis- 
tration, and  others  were  already  looking 
at  the  issue  and  taking  steps  to  reduce 
mistakes,  the  politicians  in  Washing- 
ton, DC,  leapt  immediately  into  action. 

On  December  13,  1999,  just  2 weeks 
after  release  of  the  lOM  report,  the 
Subcommittee  on  Labor,  Health  and  Hu- 
man Services,  Education  and  Related 
Agencies  of  the  Senate  Committee  on 
Appropriations  held  hearings.  President 
Clinton  also  acted  quickly,  appointing  a 
presidential  task  force  to  examine  the 
problem  and  recommend  solutions 
within  60  days. 


And  it  is  believed  that  Sen  Edward  M. 
Kennedy  (D-Mass)  already  is  preparing 
legislation.  Medicine  has  garnered  sub- 
stantial credibility  from  patient  advocacy 
organizations  during  their  fights  over 
patients’  rights  during  the  past  several 
years.  Consequently,  Senator  Kennedy 
and  other  congressional  leaders  have 
sought  input  and  collaboration  from 
AMA  and  several  state  medical  associa- 
tions in  developing  an  appropriate  re- 
sponse to  the  lOM  report. 

“Medicine  has  come  a long  way  from 
the  old  days  of  doctor-baiting  and  politi- 
cal ambush  over  questions  involving  pa- 
tient safety,”  Mr  Ross  said.  “This  is  yet 
another  opportunity  to  work  in  a posi- 
tive, constructive  fashion.  In  other  words, 
fix  the  problem  and  not  the  blame.” 

Joe  DaSilva,  senior  vice  president  for 
public  affairs  at  the  Texas  Hospital  As- 
sociation (THA),  says  the  issue  is  “po- 
litically sellable.  It’s  a dramatic  issue,  it 
plays  on  the  fears  of  the  public,  and  it 
creates  a reason  for  bigger  government.” 


All  articles  in  Texas  Medicineihai  mentionTexas  Med- 
ical Association’s  stance  on  state  legislation  are 
defined  as  “legislative  advertising,”  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“I  believe  it  has  always  been  the  physicians 
and  health  professionals  who  best  know 
where  the  system  needs  to  be  changed  and 
where  improvements  can  be  made.” 
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Commentary: 

The  role  of  quality  improvement  organizations  in  reducing  medical  errors 


By  D.  Clifford  Burross,  MD,  president 
Texas  Medical  Foundation 

Through  its  recent  report,  the  Institute  of 
Medicine  (iOM)  has  issued  a chailenge  to  or- 
ganizations committed  to  health  care  quality. 
Reducing  medicai  errors  by  50%  over  the  next 
5 years,  as  advocated  by  the  report,  will  re- 
quire action  by  a coalition  of  private  and  pub- 
lic entities  across  the  health  care  spectrum. 
As  a Medicare  quality  improvement  organiza- 
tion (QIO),  the  Texas  Medical  Foundation 
(TMF)  contributes  to  this  effort  through  educational  and  quality  im- 
provement activities  with  health  care  professionals. 

Preventable  errors  are  unintended  products  of  flawed  systems 
that  operate  throughout  the  health  care  industry.  Health  care  sys- 
tems are  complex  and  interdependent,  thus  presenting  opportuni- 
ties for  failure  and  defying  simple  solutions.  In  the  chapter  “Why 
Do  Errors  Happen?”  the  report  describes  a case  study  of  a med- 
ication error  during  surgery.The  error  resulted  from  failures  in  the 
process  of  care,  including  the  difficulty  of  programming  and  using 
multiple  infusion  devices,  each  containing  different  medications 
at  different  concentrations;  poor  communication  among  the  care 
team;  and  insufficient  training  of  new  team  members  (1,  pp  43-48). 

The  IOM  report  points  to  preventable  medical  errors  in  every 
area,  from  wrong-site  surgery  in  the  hospital  or  ambulatory  setting 
to  errors  in  drug  dispensation  at  the  retail  pharmacy.  Because  er- 
rors occur  throughout  the  health  care  system,TMF  agrees  with  the 
IOM  report  that  “preventing  errors  and  improving  safety  for  pa- 
tients require  a systems  approach  in  order  to  modify  the  condi- 
tions that  contribute  to  errors”  (1,  p 42).  The  health  care  industry 
must  examine  systems  of  care  to  discover  where  errors  take  place 
and  build  processes  that  ensure  patient  safety  into  those  systems. 

TMF  has  long  promoted  a systems  approach  to  health  care  qual- 
ity improvement.  Under  contract  with  the  Health  Care  Financing 
Administration  (HCFA),  QIOs  work  with  the  health  care  community 
to  identify  opportunities  for  improving  clinical  processes  and  im- 
plementing systems  changes  to  bring  about  measurable  improve- 
ments in  care  delivered  to  Medicare  beneficiaries.  In  this  model, 
Texas  health  care  professionals  (with  assistance  and  support  from 
TMF  if  requested)  collect  and  analyze  baseline  data,  identify  oppor- 
tunities for  improvement,  implement  changes  to  processes  of  care, 
and  conduct  periodic  remeasurement  to  determine  the  degree  of  im- 
provement and  make  further  changes  as  indicated. 

The  systems  change  method  thatTMF  promotes  is  the  same  ap- 
proach necessary  for  reducing  medical  errors.  In  fact,  stripped  to  its 
basic  elements,  TMF’s  quality  improvement  work  can  be  summa- 
rized as  a collaborative  effort  to  reduce  medical  errors  of  omission. 
For  example,  clinical  trials  have  demonstrated  that  using  an- 
giotensin-converting enzyme  (ACE)  inhibitors  decreases  the  risk  of 
death  in  congestive  heart  failure  (CHF)  patients  who  were  not  con- 
traindicated for  this  therapy  (2).  However,  a 1999  random  sample  of 


620  CHF  cases  inTexas  suggests  that  fewer  than  62%  of  eligible  pa- 
tients were  discharged  on  ACE  inhibitors  (3). 

Failure  to  deliver  this  proven  therapy  to  all  eligible  CHF  patients 
constitutes  a medical  error  of  omission.  Errors  of  omission  occur 
when  health  care  professionals  fail  to  take  action  that  would  benefit 
the  patient.  By  designing  systems  to  ensure  that  eligible  CHF  patients 
receive  appropriate  treatment,  hospitals  can  improve  care  by  reducing 
errors  of  omission.  While  errors  of  omission  are  not  often  featured  on 
the  evening  news,  they  can  cause  unnecessary  harm  to  patients,  and 
they  are  preventable  through  the  systems  change  approach. 

Many  issues  still  must  be  addressed  before  it  is  possible  to  de- 
termine the  extent  of  the  role  that  QIOs  might  play  in  reducing  med- 
ical errors.  Chief  among  these  is  confidentiality  as  it  relates  to 
voluntary  reporting  of  medical  error  data  by  health  care  profession- 
als. Patient  case  data  released  to  QIOs  for  medical  peer  review  or 
quality  improvement  are  protected  from  legal  discovery.  However, 
no  blanket  protection  exists  nationwide  for  data  related  to  medical 
errors  and  “near  misses.”This  is  particularly  true  for  errors  of  com- 
mission where  a patient  is  harmed  as  the  result  of  a physician's  ac- 
tion, for  example,  injury  that  results  from  a prescription  error.  Most 
of  the  medical  errors  discussed  in  the  IOM  report  are  of  this  type. 

As  the  report  points  out,  the  fear  of  punishment  and  litigation 
has  a chilling  effect  on  the  reporting  of  medical  errors,  which  re- 
sults in  a lack  of  data  from  which  to  learn  lessons  and  design 
process  improvements.  Recommendation  6.1  of  the  report  calls  for 
Congress  to  “pass  legislation  to  extend  peer  review  protections  to 
data  related  to  patient  safety  and  quality  improvement  that  are  col- 
lected and  analyzed  by  health  care  organizations  for  internal  use  or 
shared  with  others  solely  for  purposes  of  improving  safety  and  qual- 
ity” (1,  p 96).  Such  a provision  would  be  an  important  step  toward 
creating  an  atmosphere  where  data  can  be  reported  and  used  in  a 
continuous  quality  improvement  framework.  It  also  might  allow 
QIOs  more  latitude  in  using  their  data  management  expertise  to  as- 
sist providers  with  patient  safety  improvement  activities. 

In  the  meantime,  HCFA  is  preparing  for  an  expanded  role  in  this 
effort  by  soliciting  information  from  the  QIOs  on  possible  projects 
to  address  medical  errors.TMF  is  investigating  this  topic  for  pos- 
sible implementation  as  a quality  improvement  initiative  inTexas. 

Ensuring  patient  safety  is  central  to  health  care  quality.  There- 
fore,TMF  and  QIOs  across  the  country  will  continue  to  play  a sig- 
nificant role  in  helping  to  reduce  the  incidence  of  medical  errors. 

1.  Kohn  LT,  Corrigan  JM,  Donaldson,  MS,  eds.To  Err  is  Human — Building  a Safer 
Health  System.  Committee  on  Quality  of  Health  Care  in  America,  Institute  of 
Medicine.  Washington  DC:  National  Academy  Press;  1999. 

2.  Stevenson  WG,  Stevenson  LW,  Middlekauff  HR,  et  al.  Improving  survival  for 
patients  with  advanced  heart  failure:  a study  of  737  consecutive  patients.  J Am 
Coll  Cardiol.  1995;26:1417-1423. 

3.  Congestive  Heart  Failure  Project,  A Texas  Medical  Foundation  White  Paper. 
1999:4-5. 


A former  TMA  president,  Dr  Burross  is  the  director  of  the  Wichita  Falls  Family 
Practice  Residency  Program. 
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Mobilizing  to  respond 

With  Congress  already  working  on  the 
issue  and  the  potential  for  the  Texas 
Legislature  to  examine  it  in  2001,  TMA 
I is  preparing  to  enter  the  debate. 

“The  Institute  of  Medicine  report 
I should  open  up  a lot  of  opportunities  for 
! physicians  to  do  what  they  have  been  ad- 
I dressing  in  the  Texas  Legislature  for  over 
a decade  — and  that’s  improve  the  sys- 
tem,” said  Alfred  Gilchrist,  TMAs  director 
‘of  legislative  affairs.  “TMA  has  practi- 
cally begged  the  legislature  on  a biennial 
I basis  to  adequately  fund  the  Texas  State 
1 Board  of  Medical  Examiners  and  has  sys- 
tematically updated  and  revised  the  en- 
forcement provisions  of  the  Medical 
I Practice  Act  in  coordination  with  the 
■board’s  concerns  for  the  last  10  years.” 

I Toward  that  end,  TMA  has  acceler- 
lated  its  efforts.  In  February,  the  TMA 
Council  on  Legislation  asked  TMA 
trustees  to  designate  the  Patient-Physi- 
cian Advocacy  Committee  to  take  the 
lead  role  to  identify  any  action  that  the 
state  legislature  and  health-related  agen- 
cies can  take,  and  to  coordinate  their  ef- 
forts with  AMA  and  other  national  health 
care  organizations.  The  Patient-Physician 
Advocacy  Committee  would  coordinate 
'expertise  from  other  TMA  councils  and 
|i  committees,  as  well  as  medical  specialty 
li  societies.  It  also  would  liaison  with  a 
[!  coalition  of  health  care  professionals 
from  TMA,  THA,  Texas  Nurses  Associa- 
j tion,  Texas  Pharmacy  Association,  and 
others  to  examine  the  problem  from  a 
broader,  health-industry-wide  perspec- 
tive. These  organizations  have  worked 
together  on  these  and  related  health  care 
issues  for  the  past  decade. 

j Bugs  in  the  system 

I The  lOM  report  focuses  mainly  on  inpa- 
' tient  errors  that  occur  in  hospitals  and 
other  health  care  facilities,  particularly 
: on  errors  resulting  from  system  or 
I process  failures  rather  than  individual 
, negligence.  The  report  points  to  medica- 
I tion-related  errors  as  one  of  the  most 
I frequent  problems  in  hospitals. 

Some  of  the  blame  may  rest  on  the 
shoulders  of  national  efforts  to  contain 
health  care  costs,  some  experts  say.  Clair 
1 Jordan,  executive  director  of  the  Texas 
! Nurses  Association,  says  hospital  staffing 

I Tel  800.880.1300 
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has  become  a major  concern  of  her  or- 
ganization. Nurse-to-patient  ratios  in 
some  hospital  intensive  care  units,  for 
example,  have  gone  from  1 or  2 patients 
per  nurse  to  as  high  as  5 patients  per 
nurse,  she  says. 

Mr  Ross  says  managed  care  is  at 
least  partly  to  blame  for  that  problem. 
“The  double  whammy  of  the  cost  cut- 
ting of  managed  care  with  its  powerful 
disincentives  toward  inpatient  care  and 
the  starving  down  of  reimbursement  to 
hospitals  and  doctors  has  had  an  im- 
pact,” he  said. 

Diane  Ginsburg,  MS,  RPh,  immedi- 
ate past  president  of  the  Texas  Society 
of  Health-System  Pharmacists,  agrees. 
“Health  systems  have  been  running  in 
the  red,”  she  said.  “I  think  managed  care 
has  had  an  impact  on  that.” 

Jerry  Patterson,  executive  director  of 
the  Texas  Association  of  Health  Plans, 
says  managed  care  is  not  the  culprit. 

“I  think  it’s  reasonable  to  assume  that 
you  reach  a point  where  continuing  to 
ramp  down  hospital  reimbursements 
has  a negative  effect.  And,  of  course, 
the  major  ramping  down  of  hospital  re- 
imbursements has  not  been  managed 
care.  It’s  been  federal  compensation, 
whether  it’s  the  Balanced  Budget  Act, 
whether  it’s  Medicare  reimbursement, 
whether  it’s  Medicaid,”  he  said. 

Managed  care  has  had  a positive  im- 
pact on  health  care  accountability,  says 
Ms  Ginsburg,  who  also  is  a clinical  asso- 
ciate professor  at  The  University  of  Texas 
at  Austin  College  of  Pharmacy.  “However, 
we  sometimes  cut  too  many  positions 
and  cut  too  much  to  try  to  affect  the 
bottom  line,  and  patient  safety  suffers.” 

Four  tiers  to  safety 

The  lOM  report  recommends  a four- 
tiered approach  to  solving  the  problem 
of  medical  errors: 

1 . Establishing  a national  focus  to  create 
leadership,  research,  tools,  and  proto- 
cols to  enhance  the  knowledge  base 
about  safety, 

2.  Identifying  and  learning  from  errors 
through  immediate  and  strong  manda- 
tory reporting  efforts, 

3.  Raising  standards  and  expectations 
for  safety  improvement,  and 


4.  Creating  safely  systems  inside  health 

care  organizations. 

The  report  includes  several  recom- 
mendations that  could  directly  lead  to 
congressional  or  state  legislative  action. 
The  first  calls  for  the  creation  of  a na- 
tional Center  for  Patient  Safety  within 
the  federal  Agency  for  Health  Care  Pol- 
icy and  Research  to  set  national  goals 
for  patient  safety,  track  progress  in  meet- 
ing those  goals,  and  issue  an  annual  re- 
port to  the  president  and  Congress.  It 
also  would  develop  knowledge  and  un- 
derstanding of  errors  in  health  care  by 
developing  a research  agenda,  funding 
centers  for  excellence,  evaluating 
methods  for  identifying  and  preventing 
errors,  and  funding  communication  ac- 
tivities to  improve  patient  safety. 

The  report  recommends  initial  an- 
nual funding  for  the  center  of  $30  mil- 
lion to  $35  million.  Officials  with  TMA, 
TNA,  and  TPA  all  say  they  would  sup- 
port creation  of  such  a center. 

There  is  less  agreement,  however, 
on  lOM  recommendations  for  a nation- 
wide mandatory  reporting  system  to 
collect  information  about  adverse  events 
that  result  in  death  or  serious  harm, 
and  urging  state  health  professional  li- 
censing boards  to  implement  periodic 
reexamination  and  relicensing  of  physi- 
cians, nurses,  and  other  key  health  care 
providers. 

While  health  professionals  support 
the  idea  of  reporting  medical  errors  and 
using  that  data  to  help  prevent  future 
mistakes,  they  are  wary  of  how  such  a 
system  would  be  implemented.  In  testi- 
mony at  the  5enate  subcommittee  hear- 
ing in  December,  Bryan  family  physician 
Nancy  W.  Dickey,  MD,  warned  that  past 
federal  efforts  to  collect  such  data  have 
had  a negative  effect  on  efforts  to  create 
an  environment  of  trust  that  fosters 
open  communication  about  errors. 

“It  is  our  policy  to  encourage  the  de- 
velopment of  guidelines  for  a national 
reporting  system,”  said  Dr  Dickey,  past 
president  of  AMA  and  past  chair  of  the 
NP5F  Board  of  Directors.  “We  emphasize 
that  such  guidelines  should,  at  a mini- 
mum, include  a nonpunitive  mechanism 
for  reporting  incidents,  post-incident 
evaluations  for  prevention  of  subsequent 
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TMA  Advantage 
TMA  quality  watchdogs 


By  Monica  Maldonado,  Associate  editor 

When  it  comes  to  undertaking  meaningful  initiatives  to  help  physi- 
cians set  baseline  standards  for  the  quality  of  patient  care,  the 
Texas  Medical  Association  is  in  the  forefront.  In  1997,  for  example, 
it  joined  theTexas  Osteopathic  Medical  Association  and  theTexas 
Medical  Foundation  (TMF)  in  establishing  theTexas  Health  Qual- 
ity Institute  (THQI),  which  offers  physicians  a central  information 
center  for  the  collection,  analysis,  and  reporting  of  information  re- 
lated to  quality  studies. 

“The  resources  for  physicians  to  set  up  the  process  of  collecting 
data  are  not  readily  available,  so  what  we  do  is  offer  them  a series 
of  tools  they  can  use  to  evaluate  their  current  level  of  care,”  said 
Josie  Williams,  MD,  of  Austin, THQI  chair. 

Among  theTHQI  goals  are  to  create  an  information  exchange 
on  outcomes  research,  develop  a quality  management  plan  for 
physician  networks,  provide  access  to  all  quality  data  it  obtains, 
and  help  physicians  meet  accreditation  requirements  of  the  Na- 
tional Committee  for  Quality  Assurance  or  the  Joint  Commission 
on  Accreditation  of  Healthcare  Qrganizations. 

For  more  information,  call  Karen  Batory,  director  of  theTMA  Di- 
vision of  Public  Health  and  Quality,  at  (800)  880-1300,  ext  1403,  or 
(512)  370-1403;  or  e-mail  karen_b@  texmed.org. 

TMF,  chartered  byTMA  in  1971  as  a designated  peer  review  or- 
ganization, contracts  with  the  Health  Care  Financing  Administra- 
tion (HCFA)  to  demonstrate  measurable  levels  of  improvementfor 
six  major  disease  topics  through  the  Health  Care  Quality  Improve- 
ment Program.  (See  "The  Role  of  Quality  Improvement  Qrganiza- 
tions in  Reducing  Medical  Errors,"  p 28.)Those  six  areas  include 
acute  myocardial  infarction,  congestive  heart  failure,  stroke/tran- 
sient ischemic  attack/atrial  fibrillation,  pneumonia/influenza,  dia- 
betes, and  breast  cancer. 

“The  point  is,  all  physicians  know  that  patients  who  suffer  acute 
myocardial  infarction  should  be  given  aspirin  and  beta  biockers  im- 
mediately after  the  incident,”  said  Carol  McCauley,  director  of  health 
services  improvement  forTMF,  “and  it’s  not  that  physicians  decide 
not  to  do  these  things.  We  just  try  to  convince  them  and  hospitals 
that  they  need  systems  that  don't  depend  on  someone's  memory.” 

To  that  end,  TMF  acts  as  a consultant  to  hospitals  and  individual 
physicians  to  establish  and  attain  performance  benchmarks  for  care.  In 
its  latest  contract,  which  began  February  1,TMF  offered  its  services  to 
allTexas  hospitals  that  admit  Medicare  patients  (about  375),  as  well  as 
to  all  fee-for-service  physicians.Those  who  don't  volunteer  to  partici- 
pate can  still  receive  information  and  educational  material  fromTMF. 

Those  who  do  participate  useTMF's  data  collection  tools,  such 
as  medical  record  templates  and  flow  sheets,  to  measure  their  level 
of  improvement.  The  organization  makes  information  from  across 
the  state  available  to  each  participant  so  that  each  can  compare 
their  standing.  For  more  information,  contactTMF  at  (800)  725-9216. 

TMA  also  has  paired  with  the  American  Heart  Association  in 


the  HeartCare  Partnership  project,  a continuing  medical  education 
course  designed  to  improve  risk  factor  management  in  patients  with 
coronary  artery  disease.  “The  HeartCare  program  goes  further  than 
traditional  continuing  medical  education  programs  because  it  offers 
more  than  straightforward  lectures,”  said  Bridget  Butler,  project  co- 
ordinator atTM  A.  Participants  are  asked  to  perform  a baseline  chart 
audit  before  attending  a HeartCare  Partnership  workshop,  where 
physicians  help  them  design  a practical  patient  management  pro- 
gram for  their  office  or  hospital.  Finally,  follow-up  chart  audits  are 
performed  at  designated  times  throughout  the  ensuing  year  to  track 
improvement.  Call  Ms  Butler  at  (800)  880-1300,  ext  1461,  or  (512)  370- 
1461;  e-mail  bridget_b@texmed.org;  or  visit  theTMA  Web  site  at 
www.texmed.org  for  more  information. 

“The  resources  for  physicians  to 
set  up  the  process  of  collecting  data 
are  not  readily  available,  so  what 
we  do  is  offer  them  a series 
of  tools  they  can  use  to  evaluate 
their  current  level  of  care.” 


TMA  aiso  offers  the  Education  for  Physicians  on  End-of-Life  Care 
(EPEC)  program,  which  focuses  on  the  essential  clinical  competen- 
cies for  end-of-life  care.  Its  core  curriculum  is  designed  to  give  par- 
ticipants (via  lectures,  videos,  small  group  discussions,  and  practical 
exercises)  the  basic  knowledge  to  effectively  and  legally  provide 
comfort  for  dying  patients.  Kristen  Brockman,  program  coordinator, 
saysTexas  was  the  first  to  offer  EPEC  at  a statewide  level  atTexMed 
'99.  For  more  information,  contact  Ms  Brockman  at  (800)  880-1300,  ext 
1680,  or  (512)  370-1680;  or  e-mail  kristen_b@texmed.org. 

For  the  past  5 years,TMA's  Physician  Qncology  Education  Pro- 
gram (PQEP)  has  been  tracking  data  on  treatment  and  screening 
of  cancer  in  Texas.  Through  a series  of  surveys,  PQEP  compiles  a 
database  that  measures  physician  practices  and  oncology  educa- 
tion needs. The  resuits  are  used  to  develop  educational  materials 
that  PQEP  shares  with  policymakers  and  continuing  medical  edu- 
cation directors  throughout  the  state. 

For  more  information,  contact  Jenny  Young  Tribble,  PQEP  pro- 
gram manager,  at  (800)  880-1300,  ext  1673,  or  (512)  370-1673;  e-mail 
poep@texmed.org;  or  see  theTMA  Web  site  at  www.texmed.org. 


Monica  Maldonado  can  be  reached  at  (800)  880-1300,  ext  1385,  or  (512)  370-1385;  or  by 
e-mail  at  monica_m@  texmed.org. 
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occurrences,  and  federally  guaranteed 
legislative  protection  from  discovery  for 
all  aspects  of  this  information.” 

Another  problem  with  mandatory 
reporting  is  that  the  process  will  be  ex- 
pensive and  even  unnecessary  if  objec- 
tives for  reporting  are  unclear  and 
duplicative,  the  TMA  staff  report  to  the 
Board  of  Trustees  said.  Nationally, 
mechanisms  are  already  in  place  to  ad- 
: dress  preventing  medical  errors,  in- 
cluding the  Joint  Commission  on 
Accreditation  of  Healthcare  Organiza- 
: dons  (JCAHO),  the  Institute  for  Safe 
Medication  Practices,  and  peer  review 
organizations  in  the  Medicare  program. 
In  Texas,  there  is  the  work  of  TMF, 
Texas  Health  Quality  Alliance,  peer  re- 
view committees  in  hospitals  and  man- 
aged care  plans,  and  possibly  the  Texas 
Health  Information  Council. 

The  lOM  report  states  that  at  least  a 
third  of  states  already  have  adverse 
event  reporting  systems,  and  lOM  in- 
terviewed 13  of  the  states.  No  evidence 
exists  to  show  that  medical  error  rates 
are  lower  in  those  states  with  mandatory 
reporting  than  in  states  without  manda- 
tory reporting.  It  is  not  clear  that  a 
mandatory  reporting  system  will  elimi- 
nate medical  errors  or  even  target  a way 
i to  improve  systems  of  care. 

I An  effective  alternative  to  mandatory 
reporting  is  developing  research  efforts 
. to  show  an  evidence-based  approach  to 
[ focus  on  studying  and  improving  the  en- 
tire process  of  care,  the  TMA  staff  report 
said.  “Certainly,  the  efforts  of  the  Agency 
for  Health  Care  Research  and  Quality  to 
publish  reports  showing  what  works  and 
what  doesn’t  based  on  scientific  study 
can  be  applied  to  clinical  practice.  That 
is  the  philosophy  of  the  Texas  Health 
Quality  Institute,  which  seeks  to  provide 
physicians  with  useful  tools  to  improve 
processes  of  care  in  their  practice.” 

Bruce  Levy,  MD,  JD,  executive  direc- 
tor of  the  Texas  State  Board  of  Medical 
Examiners,  says  some  confidentiality  has 
to  be  built  into  the  reporting  system  so 
doctors  and  nurses  can  report  problems 
without  fear  of  being  disciplined  or  sued. 

“When  cases  of  actual  negligence 
exist,  the  licensing  boards  are  empow- 
ered to  deal  with  them,”  Dr  Levy  said. 
“And  this  board  has  effectively  dealt 


with  quality  of  care  cases.  I think  that’s 
pretty  well  documented.  But  system  er- 
rors are  things  that  we  need  to  be  look- 
ing at.  We  must  design  a system  that 
allows  doctors  and  hospitals  to  report 
without  fear  of  being  disciplined  so  we 
may  learn  how  the  mistakes  are  made, 
fix  them,  and  make  the  practice  of  med- 
icine much  safer.” 

Testing  one,  two,  three 

As  for  periodic  reexamination  and  reli- 
censing of  health  care  professionals, 
there  appears  to  be  little  support,  even 
among  those  involved  in  health  profes- 
sional licensing  or  quality  improvement 
efforts.  Temple  cardiologist  Jim  Rohack, 
MD,  TMA  president-elect,  says  paper- 
and-pencil  tests  have  not  been  effective 
in  determining  continued  competency. 

“All  a test  really  does  is  measure  a 
body  of  knowledge,”  Dr  Rohack  said. 
“When  one  looks  at  competency,  it’s 
not  necessarily,  do  you  have  a body  of 
knowledge?  It’s,  do  you  know  how  to 
apply  it,  how  to  take  the  knowledge 
and  use  it  in  the  correct  way?” 

Rather  than  periodically  retesting 
every  licensed  health  care  professional, 
a better  approach  may  be  to  retest  those 
who  have  demonstrated  some  pattern 
of  deficiency,  suggests  Phil  Dunne,  exec- 
utive director  of  TME 

Ms  Ginsburg  says  the  solution  may 
lie  not  with  the  licensing  board  but  with 
certification  boards,  such  as  those  of  the 
various  medical  specialties.  Specialty 
board  certification  is  no  longer  good  for 
life  but  requires  periodic  recertification, 
she  points  out. 

“There  needs  to  be  some  system  to 
ensure  that  practitioners  are  qualified 
and  competent,”  she  said.  “In  medical 
specialties,  recertification  has  been  done 
now  for  quite  a few  years.  I think  that’s 
coming  in  other  practices.  I don’t  neces- 
sarily, personally  think  that’s  bad.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o@texmed.org. 
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magine  a mild,  fall  Saturday  evening  in  Austin. 
More  than  85,000  football  fans  fill  Darrell  K.  Royal- 
Texas  Memorial  Stadium  to  watch  The  University 
of  Texas  Longhorns  take  on  their  latest  opponent.  A 
breeze  blows  from  east  to  west. 

During  the  first  quarter  of  the  game,  an  un- 
marked truck  drives  south  on  the  upper  deck  of  IH- 
35  toward  San  Antonio.  Inside,  terrorists  release  an 
aerosol  of  powdered  anthrax  over  30  seconds  as 
the  truck  passes  the  stadium.  The  invisible,  odor- 
less anthrax  cloud  rides  the  breeze  through  the  sta- 
dium, parking  lots,  and  the  rest  of  the  UT  campus. 
It  invades  the  State  Capitol  grounds  and  the  businesses  in 
downtown  Austin. 

Within  hours,  the  truck  drivers  leave  the  country,  and  within 
10  days,  nearly  5,000  people  die  from  the  anthrax  attack. 

Could  this  happen? 

It  very  well  could,  says  Thomas  V.  Inglesby,  MD,  an  assis- 
tant professor  in  the  Division  of  Infectious  Diseases  at  Johns 
Hopkins  University  School  of  Medicine.  He  presents  a de- 
tailed anthrax  case  study  on  which  the  above  scenario  was 
based  in  the  July-August  1999  issue  of  Emerging  Infectious 
Diseases  (www.cdc.gov/ncidod/EID/vol5no4/inglesby.htm) . 

Upon  hearing  this  scenario  at  a conference  last  year,  Den- 
nis Perrotta,  PhD,  chief  of  the  Bureau  of  Epidemiology  at  the 
Texas  Department  of  Health  (TDH),  says  he  was  struck  by 
the  total  social  disruption  a bioterrorist  attack  like  this  could 
cause.  “A  whole  area  of  a city,  like  downtown  Austin,  would 
die.  Nobody  would  want  to  live  in  that  area  or  operate  their 
businesses  or  the  university  down  there.  People  would  no 
longer  visit  the  Capitol  or  trade  with  Austin  companies,”  Dr 
Perrotta  said.  “The  disruption  to  the  city  would  be  more  than 


“People  won’t  be 
gasping  and  collapsing 
like  they  would  in  a 
chemical  attack.  It 
won’t  be  immediately 
evident.  There  will  be 
no  9-1-1  call  for  this, 
and  it  will  show  up 
days  to  weeks  later.” 


sarin  nerve  gas  was  released  in  a Tokyo  subway  by  the  Aum 
Shinrikyo  cult,  killing  12  people  and  sending  more  than 
5,000  to  hospitals  for  treatment.  A chemical  response  would 
be  handled  much  like  a very  serious  hazardous  materials 
spill  at  the  local  level,  but  biological  events  would  be  no- 
ticed by  physicians  when  patients  began  filling  emergency 
rooms  and  clinics. 


what  would  happen  with  just  the  ill  and  the  dead.  People 
could  no  longer  deal  with  the  fear  that  this  would  happen 
again,  and  they  would  move.” 

To  deal  with  an  event  like  this,  cities  need  to  develop 
teams  that  can  respond  to  a new  kind  of  terrorism  — teams 
for  which  physicians  will  be  the  defensive  starters.  The  Texas 
Medical  Association  is  trying  to  educate  physicians  for  this 
important  role.  With  $14,000  from  the  American  Medical  As- 
sociation and  the  American  Public  Health  Association,  TMA 
held  three  bioterrorism  workshops  last  year,  one  of  which 
featured  Dr  Perrotta  as  the  main  speaker.  State  and  federal 
government  agencies  also  are  stepping  up  efforts  to  inform 
and  train  emergency  response  teams. 

“On  a federal  level,  bioterrorism  and  weapons  of  mass  de- 
struction are  really  at  the  top  of  planning  right  now,”  said 
Steve  Harris,  MD,  Health  Authority  for  the  City  of  Austin  and 
Travis  County.  “I  was  very  surprised  to  hear  how  big  a deal 
this  is,  but  this  is  a big  deal.” 

The  threat 

Unlike  nuclear  or  chemical  attacks,  biological  attacks  most 
likely  would  go  unnoticed  unless  announced  by  their  perpe- 
trators. They  would  not  resemble  a mass  casualty  explosion 
or  a chemical  event,  such  as  the  1995  incident  in  which 


“People  won’t  be  gasping  and  collapsing  like  they  would 
in  a chemical  attack.  It  won’t  be  immediately  evident,”  Dr 
Perrotta  said,  “There  will  be  no  9-1-1  call  for  this,  and  it  will 
show  up  days  to  weeks  later,  depending  on  the  agent,  with 
an  increasing  number  of  people  who  are  sick  with  flu-like 
symptoms.” 

The  relatively  simple  production  of  these  biological  agents 
makes  them  appealing  to  terrorists,  says  general  surgeon 
David  Vanderpool,  MD,  chair  of  the  Dallas  County  Medical 
Society  (DCMS)  Board  of  Health,  which  is  stud)dng  bioter- 
rorism among  other  topics.  The  four  most  popular  bioterror- 
ism agents  are  anthrax,  plague,  botulism,  and  smallpox  (see 
“Biological  Agents  That  May  Be  Used  by  Terrorists,”  p 38). 
They  are  highly  virulent,  able  to  withstand  harsh  environ- 
mental conditions,  and  easy  to  produce  in  large  quantities 
and  in  a suitable  particle  size. 

“What  if  someone  were  to  put  smallpox  in  the  ventilation 
system  during  a big  gathering  at  Reunion  Arena  or  during 
Thanksgiving  or  Christmas  at  DEW  Airport?  They  might  in- 
fect tens  of  thousands  of  people,”  Dr  Vanderpool  said.  “We 
don’t  have  a way  to  prevent  it.  We  don’t  even  have  smallpox 
vaccine  in  large  quantities  anymore.” 

Though  most  people  think  smallpox  was  eradicated  about 
20  years  ago,  two  known  cultures  still  exist.  One  is  at  the 
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Centers  for  Disease  Control  and  Prevention  (CDC)  in  Atlanta 
and  the  other  is  in  Russia  outside  of  Moscow.  With  the  disso- 
lution of  the  Soviet  Union,  medical  military  intelligence  offi- 
cials worry  that  thousands  of  Soviet  biological  weapons 
scientists,  who  are  no  longer  getting  paid  because  of  Russia’s 
economy,  will  pass  on  their  knowledge  to  countries  such  as 
Iraq  and  North  Korea.  This  fear  is  so  great  that  the  US  gov- 
ernment is  paying  Russian  scientists’  wages  with  American 
tax  dollars  to  conduct  other  types  of  research  and  prevent 
them  from  working  for  terrorists,  Dr  Perrotta  says. 

So  far,  the  only  known  act  of  bioterrorism  on  American 
II  soil  took  place  in  a small  Oregon  town  in  1984.  Members  of 
a religious  cult,  the  Rajneeshee,  contaminated  salad  bars  in 
10  restaurants  with  Salmonella  typhimurium  in  an  effort  to 
sway  a local  election.  More  than  750  people,  including  two 
county  commissioners,  became  ill. 

Lately,  hoaxes  have  made  headlines,  such  as  the  20  threat- 
iening  letters  claiming  to  contain  anthrax  that  were  sent  to 
: abortion  clinics  nationwide  in  January.  The  first  US  indict- 
ment involving  the  mailing  of  a substance  alleged  to  be  an- 
.thrax  also  happened  in  January  in  Texas.  Stephen  Cutler,  a 
27-year-old  Dallas  emergency  technician,  mailed  vials  of  wa- 
ter to  the  postal  processing  center  in  Coppell  in  December 
1998  and  to  a Dallas  apartment  complex  in  January  1999. 
He  labeled  the  vials  as  anthrax. 

These  hoaxes  are  not  being  taken  lightly.  The  Clinton  ad- 
ministration has  called  biological  and  chemical  terrorism  the 
; nation’s  No.  1 security  threat.  Mr  Cutler  has  been  charged 
I with  two  counts  of  threatening  to  use  a weapon  of  mass  de- 
jstruction  and  one  count  of  making  threatening  communica- 
itions  through  the  Postal  Service.  If  convicted  on  all  counts, 

I Mr  Cutler  could  be  imprisoned  for  up  to  30  years  and  face  a 
ifine  of  up  to  $1  million. 

I “Somebody  asked  me,  ‘So  sending  water  is  now  a felony?’ 
and  I said,  ‘You’ve  missed  the  point  big  time,”’  Dr  Perrotta 
said.  “The  disruption  of  society  is  a big  deal.” 

Physician  frontlines 

For  a physician,  the  results  of  a biological  attack  would  be 
similar  to  the  flu  epidemic  the  United  States  and  some  Euro- 
pean countries  experienced  in  January,  except  the  epidemic 
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would  be  confined  to  one  or  two  urban  areas  at  the  most, 
says  Donald  Gordon,  MD,  PhD,  a San  Antonio  emergency 
medicine  specialist.  Most  physicians  wouldn’t  be  able  to  tell 
the  difference  between  biological  attack  victims  and  flu  suf- 
ferers until  patients  started  dying,  he  adds. 

“Physicians  have  a big  problem  because  they’re  inundated 
with  all  kinds  of  illnesses  anyway,”  Dr  Gordon  said.  “De- 
pending on  their  specialties,  unless  they  see  something  weird 
with  frequency,  they’re  going  to  be  hard-pressed  to  figure  out 
that  it’s  bioterrorism.” 

Most  physicians  have  never  seen  a case  of  anthrax, 
plague,  or  other  infectious  disease  caused  by  biological 
agents.  Dr  Vanderpool  says.  “No  one  on  the  DCMS  Board  of 
Health  has  seen  smallpox  except  for  one  physician  who  went 
out  of  his  way  many  years  ago  to  view  a case  in  India,”  he 
said.  “We  may  not  diagnose  it  because  we’ve  never  seen  it.” 


Clues  to  a 
biological  attack 


• The  epidemic  is  large,  appearing  to  be  a massive  point  source 
outbreak. The  number  of  ill  and  dying  is  unprecedented. 

• The  number  of  respiratory  manifestations  (signature  of  aerosol 
route  of  exposure),  number  of  severe  cases,  and  death  rate  are 
higher  than  usual. 

• The  epidemiology  is  incorrect  (ie,  nonendemic  agents  for  a 
given  geographic  area  or  the  mode  of  transmission  appears  to 
be  inappropriate,  eg,  tularemia  without  tick  bites  or  exposure 
to  animal  tissues). 


• Multiple  simultaneous  outbreaks  or  multiple  agents  occur  in 
single  patients  at  the  same  site. 

• The  causative  agent  is  a multiresistant  pathogen  never  before 
isolated. 

• Large  numbers  of  animals  are  dead  or  dying. 

• Evidence/identification  of  delivery  vehicles  exists  at  the  site. 

• Terrorists  claim  responsibility  or  publicize  the  attack  during 
the  incubation  period  to  create  panic. 

Source:  Texas  Department  of  Health's  Disease  Prevention  News,  April  13,  1998. 
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It  could  happen  here 
By  Dennis  Perrotta,  PhD 


No  one  knows  when  and  where  a terrorist 
might  release  pathogens  or  chemical  agents 
against  civilian  populations  inTexas.The  na- 
ture of  criminal  intelligence  suggests  that 
we  may  rarely  know  before  it  happens.  But, 
most  professionals  in  that  field  believe  that 
it  is  not  a matter  of  “if”  but  of  “when." 

Not  knowing  when  it  might  happen  is  no 
excuse  for  failing  to  prepare  for  the  conse- 
quences of  such  actions.  That's  like  saying  that  airplane  crashes 
are  rare  and  we  don’t  know  when  they  will  occur,  so  we  don't  need 
a fire  department  at  the  airport.  We  must  be  prepared  to  act  swiftly 
and  effectively  if  we  expect  to  save  lives. 

Response  to  an  intentional  release  of  pathogenic  microbes  is  a 
systems  issue.  A thoughtfully  designed,  implemented,  and  exer- 
cised plan  must  exist.The  plan  must  address  the  roles  of  the  wide 
array  of  agencies,  organizations,  facilities,  and  professional 
groups  that  will  be  put  into  play.  Physicians  play  several  major 
roles  in  the  systems  response. 

The  threat  of  a bioterrorist  at- 
tack must  be  recognized.  In  the 
absence  of  an  overt  announce- 
ment of  the  release,  the  first  clue 
will  emerge  in  emergency  depart- 
ments, clinics,  and  physicians’  of- 
fices. Most  of  the  “brand  name” 
agents  may  first  manifest  as 
flu-like  illnesses,  so  it  may  take 
some  time  to  be  obvious.  The  unusual  clinical  picture,  the  oddly 
suggestive  lab  or  x-ray  finding,  or  just  the  sheer  volume  of  present- 
ing patients  can  provide  the  first  signal  that  something  unnatural  is 
occurring.  In  these  types  of  public  health  emergencies,  time  works 
against  an  effective  response.  Waiting  for  laboratory  confirmation 
using  methods  that  take  days  to  complete  could  cost  lives.  Physi- 
cians must  become  familiar  with  the  diagnosis  and  treatment  of  the 
microbial  agents  of  concern. 

The  alarm  must  be  sounded. The  suspicion  that  something  un- 
usual is  happening  is  enough  to  warrant  a call  to  the  local  or  state 
health  department  disease  control  and  epidemiology  unit.  It  may 
be  nothing,  it  may  be  an  unintentional  outbreak,  or  it  could  be  the 
manifestation  of  an  intentional  release.  It  is  the  role  of  the  public 
health  system  to  determine  the  extent  and  source  of  the  outbreak 
— and  that  can’t  be  done  without  the  wise  observations  of,  and 
rapid  notification  by,  physicians.  Public  health  epidemiologists, 
while  small  in  number  and  resources,  take  physician  calls  seri- 
ously.They  can  begin  an  investigation  immediately  and  can  muster 
the  resources  of  state  and  federal  health  agencies. There  are  well- 
established  plans  for  getting  epidemiologic  help,  and  it  is  always 
best  to  start  locally. 

Rendering  prompt  and  appropriate  treatment  for  infection  is  at 
the  core  of  health  care  delivery.  This  isn’t  anything  unusual;  it  is 


done  everyday.  But  this  routine  activity  may  become  a complex  cri- 
sis should  a large  number  of  individuals  become  ill. Think  of  a large 
community  epidemic  of  influenza  that  outstrips  hospital  and  physi- 
cian resources  within  hours.  Add  to  that,  the  specter  of  the  high  de- 
gree of  lethality  that  some  biologic  agents  possess  and  you  begin 
to  get  a feel  of  what  we  could  be  in  store  for.  The  picture  is  not 
pretty.  Antibiotic  shortages  will  develop  quickly.  Health  care 
staffing  will  be  rapidly  exhausted.  Hospitals  may  be  inundated  with 
the  dead  and  dying,  as  well  as  the  “worried  well.”The  morgues  will 
be  filled  to  overflowing.  Texas  physicians  must  make  themselves 
aware  of  threat  agents  and  how  to  effectively  treat  them. 

Finally,  because  this  is  a systems  issue,  I encourage  all  Texas 
physicians  to  participate  in  preparedness  planning  at  their  local 
hospitals.  Just  like  the  disaster  plans  that  facilities  have  for  hurri- 
canes, floods,  explosions,  and  other  natural  or  man-made  disasters, 
hospitals  need  to  develop  and  exercise  response  plans  for  a large 
epidemic,  whether  it  is  natural  or  man-made.  Physicians  in  all  spe- 
cialties must  participate  in  the  planning  process.  One  specialty  that 


often  gets  overlooked  in  beginning  planning  efforts  is  psychiatry. 
This  must  not  happen,  since  we  expect  psychiatric  and  psychologi- 
cal impacts  to  far  exceed  emergency  medicine  and  infectious  dis- 
ease burdens  and  to  outstrip  local  resources  in  similar  rapid  fashion. 

The  probability  of  such  an  event  occurring  in  any  particular  city 
is  unknown  but  is  probably  not  zero.  Response  preparedness  rep- 
resents our  best  chance  of  limiting  the  devastation  of  a well-or- 
chestrated and  executed  release  of  a pathogen  in  a civilian 
population.  Some  may  believe  the  risk  to  be  so  low  that  prepara- 
tions are  not  really  warranted. To  those,  I would  submit  that  (a)  im- 
proving the  capacity  of  our  medical  system  to  diagnose  emerging 
infections  better  is  a good  thing  regardless  of  the  nature  of  trans- 
mission; (b)  reporting  infectious  diseases  to  public  health  author- 
ities who  can  trace  their  origins  and  stop  their  spread  is  a good 
thing  regardless  of  the  nature  of  transmission;  and,  (c)  having  an 
effective  plan  that  may  never  be  needed  is  a better  thing  than  hav- 
ing no  plan  when  the  unthinkable  really  does  occur. 

Whatever  the  scenario, Texas  physicians  will  play  critical  roles 
in  the  response  at  all  levels. 


Dr  Perrotta  is  the  chief  of  the  Bureau  of  Epidemiology  for  the  Texas  Department 
of  Health. 


Report  unusual 
infectious 
diseases  to  the 
Texas  Department 
of  Health 
by  calling 
(800)  705-8868. 


“Texas  physicians  must 
make  themselves  aware 
of  threat  agents  and  how 
to  effectively  treat  them.” 
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Emergency  medicine  physicians  probably  will  be  the  first 
to  notice  a large  number  of  strange  patient  presentations, 
says  Dr  Gordon,  who  has  taught  courses  on  bioterrorism 
through  the  Department  of  Medical  Technology  at  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio  since 
December  1997.  “If  a cluster  of  patients  come  in  with  the  flu 
in  July,  and  it  doesn’t  make  any  sense  to  the  physicians,  then 
it’s  time  to  notify  the  health  department.” 

Physicians  in  areas  with  local  health  departments  are  en- 
couraged to  call  those  departments,  who  will  then  notify 
TDH.  Those  without  local  health  departments  may  call 
TDH’s  infectious  disease  reporting  line  at  (800)  705-8868. 
For  convenience,  this  line  also  has  the  technology  to  connect 
physicians  with  their  local  health  departments.  Physicians 
should  contact  TDH  before  calling  the  CDC,  as  the  CDC  has 
no  authority  to  come  into  Texas  unless  invited  by  the  state 
health  commissioner.  Reporting  infectious  diseases  to  TDH  is 
an  exception  to  patient-physician  confidentiality  laws.  Dr 
Perrotta  says. 

Physicians  should  not  hesitate  to  call  when  they  feel 
something  is  off  because  time  is  of  the  essence  in  a biologi- 
cal attack.  Dr  Perrotta  emphasizes.  “Physicians’  opinions  are 
important,  and  when  something  makes  the  hair  on  the  backs 
of  their  necks  stand  up,  that’s  when  they  should  call  the 
health  department,”  he  said.  “They  shouldn’t  wait  for  confir- 
mation. We  trust  physicians’  judgments  and  we  will  follow 
up  from  there.  We  don’t  mind  if  it’s  just  the  flu;  that’s  still  a 
public  health  problem  we  need  to  investigate.” 

In  the  case  of  anthrax,  taking  10  days  to  come  up  with  the 
right  diagnosis  could  cost  hundreds  of  lives  because  80%  of 
people  who  develop  severe  anthrax  symptoms  will  die.  In  ad- 
dition to  flu-like  symptoms,  inhalation  anthrax  victims  often 
have  widened  mediastinums  that  will  show  up  on  x-rays. 
This  should  prompt  a call  to  the  health  department. 

From  there,  TDH  takes  over.  “Physicians  can  tell  us  a lot 
of  clues,  but  it’s  our  job  to  identify  the  source  [of  the  disease] 
and  to  make  recommendations  on  what  to  do  about  it,”  Dr 
Perrotta  said.  For  a bioterrorist  event,  TDH  will  conduct  a 
regular  epidemic  investigation,  which  includes  lab  work  and 
finding  similarities  among  the  victims. 

TDH  officials  then  have  the  authority  to  take  a variety  of 
control  measures  or  directly  request  the  activation  of  the 
Governor’s  Disaster  Response,  which  would  include  all  state 
agencies  and  the  National  Guard. 

Texas  prepares 

“I  think  it’s  safe  to  say  that  Texas  is  further  along  than  most 
states,”  Dr  Perrotta  said.  But  the  United  States,  as  a whole,  is 
poorly  prepared  to  respond  to  any  kind  of  terrorism  attack, 
he  adds. 

The  federal  government  realizes  this  and  began  doing 
something  about  it  with  the  Nunn-Lugar-Domenici  Amend- 
ment to  the  National  Defense  Authorization  Act  of  1997.  Un- 
der this  provision,  $9.2  million  was  awarded  by  the  US 
Department  of  Health  and  Human  Services  (HHS)  to  25 
cities  to  develop  Metropolitan  Medical  Response  Systems 


“If  a cluster  of 
patients  come  in 
with  the  flu  in  July, 
and  it  doesn’t  make 
any  sense  to  the 
physicians,  then 
it’s  time  to  notify 
the  health 
department.” 


(MMRSs).  Houston,  Dallas,  and  San  Antonio  were  three  of 
the  cities  that  received  funding  to  create  their  own  teams, 
which  are  supposed  to  provide  initial,  on-site  response  and 
safe  patient  transportation  to  hospital  emergency  rooms  dur- 
ing nuclear,  chemical,  or  biological  terrorism  attacks.  They 
have  been  trained  to  provide  medical  and  mental  health  care 
to  victims  of  attacks  as  well  as  prepare  to  move  victims  to 
other  regions  should  local  health  resources  be  exhausted. 

In  1998,  President  Clinton  ordered  expanded  efforts  to 
protect  against  biological  and  other  unconventional  attacks, 
especially  bioterrorism  directed  at  civilian  populations,  and 
$158  million  was  added  to  the  budget  for  HH5  efforts.  Pres- 
ident Clinton’s  fiscal  year  2000  budget  proposes  additional 
funds  for  the  HHS  antibioterrorism  initiative,  increasing  the 
investment  to  $235  million.  HHS  would  use  this  money  to: 

• Improve  the  nation’s  public  health  surveillance  network 
to  be  able  to  detect  quickly,  based  on  the  appearance  of 
disease  symptoms,  whether  a biological  agent  has  been 
released. 

• Strengthen  the  capacities  for  medical  response,  especially 
at  the  local  level. 

• Create  and  maintain  a stockpile  of  pharmaceuticals  for 
use  if  mass  treatment  is  needed. 

• Expand  research  into  the  disease  agents  that  might  be  re- 
leased to  develop  quick  methods  for  diagnosing  these  dis- 
eases and  improve  treatments  and  vaccines. 

Ultimately,  HHS  will  establish  120  MMSTs,  12  of  which 
will  be  in  Texas.  Austin,  Corpus  Christi,  Fort  Worth,  El  Paso, 
Arlington,  Irving,  Garland,  Amarillo,  and  Lubbock  will  join 
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San  Antonio,  Houston,  and  Dallas  in  preparing  for  terrorism 
attacks.  Austin,  El  Paso,  and  Fort  Worth  recently  received 
their  federal  funding. 

In  San  Antonio,  city  officials  are  preparing  through  train- 
ing and  drills.  Dr  Gordon  says.  In  October,  city  agencies  and 
some  of  the  private  emergency  medical  services  (EMS)  com- 
panies simulated  a sarin  nerve  gas  release  at  the  Alamodome. 


At  press  time,  Houston  was  about  to  undergo  a field  exer- 
cise for  a chemical  event  in  front  of  US  Public  Health  Service 
and  Department  of  Defense  officials.  The  city  probably  will 
complete  a biological  agent  drill  in  the  fall,  says  David 
Persse,  MD,  physician  director  of  Emergency  Medical  Ser- 
vices for  the  City  of  Houston. 

Like  most  cities,  Houston’s  biggest  challenge  in  preparing 


Biological  agents 

that  may  by  used  by  terrorists 


Just  about  any  pathogen  could  be  used  as  a bioterrorist  weapon  against  a population,  but  the  following  have  been  studied  the  most. They 
are  included  in  Category  A of  the  Centers  for  Disease  Control  and  Prevention  list  of  critical  biological  agent  categories  for  public  health 
preparedness. 


Diagnostic  Tests 

Organism 

Disease 

Incubation 

Signs/symptoms 

Rapid 

Other 

Treatment 

Prophylaxis 

Bacillus 

anthracis 

Respiratory 

anthrax 

1-6  days 

Fever,  malaise,  fatigue, 
cough,  mild  chest  pain 
followed  by  quick  onset 
of  severe  respiratory 

distress.  Shock  and  death 

follow  within  24  to  36  hours. 

Large  Gram 
positive  rods 

on  Gram  stain 

Culture  of 
organism  from 
blood,  sputum, 

CSF,  other  fluids/ 
tissues;  serologic 
testing  of  paired 

sera  drawn  in  red 

top  tubes 

Oral  ciprofloxacin, 

1000  mg  initially, 
then  750  mg  po  bid; 

IV  doxycycline, 

200  mg  initially, 
then  100  mg  q 

12  hours 

Ciprofloxacin, 

500  mg  po  bid; 
doxycycline, 

100  mg  po  bid 

Yersinia 

pestis 

Pneumonic 

plague 

2-3  days 

High  fever,  chills,  headache, 
hemoptysis,  toxemia.  Death 
results  from  respiratory  failure 
and  circulatory  collapse. 

Gram  negative, 
pleomorphic  rods 
on  Gram  stain; 

fluorescent  stain 

Culture  of  lymph  node 
aspirates,  sputum, 

or  blood 

Streptomycin, 

30  mg/kg/day  in  2 

divided  doses  x 10 

days;  IV  doxycyciine, 
200  mg  initially,  then 

100  mg  every  12  hours 
for  10-14  days 

Doxycycline, 

100  mg  bid  for 

7 days  or  duration 

of  risk 

Variola  virus 

Smallpox 

Average  of 

12  days 

Malaise,  fever,  rigors, 
headache,  and  backache 
followed  by  defervescence 
and  typical  skin  eruption 
(macules  to  papules  to 
vesicles  to  pustules  over 

7 to  10  days).  Fever  may 
reappear  7 days  after  onset 

of  rash.  There  Is  a 35% 

fatality  rate. 

Vaccinia-immune 

globulin  may  be  of 
value  if  given  early. 

Clostridium 

botulinum 

(botulinum 

toxin) 

Inhalation 

botulism 

24  hours  to 

several  days 

Bulbar  palsies  with  blurred 
vision,  dysarthria,  dysphonia, 
dysphagia  followed  by  skeletal 
muscle  paralysis,  progressive 
symmetrical  descending 
weakness,  and  respiratory 

failure 

Isolation  of  organism 

or  demonstration  of 

toxin  in  serum 

Intubation  and 

ventilatory  assistance 

Francisella 

tularensis 

Typhoidal 

tularemia 

2-10  days 

Fever,  headache,  malaise, 

substernal  discomfort, 
prostration 

Fluorescent  stain 

of  exudate,  sputum, 
or  other  specimens 

Serologic  testing  of 
paired  sera  drawn  in 
red  top  tubes 

Streptomycin,  1 gm 
every  12  hours  IM  for 

10  to  14  days 

Use  of  antibiotics 

is  controversial; 

some  recommend 

tetracycline. 

Filoviruses/ 

arenaviruses 

Hemorrhagic 

fevers 

Varies 

Fever,  myalgia,  prostration. 

Evolves  to  shock  and 

generalized  mucous 
membrane  hemorrhage. 

Specific  virologic  and 
serologic  assays 

Intensive  supportive 

care 
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for  any  kind  of  terrorist  attack  was  coordinating  the  city’s 
various  hospitals,  which  meant  convincing  hospital  adminis- 
trators that  they  should  spend  time  and  resources  on  terror- 
ism, Dr  Persse  says.  But  with  help  from  the  Harris  County 
Medical  Society,  city  officials  were  able  to  share  their  con- 
cerns with  Houston  hospital  chiefs  of  staff,  who  then  went 
knocking  on  their  administrators’  doors. 

“At  the  second  meeting,  all  these  chiefs  of  staff  brought 
many  of  their  administrators  with  them,”  Dr  Persse  said.  “We 
[Suddenly  had  eight  large  hospitals  that  wanted  to  actively 
participate  in  the  overall  regional  plan.” 

Parkland  Memorial  Hospital  in  Dallas  was  featured  in  the 
January  10  Dallas  Morning  News  for  its  terrorism  prepara- 
tion. Anticipating  terrorism  acts  in  conjunction  with  new  mil- 
lennium activities.  Parkland  stockpiled  drugs  to  counter 
chemical  and  biological  attacks.  Parkland  had  enough  med- 
ications on  hand  to  treat  1,000  potential  victims  — an  ex- 
pensive undertaking,  considering  these  medications  have 
limited  shelf  lives.  More  than  120  nurses  and  15  physicians 
had  trained  to  protect  themselves  from  contaminated  pa- 
tients. But  even  Parkland’s  president,  Ron  Anderson,  MD, 
said  in  the  article,  “If  we  have  5,000  or  6,000  casualties, 
iwe’re  unprepared.  We’re  not  even  close.” 
i As  a high-tech  hub,  a state  capital,  and  the  home  of  a pres- 
jidential  candidate,  Austin  could  be  a potential  terrorism  tar- 
get, Dr  Harris  says. 

The  city’s  Interagency  Disaster  Council  and  Terrorism 
Planning  Group  meet  on  a regular  basis  and  work  together  to 
'coordinate  EMS,  fire,  police,  and  public  health  agencies.  The 
groups  have  drafted  a city  weapons-of-mass-destruction  pol- 
icy and  recently  staged  a mock  bioterrorism  attack  on  an  out- 
door music  festival.  Dr  Harris  says.  During  the  simulation,  a 
helicopter  flying  over  the  concert  released  plague  on  the  au- 
dience, which  eventually  led  to  thousands  of  casualties, 
quarantining  of  the  county,  and  closure  of  IH-35. 

I Though  HHS  funds  have  gone  to  the  more  populated  ar- 
eas of  Texas,  any  town  could  be  a target  for  a terrorist  attack. 
Dr  Harris  says.  “Frankly,  any  city  is  at  risk  if  somebody  really 
iwants  to  make  a point.” 

iRenewing  relationships 

Despite  all  the  federal  funding  for  training,  physicians  aren’t  re- 
iceiving  the  bioterrorism  education  they  need.  Dr  Vanderpool 
Isays.  “The  federal  government  has  spent  a lot  of  money  trying  to 
•get  the  fire  department,  the  police,  and  the  National  Guard  to 
deal  with  these  sorts  of  things,  but  the  person  who  has  been  left 
lout  of  the  loop  is  the  practicing  doctor,”  he  said.  “That  person  is 
[going  to  be  the  one  who  is  most  likely  to  see  the  cases  first.” 

Some  Texas  cities  have  earned  additional  grants  that  city 
officials  hope  to  use  for  physician  and  other  health  care 
worker  education.  Dr  Vanderpool,  on  behalf  of  the  DCMS 
Board  of  Health,  is  trying  to  build  state  legislative  support  for 
this  kind  of  education  as  well.  In  January,  he  testified  before 
the  Senate  Interim  Health  Committee. 

“We  want  to  get  the  government  looking  at  the  medical 
'profession  to  be  involved  in  this  because  we’re  the  ones  who 


“We  want  to  get  the 
government  looking  at 
the  medical  profession 
to  be  involved  in  this 
because  we’re  the  ones 
who  are  going  to  have 
to  fight  the  war,  at  least 
as  far  as  diagnosis  and 
treatment.” 


are  going  to  have  to  fight  the  war,  at  least  as  far  as  diagnosis 
and  treatment,”  Dr  Vanderpool  said.  He  has  asked  the  Texas 
Legislature  to  provide  leadership  and  funding  toward  estab- 
lishing and  maintaining  community-wide,  active  disease  sur- 
veillance systems  that  would  include  physicians’  offices, 
clinics,  and  emergency  rooms. 

Even  if  physician  education  is  available,  will  physicians  be 
interested?  Dr  Persse  isn’t  too  sure.  “Getting  awareness  out  to 
the  physicians  will  be  the  most  difficult  aspect  because  physi- 
cians have  so  many  other  things  pressing  them  throughout 
the  day,”  he  said.  “When  you  ask  them  to  prepare  for  when 
the  sky  is  falling,  they  say,  ‘I  haven’t  got  time  today.’” 

Despite  these  challenges,  public  health  officials  are 
pleased  that  HHS  bioterrorism  efforts  are  opening  up  the 
working  relationships  among  various  agencies,  hospitals, 
and  physicians. 

“They’re  revitalizing  the  long-decaying  infrastructure  that 
builds  the  communication  among  doctors,  hospitals,  and 
public  health  departments  around  the  country,”  Dr  Perrotta 
said.  “When  those  relationships  and  bridges  are  already  con- 
structed and  well  traveled,  it  greatly  improves  the  chance 
that  when  something  odd  does  happen,  the  system  can  react 
quickly  and  correctly  to  save  lives.” 

For  additional  information  on  bioterrorism,  visit  the  TDH 
Bureau  of  Epidemiology’s  Web  site  at  www.tdh.state.tx.us/ 
epidemiology  or  call  the  Office  of  the  State  Epidemiologist  at 
(512)  458-7268.  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  or  by  e-mail 
at  johanna_f@texmed.org. 
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The  courts  of  last  resort 

Trial  attorneys  seek  managed  care  reform  through  lawsuits 


2000  Tony  Stone  Images 


Amidst  a flurry  of  lawsuits  against 
health  maintenance  organizations 
(HMOs),  those  filed  by  attorneys 
whose  most  recent  foe  was  the  to- 
bacco industry  stand  out,  mostly 
for  one  reason:  size.  Six  managed 
I care  organizations  covering  up  to 
32  million  enrollees  were  named  in  a se- 
ries of  class  action  suits  filed  last  October. 
Whether  they  end  in  a court  trial  or  with  a 
settlement,  the  lawsuits  could  have  a ma- 
jor impact  on  managed  care.  And  that  has 
some  physicians  worried.  > >- 


By  Monica  Maldonado,  Associate  editor 
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Though  the  effect  those  cases  — filed 
by  a team  of  about  20  trial  lawyers  led  by 
'Mississippi  attorney  Richard  “Dickie” 

' Scruggs,  JD  — and  many  others  have  on 
.managed  care  companies  is  difficult  to 
gauge,  physicians  are  undecided  whether 
the  best  route  to  reform  is  through  the 
courts.  “I’m  just  not  sure  some  of  these 
trial  attorneys  have  the  improvement  of 
tour  current  medical  system  as  their 
'goal,”  said  Bruce  Malone,  MD,  an  Austin 
1 orthopedic  surgeon  and  an  alternate 
Texas  delegate  to  the  American  Medical 
Association.  “My  concern  is  that  they’re 
not  sharing  our  concerns.” 

Some  say  the  lawsuits  collectively 
have  made  a dent  in  the  common  HMO 
practices  physicians  find  so  reprehensi- 
ble. Last  November,  for  example.  United 
Healthcare  announced  it  would  no 
■longer  require  physicians  to  obtain  pre- 
( certification  for  medical  tests  and  treat- 
ment. Attorneys  from  Mr  Scruggs’  team 
j claim  United  made  the  change  as  a 
Ilwhite  flag  against  being  named  in  their 
jsuits.  A November  12  Salon  magazine 
i| article  hinted  the  decision  was  timed  to 
ij  coincide  with  the  start  of  the  federal 
l!  government’s  open  enrollment  period 
lifor  its  8 million  employees.  And  various 
ij  other  articles  have  speculated  about  the 
lieffect  United’s  decision  might  have  on 
I’ the  Patients’  Bill  of  Rights  legislation 
jpending  in  Congress. 

United  spokesperson  Kelly  Knigge 
ildenied  any  ulterior  motive  to  its  action. 
r'There  is  no  validity  to  the  cynical 
:| comments  that  we  timed  an  announce- 
ijment  for  any  purpose.” 

;|  Still,  there  is  no  doubt  the  policy 
I change  was  a good  public  relations 
1 move.  Other  HMOs,  namely  Aetna  US 
Healthcare,  praised  United’s  move,  as 
did  President  Bill  Clinton.  And  accord- 
ling  to  the  American  Association  of 
! Health  Plans,  many  other  plans  have 
I canceled  their  preauthorization  require- 
ments on  most  tests  and  treatments. 

1 Still,  physicians  remain  skeptical 
'.about  the  value  of  using  the  court  sys- 
tem to  improve  health  care.  “You  don’t 
want  to  go  to  the  courts,”  said  Joe  Cun- 
.ningham,  MD,  of  Waco,  who  has  ad- 
vised Mr  Scruggs’  legal  team.  The 
adversarial  nature  of  the  court  system, 
'he  says,  does  not  promote  the  possibility 
I that  each  side  might  share  the  same 
goals  for  health  care.  “Only  when  the 


administrative  branch  and  its  regulatory 
bodies  can’t  fix  the  problem  should  you 
go  to  the  courts.  They’re  the  last  resort.” 

But  Dr  Cunningham  said  that  well- 
financed,  large-scale  lobbying  efforts 
by  the  managed  care  industry  have 
“bogged  down  the  reform  process.”  He 
added,  “This  relationship  between  doc- 
tors and  lawyers  evolves  out  of  the  fi- 
asco our  health  care  system  has 
become,  where  doctors  are  being 
treated  like  labor,  and  it’s  big  corporate 
industry  against  the  little  guy.” 


Ricardo  Cigarroa,  MD,  a Laredo  car- 
diologist and  past  member  of  the  TMA 
House  of  Delegates,  says  he  also  is  not 
convinced  the  attorneys  involved  have 
the  patient’s  best  interest  at  heart.  “We 
can’t  know  what  their  real  motivation 
is,”  he  says,  “but  if  their  intent  is  to  de- 
stroy HMOs,  I don’t  think  that  would 
be  healthy  for  the  system  either.” 

From  tobacco  to  HMOs 

The  Scruggs  cases  name  six  major  health 
insurance  providers  — Aetna,  CIGNA, 
Foundation  Health  Systems,  Humana, 
PacifiCare  Health  Systems,  and  The  Pru- 
dential Insurance  Company  of  America 
(recently  acquired  by  Aetna).  The  attor- 
neys call  themselves  the  REPAIR  team, 
an  acronym  based  on  the  federal  laws 
they  allege  that  HMOs  are  violating;  the 
Civil  Racketeer  Influenced  and  Corrupt 
Organizations  Act  (RICO)  and  the  Em- 
ployee Retirement  Income  Security  Act 
(ERISA);  hence  the  name  REPAIR,  or 
RICO  and  ERISA  Prosecutors  Advocating 
for  Insurance  Industry  Reform. 

The  group  is  led  by  several  of  the  at- 
torneys who  successfully  engineered 
nationwide  legal  action  against  to- 
bacco companies  that  led  to  $246  bil- 
lion in  settlements  across  the  country. 
“Most  of  us  have  a lot  of  money  in  the 
bank,  so  to  speak,”  Mr  Scruggs  said, 
“and  we  feel  obligated  to  use  the  suc- 
cess we’ve  had  in  other  cases  and  rein- 
vest that  for  the  benefit  of  the  public.” 


But  at  least  one  defendant  in  the 
case  sees  it  differently.  Aetna  spokesper- 
son Karen  Michlewicz  says  the  company 
believes  the  suits  are  an  attack  by  the 
attorneys  on  managed  care,  the  effect 
of  which  could  dismantle  the  system  at 
the  expense  of  the  American  health  care 
consumer.  “One  of  the  things  we  try  to 
point  out  regarding  these  lawsuits  is 
that  they  do  not  allege  any  type  of  harm 
or  injury  to  our  members  or  physicians. 
The  real  effect  of  the  cases  will  come  in 
the  form  of  higher  premiums.” 


Whatever  the  motivation,  it’s  clear 
the  REPAIR  team  is  building  a multi- 
level legal  strategy  based  on  existing 
laws  — some  of  which  they  say  have 
not  yet  been  used  against  HMOs  — to 
which  the  insurers  will  have  to  respond. 

New  legal  weapons 

“The  REPAIR  team  suit  is  so  compre- 
hensive because  they  have  deep  and 
multilevel  legal  theories  they’ve  been 
developing  for  about  a year,”  Dr  Cun- 
ningham said.  “The  REPAIR  lawyers 
have  the  resources  to  stay  in  the  ring 
with  the  big  HMOs.” 

Among  the  many  federal  and  state 
suits  filed  against  HMOs  in  the  past,  only 
a handful  have  gotten  past  the  insurers’ 
usual  practice  of  claiming  immunity  un- 
der ERISA.  As  Hiram  Eastland,  JD,  the 
Mississippi  attorney  behind  many  of  the 
REPAIR  team’s  legal  strategies  explains, 
those  suits  involved  individual  allega- 
tions of  medical  malpractice  or  negli- 
gence — state  actions  under  which 
HMOs  were  immune  because,  as  nation- 
wide companies  offering  employee  ben- 
efit plans,  they  were  governed  by  federal 
laws,  such  as  ERISA,  which  preempted 
state  statutes. 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTM  A is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


‘Tm  just  not  sure  some  of  these  trial 
attorneys  have  the  improvement  of  our  current 
medical  system  as  their  goal.” 
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Many  of  those  cases  also  argued  that 
the  HMOs  were  illegally  interfering  in 
the  classic  fiduciary  relationship  be- 
tween physicians  and  their  patients 
and  attempting  to  control  medically 
based  decision-making.  Those  allega- 
tions stuck  in  only  a few  cases. 

But  in  an  interesting,  heretofore  un- 
tried twist  in  the  ERISA  law,  the  RE- 


PAIR team  claims  the  insurers  also  have 
a fiduciary  relationship  with  their  en- 
rollees  under  ERISA,  and  not  disclosing 
material  facts  to  enrollees  violates  the 
very  law  they  have  been  hiding  behind. 

Mr  Eastland  describes  it  this  way:  “If 
they  interfere  with  the  delivery  of  their 
own  services  to  even  their  own  patients 
by,  for  example,  not  disclosing  all  of  the 


conflicts  of  interest  they  have,  such  as 
placing  economic  pressures  on  their 
own  physicians,  then  guess  what?  They 
violate  their  own  fiduciary  obligation 
with  their  enrollees  under  the  RICO 
mail  fraud  statute.  They  themselves  are 
not  delivering  honest  services;  it’s  not 
just  that  they  are  attempting  to  interfere 
with  their  physicians’  delivery  of  serv- 


HMOs  attacked 
from  all  sides 


The  following  is  a short  list  of  recent  relevant  lawsuits  against 
health  maintenance  organizations  (HMOs). 

Pegram  v Cynthia  Herdrich 

Heard  by  the  US  Supreme  Court  February  23,  2000  — In  this  case  in- 
volving the  Employee  Retirement  Income  Security  Act  (ERISA),  a 
patient  alleges  that  Health  Alliance  Medical  Plans  and  its  physi- 
cians breached  a fiduciary  duty  by  implementing  a managed  care 
program  in  which  the  HMO  and  its  physicians  receive  financial  in- 
centives to  use  cost-effective  criteria  in  determining  care. 

Ehimann  v Kaiser  et  al 

Dismissed  January  4,  2000  — The  US  Court  of  Appeals  for  the  5th 
Circuit  in  New  Orieans  upheld  a federal  district  judge's  decision  to 
dismiss  a suit  against  five  Texas  HMOs;  Aetna  US  Heaithcare, 
CIGNA  Healthcare  ofTexas,  Kaiser  Foundation  Heaithplan  ofTexas, 
NYLCare  of  Texas,  and  Prudential  Healthcare  Plan.  The  plaintiff 
charged  the  HMOs  violated  the  ERISA  law  by  refusing  to  disclose  to 
patients  their  financial  reimbursement  arrangements  with  doctors. 

Chipps  V Humana 

Decided  January  4,  2000  — The  Palm  Beach  County  Circuit  Court 
found  Humana  violated  its  own  rules  in  1995  when  it  removed  a 
Florida  giri  and  about  100  other  children  from  a health  care  program 
for  chronically  ill  patients. The  court  said  Humana  must  pay  the  girl 
$1  million  in  compensatory  damages  and  $78.5  million  in  punitive 
damages.  An  appeal  is  expected. 

California  Medical  Association  v Aetna  et  al 

Filed  December  28,  1999  — The  California  Medical  Association  al- 
leges Aetna  US  Healthcare,  Blue  Cross  of  California,  Blue  Shield  of 
California,  HealthNet,  MaxiCare  Health  Plans  Inc,  PacifiCare  of  Cal- 
ifornia, Prudential  Health  Care,  and  United  Healthcare  are  shirking 
their  responsibility  to  pay  doctors  more  than  $100  million  for  treating 
the  HMOs’  patients. 

Ford  V NYLCare  et  al 

Denied  class  status  December  2,  1999 — The  US  District  Court  for  the 
Southern  District  ofTexas,  Houston  Division,  denied  the  piaintiff’s 
motion  for  class  certification  in  the  1996  case  in  which  the  plaintiff 
charges  Aetna  US  Healthcare,  NYLCare,  and  United  HealthCare 


with  vioiating  the  Civil  Racketeer  Influenced  and  Corrupt  Organi- 
zations Act  (RICO)  by  not  disclosing  certain  practices,  such  as 
capitation,  utilization  review,  and  case  management. 

Forsyth  v Humana 

Settled  for  $28.8  million  on  December  22,  1999  — A RICO  case  in 
which  the  plaintiff  aiieged  the  HMO  was  paying  less  to  its  own  hos- 
pital for  beneficiaries’  treatment  and  asking  more  from  its  benefici- 
aries for  the  same  treatment. 

Maio  V Aetna 

Dismissed  September  29,  1999  — The  US  District  Court  for  the 
Eastern  District  of  Pennsylvania  dismissed  RICO  claims  against 
the  insurer,  calling  the  plaintiff’s  allegations  “vague"  and  “puffery.” 

Plocica  V NYLCare  ofTexas 

Filed  October  20,  1999  — The  plaintiff  alleges  that  the  suicidal  ben- 
eficiary was  denied  an  extension  of  inpatient  privileges,  and  the  pa- 
tient committed  suicide  within  24  hours  of  his  release.  This  is  the 
first  case  under  theTexas  law  that  allows  patients  to  sue  HMOs. 

Conte  V Aetna 

Filed  October  4,  1999  — In  this  Philadelphia  case,  the  plaintiff  al- 
leges the  insurer  violated  ERISA  laws  by  failing  to  disclose  con- 
tractual deals  with  primary  care  physicians  that  could  restrict  how 
those  physicians  exercise  care.  The  plaintiff’s  attorneys  have  filed 
for  class  action  status,  which  would  include  all  members  of  Aetna 
US  Healthcare  who  receive  their  coverage  as  an  employee  benefit 
— almost  7 million  people. 

Price  V Humana 

Filed  October 4,  1999 — In  this  ERISA  “failure  to  disclose”  case,  the 
plaintiffs  seek  class  action  status,  charging  Humana  with  mislead- 
ing patients  about  how  it  financially  encourages  its  employees  who 
do  not  have  appropriate  medical  training  to  deny  claims.  The  po- 
tential class  in  the  Price  case  includes  6.2  million  members. 

Zamora  v HealthTexas  Medical  Group 

Filed  January  20,  1997  — The  piaintiff  alleges  the  HMD’s  discrimi- 
nation violates  the  American  with  Disabilities  Act. 
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ices.  So  they  fall  on  their  own  sword.” 

And  as  Mr  Eastland  explains,  even  if 
an  MMO  claims  immunity  under  ERISA, 
it  can  still  be  held  liable  for  other  fed- 
eral statutory  violations,  such  as  RICO, 
under  a January  1999  Supreme  Court 
case  against  Humana.  The  REPAIR 
team  asserts  that  the  HMOs  have  com- 
mitted mail  and  wire  fraud  by  taking 
money  from  enrollees  under  false  pre- 
tenses. On  top  of  that,  the  attorneys 
claim  that  under  an  amendment  to 
|RICO,  any  scheme  depriving  citizens  of 


Another  case  recently  adopted  by  the 
REPAIR  team  puts  a twist  on  an  existing 
federal  law.  “It  is  the  same  basic  strategy 
that  has  been  employed  by  the  plaintiff 
doctors  and  patients  in  Zamora  v Health- 
Texas,”  said  TMA  General  Counsel  Don- 
ald P.  Wilcox,  JD,  referring  to  the  AMA- 
and  TMA-suppoited  case  filed  in  San  An- 
tonio by  Robert  Provan,  JD.  In  that  suit, 
another  federal  law,  the  Americans  with 
Disabilities  Act,  is  being  used.  (See  “Is 
Health  Care  Only  for  the  Healthy?”  June 
1997  Texas  Medicine,  pp  27-30.) 


“Most  of  us  have  a lot  of  money  in  the  bank,  so  to  speak, 
and  we  feel  obligated  to  use  the  success  we’ve  had  in 
other  cases  and  reinvest  that  for  the  benefit  of  the  public.” 


their  “intangible  property  rights  to  hon- 
est services”  constitutes  fraud. 

But  these  ERISA  and  RICO  allegations 
only  allow  for  the  possibility  that  the 
court  will  merely  require  the  insurance 
companies  to  stop  those  practices.  The 
REPAIR  team  also  is  seeking  damages 
and  restitution  under  the  RICO  statute 
prohibition  against  extortion.  Mr  East- 
land  said,  “While  researching  this,  it  be- 
came apparent  to  me  that  physicians  are 
victims  of  these  abuses  as  much  as  pa- 
tients. That  allowed  me  to  discover  other 
federal  statutes  that  apply  to  this  case.” 

Mr  Eastland  consulted  many  state 
medical  societies,  including  the  Texas 
Medical  Association,  for  information 
on  physicians’  concerns  about  HMO 
contracts.  The  attorneys  believe  HMOs’ 
threats  of  economic  and  business  losses 
against  physicians  if  they  don’t  comply 
with  cost-based  standards  of  care  con- 
stitute extortion.  “This  includes  any  of 
the  number  of  ways  they  are  shaking 
down  America’s  physicians  in  an  at- 
tempt to  place  profits  over  patients,” 
said  Mr  Eastland.  Among  those  tactics, 
he  says,  are  limiting  referrals,  gagging 
physicians’  ability  to  openly  communi- 
cate with  their  patients  about  their 
policies,  controlling  medical  necessity 
determinations,  and  imposing  financial 
incentives  that  discourage  medically 
iprescribed  tests. 


“The  argument  in  the  Zamora  case  is 
that  the  surfing  and  turfing  of  disabled 
patients  and  the  deselection  of  physi- 
cians who  refuse  to  go  along  with 
skimpy  treatment  for  the  sickest  pa- 
tients covered  by  risk-sharing  agree- 
ments is  unlawful  discrimination 
against  these  patients  and  their  physi- 
cians,” Mr  Wilcox  said.  Several  attor- 
neys who  are  part  of  the  REPAIR  team 
have  recently  joined  in  financial  and  in- 
kind  support  for  the  case. 

Mr  Scruggs  says  the  timing  of  the  six 
class  action  lawsuits  was  intentional 
because  they  put  pressure  on  HMOs  at 
a time  when  Congress  can  make  signif- 
icant changes  in  the  laws  governing  the 
health  care  industry. 

“The  trial  lawyers  we’ve  assembled 
are  the  leading  trial  lawyers  in  Amer- 
ica,” said  Mr  Scruggs.  “They  have  the 
best  track  records  and  have  represented 
public  entities  in  the  past,  namely  in  the 
tobacco  litigation,  which  was  a pure 
public  policy  lawsuit.  And  that’s  what 
motivates  us  — the  chance  to  make  a 
difference  in  millions  of  lives.”  ★ 


Monica  Maldonado  can  be  reached  at  (800)  880-1300, 
ext  1385,  or  (512)  370-1385;  or  by  e-mail  at  monica_m@ 
texmed.org. 


Set  Your 
Records 
Straight 


Do  you  need  to  know  about... 

■ Regulations  regarding  release 
of  medical  records? 

■ Documentation  standards  and 
guidelines  requirements? 

■ Concerns  associated  with  reten- 
tion and  destruction  of  medical 
records? 

■ Protecting  your  practice  from 


negligence  claims? 

Order  TMA’s  new  Medical  Records 
Handbook  today!* 


For  information  on  how  to 
order  this  handy  guide,  call 
Anne  Grubbs  at  (800)  880-1300, 
ext.  1423,  or  (512)  370-1423, 
fax  (512)  370-1635,  or  e-mail 
anne_g@texmed.org. 
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*CME  credit  available 
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The  insurance 

Medical  savings  accounts  may  net  be  for 


Dave  Albers 


answer? 

everyone 

J hree  years  ago,  Congress  enacted 
a pilot  program  that  created  a new 
insurance  choice  for  a limited  part 
of  the  nation’s  population.  Back 
then,  medical  savings  accounts 
(MSAs)  were  controversial,  and 
not  much  has  changed. 

With  less  than  a year  of  the  pilot  pro- 
gram left.  Republicans  and  many  in  or- 
ganized medicine  still  contend  MSAs  are 
at  least  part  of  the  answer  to  the  unin- 
sured problem.  But  most  Democrats  and 
consumer  groups  see  them  as  a method 
to  further  separate  the  healthy  and 
wealthy  from  the  sick  and  poor.  Mean- 
while, members  of  both  camps  fear  legis- 
lation to  expand  MSAs  could  prove  to  be 
a “poison  pill”  for  the  Patients’  Bill  of 
Rights  pending  in  Congress.  > > 


By  Johanna  Franke,  Associate  editor 
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MSAs  101 

MSAs  allow  people  to  move  from  low- 
deductible  health  insurance  plans  or 
health  maintenance  organizations 
, (UMOs)  to  high-deductible  plans  com- 
bined with  tax-exempt  personal  savings 
accounts,  which  can  be  administered  by 
banks,  insurance  companies,  or  other  fi- 
nancial institutions  that  meet  regula- 
tory requirements.  Regular  deposits 
I exempt  from  payroll  taxes  are  made  by 
[employers  or  individuals  into  these 
; medical  savings  accounts,  which  are 
I used  to  pay  for  routine  and  preventive 
medical  care,  while  the  high-deductible 
I health  insurance  policy  provides  cata- 
I strophic  coverage. 

’ Unless  a withdrawal  is  made  after 
;age  65,  death,  or  disability,  money 
[used  for  nonmedical  expenses  will  be 
[taxed  as  income  and  is  subject  to  a 
15%  penalty.  The  money  left  over  at 
the  end  of  the  year  may  be  kept  in  the 
account  to  grow  tax  free,  providing 
funds  for  future  medical  expenses  or 
long-term  care.  MSA  funds  also  may  be 
used  to  pay  health  insurance  premiums 
when  people  are  between  jobs. 

By  accepting  a limited  pilot  project 
plan.  Republicans  managed  to  include 
MSAs  in  the  Health  Insurance  Portability 
and  Accountability  Act  (HIPAA)  of  1996 
despite  President  Bill  Clinton’s  veto 
threat.  The  demonstration  project  re- 
quires that  no  more  than  750,000  MSAs 
— not  counting  those  purchased  by  peo- 
ple who  were  formerly  uninsured  — be 
sold  before  the  end  of  the  project  on  De- 
cember 31,  2000.  HIPAA  limited  the  pro- 
ject’s market  to  self-employed  people 
and  businesses  with  50  or  fewer  employ- 
ees. The  1996  legislation  also  called  for: 

• An  annual  deductible  between  $1,500 
and  $2,250  for  an  individual  and  be- 
tween $3,000  and  $5,500  for  a family, 

• A maximum  MSA  contribution  of  65% 
of  the  deductible  for  an  individual  and 
75%  of  the  deductible  for  a family, 

• Maximum  annual  out-of-pocket 
spending  of  $3,000  for  an  individual 
and  $5,500  for  a family,  and 

I • Contributions  to  the  deductible  made 
by  an  employer  or  employee  — not 
both  — in  12  monthly  increments. 

! 

Merrill  Mathews,  Jr,  PhD,  former  vice 
president  of  domestic  policy  for  the  Dal- 


las-based National  Center  for  Policy 
Analysis  (NCPA),  which  advocates 
MSAs,  has  analyzed  the  impact  of  MSAs. 

A typical  family  with  employer-pro- 
vided health  insurance  might  begin  a 
year  with  a $3,000  deductible  policy 
and  a $2,000  contribution  to  an  MSA. 
If  a family  member  needs  health  care 
as  defined  by  Section  213  of  the  tax 
code,  money  is  available  in  the  MSA  to 
cover  the  cost  of  the  care. 

The  tax  code  broadly  defines  med- 
ical expenses  as  amounts  paid  “for  the 
diagnosis,  cure,  mitigation,  treatment. 


or  prevention  of  disease,  or  for  the  pur- 
pose of  affecting  any  structure  or  func- 
tion of  the  body.”  This  could  include 
visits  to  a physician  of  choice,  prescrip- 
tion drugs,  eyeglasses,  and  construction 
of  wheel  chair  ramps.  The  definition 
also  includes  “transportation  primarily 
for  and  essential  to  medical  care,”  and 
premiums  for  Medicare  Part  B,  long- 
term care  insurance,  and  certain  other 
premiums  related  to  COBRA  continua- 
tion coverage  or  paid  while  individuals 
receive  unemployment  compensation. 

If  the  family  spends  the  whole 
$2,000  MSA  deposit  in  the  first  year,  it 
must  pay  the  next  $1,000  out  of  pocket, 
and  then  their  insurance  will  kick  in. 

Other  types  of  MSAs  include  non- 
qualified MSAs,  for  which  patients  must 
pay  taxes  on  deposits  just  like  regular  in- 
come, and  Medicare  MSAs,  for  which 
seniors  are  permitted  to  take  their  aver- 
age annual  per-person  outlay  and  pur- 
chase a high-deductible  health  insurance 
policy  that  covers  at  least  what  Medicare 
covers.  Medicare  MSAs  have  fewer  re- 
strictions than  those  for  the  under-65 
population,  but  concerns  about  Health 
Care  Financing  Administration  policies 
and  reimbursement  rates  have  discour- 
aged insurers  from  entering  this  market. 
Dr  Mathews  says. 

The  MSA  advantage 

Though  the  complexity  of  MSAs  grows 
as  different  investment  strategies,  in- 
terest rates,  and  payment  contributions 


are  added  to  the  mix,  the  big  advan- 
tage to  them  is  simple:  more  patient 
choice  and  control. 

“We’ve  drifted  away  from  the 
thought  of  health  insurance  being  an 
insurance  product  to  the  concept  that  a 
health  program  ought  to  cover  every- 
thing,” said  Houston  urologist  Paul 
Handel,  MD,  chair  of  Texas  Medical  As- 
sociation’s Council  on  Socioeconomics. 
This  way  of  thinking  has  insulated  pa- 
tients from  the  cost  of  the  health  care 
they’re  using  while  limiting  their 
choices.  Dr  Handel  continued. 


“The  reason  people  perceive  that 
they  have  no  choice  is  they  think  they’re 
not  paying  for  it,”  he  said.  “MSAs  would 
help  patients  see  what  the  true  cost  of 
the  coverage  is.  They  would  also  have  a 
sense  of  things  they  could  do  in  their 
lifestyles  that  would  cost  them  fewer 
health  care  dollars  and  allow  them  to 
achieve  an  immediate  benefit  in  terms 
of  an  increase  in  take-home  wages.” 

A defined  contribution  system,  such 
as  that  used  for  MSAs,  appeals  to  most 
employees  and  many  employers  in  the 
United  States,  according  to  a recent 
survey  of  14,626  employees  and  103 
senior  executives  from  Fortune  1000 
companies  by  KMPG,  a consulting  and 
accounting  firm. 

The  survey  found  that  73%  of  the 
employees  were  interested  in  defined 
contribution  systems  because  they 
could  choose  a plan  that  provides  the 
greatest  value  and  quality  for  the  best 
price,  select  a plan  in  which  their  physi- 
cians participate,  and  take  their  plans 
with  them  if  they  change  employers. 

Nearly  50%  of  employers  said 
they’d  be  receptive  to  the  concept,  and 
a quarter  cited  the  opportunity  to  in- 
crease the  number  of  health  plan  op- 
tions available  to  their  workers  as  a 
perceived  advantage  of  the  defined 
contribution  system. 

Along  with  increased  patient  choice, 
M5As  offer  decreased  administrative 
costs  as  most  medical  expenses  are  paid 
by  the  patient  directly  to  the  physician. 


“If  we  can  eliminate  administrative  costs, 
we  will  lower  the  cost  of  health  care.” 
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says  Jack  Strayer,  an  MSA  lobbyist  since 
1992  and  vice  president  of  external  af- 
fairs for  NCPA’s  Washington,  DC,  office. 
He  says  studies  by  the  Council  for  Afford- 
able Health  Insurance  show  MSAs  could 
reduce  administrative  costs  by  28%. 

“If  we  can  eliminate  administrative 
costs,  we  will  lower  the  cost  of  health 
care.  It’ll  be  cheaper  to  go  to  the  doctor, 
it’ll  be  cheaper  to  go  to  the  hospital,  and 
it’ll  be  cheaper  to  go  to  the  drug  store  if 
you  could  lower  the  administrative  costs 
by  not  having  to  file  forms,”  he  said. 

Growing  pains 

Despite  these  advantages,  the  MSA  pi- 
lot project  has  been  rated  a failure  by 
most.  MSA  advocates  say  it  never  had  a 
chance  because  of  HIPAA’s  limitations. 

“When  you  have  a limited  market  of 
750,000  out  of  a potential  market  of 
260  million,  if  you’re  an  insurance 
company  or  a trustee  at  a bank  or  a 
health  insurance  agent,  you’re  not  go- 
ing to  get  very  excited  about  making  a 
lot  of  money  selling  MSAs  and  high-de- 
ductible policies,”  Mr  Strayer  said.  “So 
right  from  the  get-go,  you  didn’t  have 
the  built-in  marketing  that  you  need 
with  any  new  product.” 

Because  the  individual  and  small 
group  market  depends  on  independent 
insurance  agents  for  sales,  most  indi- 
viduals and  small  business  owners 
have  never  heard  of  MSAs,  says  Donna 
Kinney,  TMA  manager  of  regulatory 
analysis  and  advocacy. 

“Most  agents  get  paid  a percent  of 
premium,  so  they  get  paid  less  to  sell  an 
MSA  high-deductible  policy  because  the 
premiums  are  a lot  smaller,”  Ms  Kinney 
said.  “To  add  insult  to  injury,  they  would 
also  have  to  do  a lot  of  work  to  explain 
how  an  MSA  works.  When  they  are 
faced  with  the  prospect  of  more  work  for 
less  pay,  insurance  agents  just  don’t  try 
to  sell  them  unless  the  customer  insists.” 

Though  he  agrees  that  1996  legisla- 
tion made  MSAs  “ridiculously  compli- 
cated,” Greg  Scandlen,  a fellow  in  health 
policy  with  the  Cato  Institute,  a nonpar- 
tisan public  policy  research  foundation 
in  Washington,  DC,  sees  another  reason. 

“Even  without  the  legislation,  I 
think  the  expectation  that  so  many 
people  would  jump  right  on  MSAs  was 


never  very  realistic,”  he  said.  “If  you 
look  at  any  other  kind  of  change  in 
benefits  programs,  including  HMOs 
and  401Ks,  it  generally  takes  about  20 
years  for  them  to  really  take  off.  I think 
that’s  been  the  case  with  MSAs.” 

According  to  Internal  Revenue  Ser- 
vice figures,  95,800  MSAs  were  sold  — 
well  below  the  750,000  limit  — over 
the  last  3 years.  But  MSA  advocates  say 
the  important  figure  to  focus  on  is  that 
32%  of  the  MSAs  purchased  were 
bought  by  previously  uninsured  people. 

“There  is  no  other  health  care  solu- 
tion that  any  state  legislature  or  Con- 
gress has  devised  that  is  actually 


attracting  previously  uninsured  people,” 
Mr  Strayer  said.  “This  is  the  solution  to 
the  uninsured,  plain  and  simple.” 

To  attract  more  people  to  MSAs,  US 
Rep  Bill  Archer  (R-Tex),  chair  of  the 
House  Ways  and  Means  Committee, 
has  created  legislation  to  lift  the  HIPAA 
restrictions.  If  passed.  Representative 
Archer’s  legislation  would  create  more 
of  a market  approach  than  a regulatory 
approach  to  MSAs  by: 

• Repealing  the  limitation  on  the  num- 
ber of  MSAs, 

• Expanding  eligibility  to  employees  of 
any  size  employer. 


TMAIT  offers  medical  savings  accounts 


Despite  underwhelming  sales  as  part  of  a legislated  national  pilot  project,  medical  sav- 
ings accounts  (MSAs)  have  proven  to  be  a successful  product  for  theTexas  Medical  As- 
sociation InsuranceTrust  (TMAIT),  says  James  Prescott,TMAIT  assistant  administrator. 

“We’ve  sold  about  1,000  to  doctors  for  themselves  and  their  families  or  themselves 
and  their  staffs,”  Mr  Prescott  said.  “On  a national  basis,  I bet  that  we  have  more  than  any 
other  single  individual  organization.” 

TMAIT  offers  two  high-deductible  insurance  plans  that  meet  all  mandated  federal  re- 
quirements for  MSAs.  Option  A offers  two  calendar-year  deductibles. The  first  is  $1,550 
for  member-only  coverage  and  $3,100  for  the  family.  Both  offer  100%  coinsurance.  Option 
B offers  calendar-year  deductibles  of  $2,350  for  the  member  only  and  $4,650  for  the  fam- 
ily. Option  B coinsurance  pays  for  80%  of  the  next  $3,750  of  eligible  expenses  on  the  mem- 
ber-only coverage  and  80%  on  the  next  $5,000  of  the  eligible  expenses  for  the  family. 
Option  B requires  out-of-pocket  expenses  for  coinsurance  of  $750  for  the  member  only 
and  $1,000  for  the  family. 

Except  for  the  deductible  and  coinsurance  provisions,  all  other  provisions  in  existing 
TMAIT  major  medical  plans  for  physicians  will  be  applicable  to  the  MSA.  Mellon  Bank 
will  provide  MSA  account  services,  including  maintaining  the  MSA,  providing  periodic 
statements  to  members,  and  processing  payments. TMAIT  is  responsible  for  marketing 
the  plan  and  enrolling  qualified  individuals  and  small  employers. 

Though  MSAs  can  be  confusing,  Mr  Prescott  believes  the  MSA  design  is  perfect  for 
physicians.  “It’s  exactly  what  a doctor  should  have  because  it  allows  you  to  get  involved 
with  your  medical  choices.” 

Fort  Worth  pathologist  Stephen  Russell,  MD,  is  one  ofTMAIT’s  satisfied  MSA  cus- 
tomers. He  and  his  colleagues  at  Pathology  Associates  ofTexas  purchased  an  MSA  plan 
a little  more  than  a year  ago. 

“Mr  Prescott  drove  up  from  Austin  several  times,  and  I gave  him  the  third  degree,”  Dr 
Russell  said.  “I  asked  a myriad  of  questions  and  tried  to  be  informed,  and  that's  not  an 
easy  thing  to  do.  Insurance  policies  are  replete  with  fine  print  and  gotchas.” 

By  working  withTMAIT,  Dr  Russell  found  the  best  value  for  his  needs.  “As  a physician, 
I wanted  to  maximize  my  own  choice  and  flexibility,”  Dr  Russell  said.  “And  I’m  paying  for 
it  right  out  of  my  own  pockets,  so  I was  interested  in  getting  a good  value  with  my  bene- 
fits package,  which  is  not  to  say  the  cheapest.” 

For  more  information  on  TMAIT’s  medical  savings  accounts,  call  (800)  880-8181  or 
(512)  370-1776. 
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• Increasing  the  income  tax  deduction 
for  the  contribution  to  MSAs  to 
100%, 

• Allowing  both  employees  and  em- 
ployers to  contribute  to  MSAs  simul- 
taneously, 

• Reducing  the  permitted  annual  mini- 
mum deductibles,  and 

• Allowing  MSAs  to  be  offered  in  cafe- 
teria plans  provided  by  employers. 

The  American  Medical  Association 
and  TMA  support  this  legislation, 
which  was  first  included  in  last  year’s 
Taxpayer  Refund  and  Relief  Act.  This 
act  was  vetoed  by  President  Clinton,  so 
Representative  Archer  wove  MSA  pro- 
visions into  the  Quality  Care  for  the 
Uninsured  Act,  which  was  attached  to 
both  the  House  and  Senate  versions  of 
the  Patients’  Bill  of  Rights  that  went  be- 
fore a House-Senate  conference  com- 
mittee in  January. 

With  the  help  of  Sen  William  Roth, 
Jr,  (R-Del),  chair  of  the  Senate  Finance 
Committee,  Representative  Archer 
worked  to  include  identical  MSA  legis- 
lation in  both  bills.  “The  Senate  and 
House  don’t  have  to  conference  and  do 
battle  again  on  MSAs  because  of  that 
identical  language,”  Mr  Strayer  said. 
“Congress  was  thinking.” 

But  the  Republicans’  attachment  of 
MSA  provisions  to  the  Patients’  Bill  of 
Rights  doesn’t  sit  well  with  organized 
medicine.  In  the  November  1,  1999, 
American  Medical  News,  AMA  President 
Thomas  R.  Reardon,  MD,  said  the  Re- 
publicans were  using  MSAs  and  insur- 
ance access  proposals  to  “confuse  the 
Patients’  Bill  of  Rights  issue.”  AMA  sup- 
ports MSAs  but  wants  them  debated 
separately  from  HMO  reform. 

TMA  agrees  with  AMA  that  tacking 
MSA  provisions  on  patients’  rights  leg- 
islation may  prove  to  be  a “poison  pill” 
for  HMO  reform.  “We’d  like  to  see  them 
dealt  with  separately  because  we  know 
that  politically  they  don’t  go  together 
well,”  said  Connie  Barron,  associate  di- 
rector of  TMA’s  Legislative  Affairs  De- 
partment. “Obviously,  the  more 
complicated  the  bill  becomes,  the 
harder  it  is  to  get  anything  out  there 
that  can  carry  enough  votes  to  bring  it 
through.” 


Representative  Archer,  who  will  re- 
tire at  the  end  of  this  session,  is  deter- 
mined to  see  MSA  expansion  stay  on 
the  legislative  radar  screen,  if  not  get 
passed,  one  way  or  another.  “MSAs  are 
a priority  for  this  chairman,  and  the 
Quality  Care  for  the  Uninsured  Act 
seems  to  be  the  best  avenue  at  this 
stage  to  push  these  things  through,” 
said  Greg  Crist,  spokesperson  for  the 
House  Ways  and  Means  Committee. 
“Representative  Archer  believes  that 
the  best  patient  protection  of  all  is 
health  insurance.” 

Mr  Scandlen  agrees.  “Clearly,  if 
HMOs  are  a problem,  there  needs  to  be 
an  alternative  on  the  market,  and  the 
only  alternative  that  has  a chance  of 
saving  people  money  is  MSAs,”  he  said. 

If  the  Patients’  Bill  of  Rights  does 
not  pass,  Mr  Crist  expects  Representa- 
tive Archer  to  incorporate  MSA  expan- 
sion language  into  tax  legislation  going 
before  Congress  this  year. 

Expansion  expectations 

MSA  expansion  will  sink  and  take  the 
Patients’  Bill  of  Rights  down  with  it, 
says  Ron  Pollack,  executive  director  of 
Families  USA,  a national  organization 
for  health  care  consumers. 

“It  certainly  won’t  pass  in  this  Con- 
gress because  the  president  will  not 
sign  that  legislation,”  Mr  Pollack  said. 
“Expansion  would  poison  the  possibil- 
ity of  passing  patient  protection  legisla- 
tion.” 

President  Clinton  and  many  Democ- 
rats share  the  concern  with  groups  like 
Families  USA  and  Consumers  Union 
that  an  MSA’s  high-deductible  design  is 
less  likely  to  promote  primary  and  pre- 
ventive care  and  will  create  a gap  be- 
tween the  healthy  and  wealthy  and  the 
sick  and  poor. 

“Our  main  concern  is  that  it’s  a re- 
treat from  the  whole  idea  of  spreading 
risks,”  said  Lisa  McGiffert,  senior  policy 
analyst  for  Consumers  Union  of  the 
Southwest.  “It  will  lead  to  more  seg- 
mentation of  the  market  and  carve  out 
the  healthy  from  the  sick.” 

Testifying  before  the  House  Democ- 
ratic Health  Working  Group  in  July, 
Gail  Shearer,  director  of  health  policy 
analysis  in  Consumers  Union’s  Wash- 


ington office,  said  MSAs  would  in- 
crease premiums  of  low-deductible 
policies  and  the  out-of-pocket  costs  for 
the  sick,  and  eventually  eliminate  the 
option  of  low-deductible  policies. 

She  said  research  published  before 
the  MSA  demonstration  projected  that 
if  25%  of  healthy  people  enrolled  in 
MSAs,  premiums  for  traditional,  low- 
deductible  coverage  would  increase  by 
63%.  If  the  percentage  of  healthy  peo- 
ple choosing  an  MSA  increased  to 
100%,  premiums  for  traditional  policies 
would  increase  by  335%,  she  added. 

Bipartisan  bridge 

Dr  Handel  says  he  realizes  MSAs  aren’t 
for  everyone.  “Like  AMA,  we’re  looking 
for  that  pluralistic  approach,  and  we 
truly  understand  that  MSAs  won’t  fit 
everybody,”  he  said.  “But  if  we  went  to 
a system  such  as  MSAs,  if  we  looked 
hard  at  all  of  the  mandates  in  insur- 
ance plans  and  got  rid  of  all  of  them  ex- 
cept for  those  that  are  unequivocally 
essential,  and  if  we  have  most  people 
pay  for  the  routine  out-of-pocket  ex- 
penses, the  cost  of  insurance  would  go 
down,  and  I think  more  people  would 
be  able  to  afford  it.” 

Mr  Scandlen  thinks  both  the  un- 
wealthy  and  the  unhealthy  would  find 
MSAs  a smart  choice.  “The  prospect  of 
being  able  to  save  some  money  tax  free 
in  a medical  savings  account  is  enor- 
mously more  attractive  to  people  with 
low  incomes  than  it  is  to  people  with 
high  incomes,”  he  said.  “The  notion 
that  you  can  take  money  that  you’re 
currently  spending  on  health  insurance 
premiums  and  actually  save  a portion 
of  that  is  a much  higher  benefit  to 
someone  who’s  making  $20,000  a year 
than  to  someone  who’s  making 
$100,000  a year.” 

The  unhealthy,  as  frequent  users  of 
medical  services,  would  find  M5As 
beneficial  as  an  alternative  to  HMOs, 
Mr  5candlen  says.  “The  people  who  are 
put  off  most  by  HMOs  are  the  people 
who  use  the  services  the  most.  The 
healthy  people  don’t  particularly  care  if 
there’s  a limited  selection  of  doctors  or 
if  they  have  to  wait  for  appointments 
because  they  don’t  feel  much  urgency 
to  get  health  care  services.” 
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Project  a new  cardiovascular  disease  and 

stroke  prevention  education  program,  aims  to  knock 
the  No.  1 and  No.  3 killers  of  Texans  off  tlie  charts. 

For  more  information,  call  (800)  880-1300, 
ext.  1382,  or  (512)  370-1382;  ore-mail 
watch@texmed.org. 
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John  F.  Gillespie 

Attorney  at  Law 

Board  Certified,  Administrative  Law, 
Texas  Board  of  Legal  Specialization 


WORKERS  COMPENSATION 

TWCC  Audits  • Medical  Benefit  Disputes 
Approved  & Designated  Doctor  Qualifications 
Defense  of  Compliance  & Practices  Charges 

Practice  Formation  & Management 
Employment  & Services  Contracts 
Staff  Privileges  & Peer  Review 
Managed  Care  & Other  Insurance 
Medical  Records  • OSHA  Compliance 
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General  Legal  Matters  including... 

Wills.  Trusts  & Estates  • Consumer  Law 
Divorce.  Child  Custody  & Support  • Criminal  Law 


p.c. 


GILLESPIE  & ASSOCIATES. 

106  East  Sixth  Street,  Suite  900  • Austin,  Texas  78701 
(512)  322-3969 


Medical  Economics 


Those  who  are  sick  will  have  out-of- 
pocket  expenses  no  matter  what  plans 
they’re  on,  Mr  Strayer  says.  “You’re  go- 
ing to  have  a lot  of  copayments  if  you 
have  an  HMD  or  managed  care  plan.  If 
you  have  a fee-for-service  plan,  you 
have  a deductible  to  meet.  If  you  need 
prescription  drugs,  you’re  still  going  to 
have  to  pay  something  for  them  no  mat- 
ter what  kind  of  plan  you’re  on.  So  if 
you’re  already  paying  $100  a month  in 
out-of-pocket  expenses  as  a sick  person, 
why  not  use  tax-advantage  dollars  from 
your  MSA  to  make  those  purchases?” 

Despite  these  arguments,  Ms  Barron 
thinks  consumer  groups  have  some 
good  points  and  wants  to  investigate 
their  concerns  about  MSAs.  If  these 
concerns  are  legitimate,  then  only  a bi- 
partisan legislative  solution  could 
make  MSAs  successful  in  the  market- 
place, Ms  Barron  says. 

“For  MSAs  to  be  really  successful 
and  for  us  to  open  them  up,  we  have  to 
be  sensitive  to  the  arguments  from  the 
other  side  when  they  express  legitimate 
concerns  about  how  we  bring  along  the 
sick  and  lower-income  folks  into  this 
system.  For  this  to  be  successful,  we 
have  to  try  to  get  everybody  in  it  that 
we  possibly  can.” 

Some  of  these  concerns  are  partially 
addressed  by  Representative  Archer’s 
proposed  amendments.  “We  need  to 
see  if  there  are  other  improvements 
that  would  make  MSAs  work  well  in 
the  marketplace,”  Ms  Kinney  said.  In 
any  case,  she  says  it  is  imperative  that 
physicians  press  Congress  to  act  on 
MSA  legislation  this  year  because  the  : 
pilot  program  expires  in  December. 

As  the  debate  continues,  TMA  is 
preparing  for  the  eventual  passage  of 
MSA  expansion  provisions  by  educat- 
ing the  public.  Dr  Handel  says. 
“Through  TMA,  we’re  going  to  be  able 
to  give  the  general  public  a clear  sense 
of  what  their  doctors  are  doing  and 
how  their  doctors  are  doing  it  so  that 
they  can  make  better  decisions  as  to 
where  to  obtain  their  health  care  and 
what  kind  of  health  care  they  need.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org. 
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Eliminating  Cancer  Pain 
in  the  21  st  Century: 

What  Clinicians  Need  to  Know 

6 hours  of  AMA  PRA  Category  1 Credit 
7.5  Type  1 Nursing  Credit  Hours 
includes  5 social  Work  CEUs 

ethiee  Saturday,  April  1,  2000  • 8:00am  - 4:30pm 

CME  Renaissance  Hotel  • Dallas,  Texas 


.4  joint  project  of  Texas  Medical  Msociation 's  Physician  Oncology  Education  Program, 
the  American  Cancer  Society  - Texas  Division,  and  the  Nurse  Oncology  Education  Program 


Tex 


Physician  Oncology 


TexasMedical 

Association 


.TEXAS 
CANCER 
COUNCIL 


Nurse 
Oncology 
Education 
Program 


Education  Program 


NOEP 


AMERICAN 
^(^NCER 

fsoaiTY 


Tex 


TexasMedical 

Association 


Educational  Showcase  & Expo 


May  25-28,  2000  O San  Antonio,  Texas 


Qaneer:  UJlwi  Primary  Qare  Physicians  Heed  to  Knsu) 

'Please  join  us  for  eight  dynamic  presentations,  including  one  hour  of  ethics  credit! 


Presented  by  TMA’s  Physician  Oncology  Education  Program  and  Committee  on  Cancer 
Complimentary  lunch  provided  • Saturday,  May  27,  2000  • 8:30  a.m.-5:15  p.m. 
Henry  B.  Gonzalez  Convention  Center  • San  Antonio,  Texas 
To  reserve  your  seat,  contact  Jennifer  Wingo  at  (800)  880-1300, 
ext.  1672,  or  (512)  370-1672  orjennifer_w@texmed.org 
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Medical  Education 


Bright  futures 

TMA  Minority  Scholarship  Program  helps  deserving  students 


Medical  student  Damien  Luviano  examines  a specimen  in  a laboratory  at  The 
University  of  Texas  Southwestern  Medical  School  at  Dallas.  He  is  one  of  f he  first 
recipients  of  financial  help  from  the  TMA  Minority  Scholarship  Program. 


Right  now,  Damien  Luviano  is  in 
the  middle  of  his  first  year  at 
The  University  of  Texas  South- 
western Medical  School  at  Dal- 
las. At  this  point,  amidst  the 
grueling  workload,  demanding 
i professors,  and  impossible  class 
schedule,  the  excitement  of  becoming  a 
doctor  might  have  worn  off  for  some  stu- 
dents. And  Mr  Luviano  admits,  “Some- 
times the  difficulty  of  medical  school 
blurs  your  vision  of  why  you  wanted  to 
do  this  in  the  first  place.”  > V 


By  Monica  Maldonado,  Associate  editor 
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But  he’s  been  on  the  road  to  becom- 
ing a doctor  since  he  was  10,  and  he’s 
'■inot  about  to  quit  now.  “The  most  pres- 
(sure  I feel  to  be  a great  doctor  comes 
i from  myself.” 

I Last  year,  Mr  Luviano,  27,  was  given 
l a little  help  and  a lot  of  encouragement 
from  the  Texas  Medical  Association.  Mr 
Luviano  joined  Rodolfo  Herrera,  of  San 
Antonio,  and  Eugene  Ramirez,  of  El 
Paso,  to  become  the  first  recipients  of 
TMA’s  minority  scholarships.  Each  had 
already  proven  his  potential  by  being 
accepted  by  a Texas  medical  school, 
and  each  plans  to  practice  medicine  in 
an  underserved  area  of  the  state. 

At  $5,000  each,  the  scholarships  cer- 
tainly won’t  even  cover  1 year’s  tuition. 
They  do,  however,  send  a message  to  as- 
piring minority  students  across  the  state, 
ias  well  as  to  other  private  organizations 
(interested  in  enriching  the  education  of 
'minorities  in  Texas  and  improving  the 
ihealth  care  of  the  underserved. 

■ “We  wanted  to  deliver  the  message 
that  TMA  supports  talented  and  quali- 
Ified  minorities,”  said  Gordon  Green, 
,MD,  vice  chair  of  the  TMA  Council  on 
Medical  Education  and  an  early  propo- 
nent of  the  Minority  Scholarship  Pro- 
jgram.  “And  that  those  kinds  of  students 
are  wanted  here.” 

Dr  Green  says  the  council  hopes  its 
'goals  are  emulated  by  other  statewide 
and  local  organizations.  “The  amount 
of  money  we  collect  will  probably  help 
only  a handful  of  students  at  best,”  Dr 
Green  acknowledged,  “but  it  may  en- 
courage the  schools  to  keep  trying  to 
attract  minority  students  and  use  other 
recruitment  mechanisms  that  are  still 
available,  and  furthermore  encourage 
other  organizations  to  find  ways  to  ac- 
complish that  same  goal.” 

Combating  the  brain  drain 

The  year-old  program  resulted  from  a 
couple  of  factors  that  Dr  Green  says  TMA 
felt  would  have  an  important  impact  on 
the  health  care  of  Texans.  One  was  the 
1996  Hopwood  ruling  that  state  colleges 
and  universities  in  Texas,  Louisiana,  and 
Mississippi  could  no  longer  use  race  as 
a factor  for  admission  and  granting 
scholarships. 

As  a result  of  that  decision,  the  com- 
plexion of  medical  school  applicants  in 
Texas  changed  the  following  year.  Ac- 


cording to  the  Texas  Higher  Education 
Coordinating  Board,  the  numbers  of 
African  American  and  Hispanic  stu- 
dents in  1997  were  down  38%  and 
22%,  respectively. 

Dr  Green  says  minority  students  who 
are  accepted  to  medical  school  some- 
times go  out  of  state  because  of  financial 
incentives  those  schools  can  offer.  “It’s 
likely  that  some  of  our  most  talented 
and  gifted  pre-med  students  were  being 
siphoned  away  to  other  states,”  he  said. 

Then  last  year,  TMA’s  physician  work- 


force study  reported  that  in  1998,  30% 
of  the  state’s  population  was  Hispanic 
but  only  10%  of  the  state’s  physicians 
were  Hispanic.  Eurther,  while  Just  56% 
of  the  Texas  population  was  white,  the 
percentage  of  white  physicians  was  76%. 

“This  issue  becomes  more  important 
when  you  consider  that  people  are  more 
likely  to  seek  medical  care  from  physi- 
cians they  feel  have  some  understanding 
of  their  life  situations.  Studies  all  over 
the  country  have  shown  that.  That’s 
why  we  think  it’s  important  for  the 
physicians  of  Texas  to  better  reflect  the 
population  of  Texas,”  Dr  Green  said. 

Several  studies  have  addressed  the 
impact  that  minority  physicians  have  on 
underserved  areas.  One  such  study,  pub- 
lished in  the  Journal  of  the  American 
Medical  Association  (JAMA)  in  1989, 
shows  that  African  American  physicians 
are  more  likely  to  choose  primary  care 
specialties  in  underserved  areas,  which 
improves  the  residents’  access  to  health 
care.  Another  study  published  in  JAMA 
in  1995  examined  patients’  choice  of 
physicians  and  showed  a strong  link 
between  the  ethnic  backgrounds  of  pa- 
tients and  physicians.  And  in  1998,  a 
report  by  the  Council  on  Graduate  Med- 
ical Education  said  minority  physicians 
are  “more  likely  to  practice  in  under- 
served areas,  and  are  more  likely  to  care 
for  minority,  poor,  underinsured,  and 
uninsured  persons.” 

“Our  state’s  demographics  are  chang- 


ing,” said  Jim  Rohack,  MD,  chair  of  the 
TMA  Board  of  Trustees  Committee  on 
Educational  Scholarships  and  Loans  and 
TMA  president-elect.  “We  have  to  be 
able  to  provide  a way  to  keep  the  best 
and  brightest  within  our  borders  because 
that’s  in  the  best  interest  of  our  patients.” 

In  its  first  year  of  fundraising,  163 
physician-members  gave  almost  $20,000, 
mostly  the  result  of  a direct  mail  cam- 
paign. “We  were  delighted  with  the  initial 
response  the  program  received,”  Dr  Ro- 
hack said. 


How  it  works 

Last  year,  the  program  received  69  ap- 
plications, 48  from  Hispanics  and  21 
from  African  Americans.  Applications 
were  accepted  from  students  at  any 
Texas  medical  school.  In  the  future,  stu- 
dents at  the  eight  schools  will  take  turns 
in  submitting  applications  based  on  a 
list  generated  by  drawing  names  from  a 
hat.  Students  at  Baylor  College  of  Med- 
icine are  eligible  for  the  2000  award. 

Long-term  plans  for  the  program  are 
to  award  $5,000  each  year  to  one  med- 
ical student  from  each  school  for  4 
years.  Interested  students  should  con- 
tact their  school’s  financial  aid  office. 

Because  students  already  have  been 
accepted  to  a medical  school,  applicants 
are  graded  using  a point  system,  which 
considers  whether  they  are  experienced 
in  community  service  or  other  health-re- 
lated activities,  have  an  interest  in  prac- 
ticing in  Texas,  and  are  the  first  in  their 
families  to  have  a higher  education.  “We 
think  the  person  who  scores  well  using 
this  criteria  is  the  type  of  individual  who 
is  going  to  be  a trailblazer  and  a role 
model  for  others,”  Dr  Rohack  said. 

Applicants  also  must  write  an  essay 
describing  how  they  plan  to  achieve  the 
TMA  mission  statement  of  “improving 
the  health  of  all  Texans.” 

“When  we  looked  at  the  value  of 
each  individual  applicant,”  Dr  Rohack 
said,  “it  made  us  wish  we  could  give 
scholarships  to  all  69.” 


“We  have  to  be  able  to  provide  a way  to  keep 
the  best  and  briqhtest  within  our  borders  because 


that’s  in  the 


best  interest  of  our  patients.” 
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Need  a speaker 
for  your 
next  medical 
meeting? 

TMA  Speakers’  Bureau  can 
help  with  a cadre  of  physician 
experts  from  across  Texas. 
Topics  cover  a variety  of 
issues,  such  as: 

• recent  legislative  victories 

• rural  health 

• physician  workforce 

• TMA  activities 

• CHIP 

Contact  the  TMA 
Speaker’s  Bureau  at 
(800)  880-1300,  ext.  1375, 
or  (512)  370-1375, 
or  ken_o@texmed.org. 

FREE  TO 

TMA  MEMBERS! 
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One  recipient’s  story 

Perhaps  the  most  remarkable  thing 
about  Damien  Luviano’s  journey  to 
medical  school  is  the  fact  that  he  is  the 
only  one  in  his  family  — and  one  of  the 
few  among  his  friends  — to  even  finish 
high  school.  “My  parents  saw  my  dream 
of  being  a doctor  as  far-fetched,”  Mr  Lu- 
viano  recalled.  But  he  persisted  and 
chose  to  attend  Houston’s  High  School 
for  Health  Professionals.  At  one  point  in 
school,  however,  he  considered  quitting 
and  getting  a full-time  job. 

That  summer,  Mr  Luviano  took  a job 
in  construction  where  he  worked  with 
older  men  who  encouraged  him  to  stay 
in  school.  “They’d  say  to  me,  ‘Look,  I’m 
a grandfather  and  here  I am  still  on  my 
knees  working  so  hard.’  They’d  say,  ‘I 
wish  I’d  done  better.’” 

Still,  despite  a lifelong  dream  to  be- 
come a doctor,  Mr  Luviano  says  he  had 
always  assumed  college  was  for  rich 
people.  But  he  was  determined  not  to 
give  up.  He  completed  high  school, 
then  joined  the  Army  to  earn  money 
for  college.  While  in  the  Army,  he  was 
trained  as  a dental  specialist.  His  early 
enthusiasm  for  the  job,  combined  with 
his  bilingualism,  made  him  valuable. 
“The  people  I helped  would  always  tell 
me  I was  going  to  be  a great  doctor 
someday,”  he  said. 

Even  when  he  left  the  Army  he  did- 
n’t think  he  could  go  to  college  full 
time  because  he  had  a wife  and  a 
young  daughter.  He  signed  up  for  a few 
classes  at  the  University  of  Houston  but 
soon  realized  that  approach  would  take 
too  long.  He  began  taking  classes  full 
time  and  eventually  transferred  to  The 
University  of  Texas  at  Austin.  With  an 


honors  degree  in  biology  and  a 3.69 
grade  point  average,  as  well  as  a cou- 
ple of  stints  as  a medical  and  research 
assistant,  Mr  Luviano  was  accepted 
into  medical  school  last  spring. 

In  fact,  he  was  offered  scholarships  to 
attend  medical  schools  not  under  Hop- 
wood  jurisdiction,  but  he  chose  to  stay  in 
Texas  close  to  his  family.  “About  a month 
later,  I received  a call  from  TMA  about 
being  awarded  the  scholarship,”  he  re- 
membered. “It  was  an  added  bonus.” 

Now  that  he’s  there,  Mr  Luviano  says 
being  in  medical  school  is  the  hardest 
thing  he’s  ever  done.  “It’s  like  finally 
getting  the  job  you  always  wanted  and 
having  to  work  an  80-hour  week.”  But 
he  thinks  he’s  already  making  an  im- 
pression on  the  other  students,  who 
have  trouble  believing  he  was  born  in 
Mexico  and  is  the  first  from  his  family 
to  finish  high  school.  He  is  considering 
a residency  in  surgery,  though  he’s  not 
sure  exactly  in  which  specialty.  He  does 
know,  however,  that  he  wants  to  work 
with  the  underserved  population. 

“The  scholarship  really  helped  re- 
lieve the  financial  burden  on  my  wife 
and  me,”  Mr  Luviano  said.  “As  a result. 
I’ll  be  able  to  borrow  less  and  therefore 
incur  less  debt.  That  way,  when  I finish 
training,  I can  stay  committed  to  work- 
ing among  the  inner-city  population, 
and  income  won’t  be  so  much  of  a fac- 
tor.” He  added,  “That’s  where  I feel  I 
am  really  needed.”  ★ 


Monica  Maldonado  can  be  reached  at  (800)  880-1300, 
ext  1385,  or  (512)  370-1385;  or  by  e-mail  at  monica_m@ 
texmed.org. 


TMA  Advantage 


How  to  give 


If  you'd  like  to  contribute  to  theTMA  Minority  Scholarship  Program,  call  Marcia  Collins 
at  (800)  880-1300,  ext  1375,  or  (512)  370-1375  to  make  a credit  card  donation,  or  send  a check 
payable  toTMA  Minority  Scholarship  Program  to: 


TMA  Minority  Scholarship  Program 
Texas  Medical  Association 
401  W 15th  St 
Austin, TX  78701-1680 
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Educational  Showcase  & Expo 


May  25-28,  2000  O San  Antonio,  Texas 

Join  us  for  TexMed  2000,  the  most  exciting  TexMed  yet! 

Free  continuing  medical  education  for  TMA  members,  and  $10  continuing  education  for  nurses 
and  other  allied  health  professionals  makes  TexMed  2000  the  best,  and  most  fun,  deal  in  town! 

Take  a moment  to  review  the  schedule  below  and  make  plans  to  be  at  the  first  TexMed  of  the  new  millennium. 

You  should  have  received  your  registration  and  advance  program  materials  by  mail.  If  not,  contact  us  at  texmed2000@texmed.org, 
(800)  880-1300,  e.xt.  1452,  (512)  370-1452,  or  log  on  to  our  Web  site  at  virtual.texmed.org  for  complete  information. 

TEXMED  2000  AT  A GLANCE 


THURSDAY,  MAY  25 


New  Delegates  Orientation 

(6:45  a.m.) 

Childcare 

(7:.50  a.m.-5:.30  p.m.) 

HOD  Opening  Session 

(8-9:30  a.m.) 

Reference  Committees 

(9:30  a.m.-2  p.m.) 

Exhibit  Hall  Hours 

(11:30  a.m.-6  p.m.) 

HOD  Section  Meetings 

Check  Web  site,  virtual.texmed.org  for 
times. 

General  Session  (2-5  p m.) 
Supported  by  TMLT 

■ The  Mind  Game  of  Disease  Management 
James  0.  Prochaska,  PhD 

■ Physician  Stress  & Burnout 

■ Healing  When  You  Cannot  Cure 
Harold  Kushner 

Bexar  County  Golf  Tournament 

(1-5  p.m.) 

TAFP  "Add  o Day  to  TMA" 

(7:50  a.m.-5:30  p.m.) 

TMLT  Welcome  Reception 

(5-6  p.m.) 

TEXPAC  300  Reception 

(5:30-6:30  p.m.) 

Meet  the  Candidates  Reception 

(6-7:30  p.m.) 

Oenological  Society  (7:30-10  p.m.) 

Fifty  Year  Club  (6-10  p.m.) 

Alliance:  Evening  at  Southwest 
School  of  Art  & Craft 

(Children's  program  available.) 

Guest  Speaker:  Peter  Meade,  MD,  of 
Doctors  Without  Borders  (6:30-10:30  p.m.) 

Alumni  Events  (After  6 p.m.) 


FRIDAY,  MAY  26 


Exhibit  Hall  Hours  (7  a m. -5:30  p.m.) 
Childcare  (7:30  a.m.-5:30  p.m.) 

HOD  Reconvenes  (9a.m.-Noon,  1:30-4  p.m.) 

HOD  Section  Meetings 

■ Check  Web  site,  virtual.texmed.org  for  times 

TMA/TMAA  Presidents'  Joint 
Installation  Luncheon  (Noon-l:30  p.m.) 

Investment  Seminars 

■ TIAA-CREF:  Your  Goals  Don't  Wait  - Why  Should 
You?  Investing  With  MuUial  Funds  (10-11:30  a.m.) 

■ Mercer:  21st  Century  Financial  Strategies  for 
Physicians  (2-3:30  p.m.) 

Symposia 

■ Blood  and  Tissue  Usage  (2-5  p.m.) 

■ Community  Response  to  Family  Violence 
(1:30-5  p.m.) 

■ Diabetes  (2-5  p.m.) 

■ Emergency  Medicine  (9  a.m.-l  p.m.) 

■ Pain  (9  a.m. -noon) 

Scientific  Programs 

■ Dermatology  (2-4:45  p.m.) 

■ Digestive  Diseases  (8  a.m.-noon) 

■ Endocrinology  (8  a.m. -12:30  p.m.) 

■ Family  Practice  (8  a.m. -5  p.m.) 

■ Neurological  Surgery  (8:15  a.m. -5  p m.) 

■ Obstetrics  and  Gynecology  (8  a.m.-5  p.m.) 

■ Occupational  Medicine  (8  a.m. -5:30  p.m.) 

■ Ophtlndmology  (8  a.m.-5:30  p.m.) 

■ Orthopaedics  (1-5  p m.) 

■ Otolaryngology  (8:30  a.m.-5  p.m.) 

■ Plastic,  Reconstructive,  and  Maxillofacial  Surgery 
(8:.30  a.m.-noon) 

■ Psychiatry  (9  a.m.-5  p.m.) 

■ Public  Health  (9  a.m.-4:15  p.m.) 

■ Sports  Medicine  (with  Orthopaedics)  (8  a.m.-noon) 

■ Surgery  (9  a.m.-5  p.m.) 

Paradise  Found! 

An  Evening  in  Acapulco 

TMA  Foundation  Benefit  (6-1 1 p.m.) 

Alumni  Events  (After  6 p.m.) 


SATURDAY,  MAY  27 


Exhibit  Hall  Hours  (7:30  a m. -2  p.m.) 
Childcare  (7:30 a.m. -5:30  p.m.) 

General  Session  (8-9  am.) 

■ Raising  Children  in  a Medical  Marriage 
Catherine  Musco  Garcia-Prats  & Joseph  A. 
Garcia-Prats,  M.D. 

Educational  Tracks 

■ The  Chnical  Practice  of  Medicine  - 
Geriatrics  (9  a.m.-12:30  p.m.) 

■ Medical  Economics  (9  a.m.-12:45  p.m.) 

■ Altemative/Complementary  Practices  - 
Pediatrics  (9:15  a.m. -12:15  p.m.) 

■ Ethics:  Breaking  Bad  News 
(9  a.m.-12:15  p.m.) 

■ Technology  in  Medicine  (9  a.m.-noon) 

HOD  Section  Meetings 

Check  Web  site,  viilual.texmed.org  for  times. 

Symposia 

■ Cancer:  What  Primary  Care  Physicians  Need  to 
Know  (8:.30  a.m. -5:15  p.m.) 

■ Diabetes  (9  a.m.-noon) 

Scientific  Sections 

■ Allergy,  Asthma,  and  Clinical  Immunology 
(9  a.m. -5  p.m.) 

■ Anesthesiology  (7:55  a.m.-4:15  p.m.) 

■ Colon  and  Rectid  Surgery 
(9  am.- 12:30  p.m.) 

■ Dermatology  (8:30  a.m.-noon) 

■ Neurological  Surgery  (8:30  a.m.-l  1:30  p.m.) 

■ Ophthalmology  (9  a.m. -4  p.m.) 

■ Orthopaedics  (8  a.m. -5  p.m.) 

■ Otolaryngology  (8:30  a.m.-noon) 

■ Physical  Medicine  & Rehabilitation 
(9  a.m.-5  p.m.) 

TMA  Day  at  Sea  World 

(10  a.m.-lO  p.m.) 

Family  Cookout  at  Sea  World  {(yl  p.m. ) 


SUNDAY,  MAY  28 


Dermatology  (8:30  a.m.-noon) 
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TexMed  2000  Registration  Form 

May  25-28,  2000 

Henry  B.  Gonzalez  Convention  Center 
San  Antonio 


O Personal  Information 

Complete  registration  form  (one  per  person)  and  return  by  fax  or  mail  with  payment.  Pick  up  tickets  and  name  badges  at  the  Pa 
View  registration  lobby  at  the  Convention  Center.  Preregistration  closes  on  Wednesday,  May  17,  2000,  at  5 p.m.  Following 
date,  you  may  register  on-site.  

Name Specialty License  # 

Address 

City State ZIP  Code 

Phone  # Fax  # E-mail 

□ Check  here  if  special  assistance  is  required  to  fully  participate,  and  you  will  be  contacted  to  discuss  your  needs. 

We  can  not  assure  the  availability  of  disability  assistance  without  prior  notification  of  need. 

Q Registration  Fees 

Members  FREE  Registration  for  TMA  members 

□ Physician  □ Medical  Student  □ Intern,  Resident,  Fellow 

□ Member’s  Family  Name: 

Nonmembers 

□ Physician:  $200  □ Medical  Student:  $10  □ Intern,  Resident,  Fellow:  $10 

□ Allied  Health  Personnel:  $10  □ CMS  Staff:  Waived  □ Speaker:  Waived 

□ Nonmember’s  Family  over  Age  21:  $10  Each  Name: 


Total  Registration 
Fees  = $ 


0 Events 

Thursday 

Evening  at  the  Southwest  School  of  Art  and  Craft $ 70  per  adult x = $ 

Number  of  Children Ages $ 15  per  child x = $ 

Friday 

Joint  Installation  Luncheon $ 20  per  person x = $ 

Foundation  Benefit:  Regular  Tickets $ 1 2 5 per  person x = $ 

Concho  del  Mar  Tickets $ 1 50  per  person x = $ 

Saturday 

TMA  Day  at  Sea  World  $33  per  person x = $ 

Sea  World  Season  Ticket  Holders  $15  per  person x = $ 


O Child  Care 


Thursday Number  of  Children Age(s) x $50  per  day  = $ 

Friday  Number  of  Children Age(s) x $50  per  day  = $ 

Saturday Number  of  Children Age(s) x $50  per  day  = $ 


0 Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  by  donation  of  $100,  $50  or  $25  $ 

0 Total  Fees  (Total  of  sections  2-5)  (No  refunds  after  May  1 1 , 2000)  $ 


□ Enclosed  is  check  # for  $ payable  to  TMA.  Charge  $ to  my  □ VISA  □ MasterCard  □ AMEX 


Acct.^ 


Exp.  Date 


Name  on  Card 


Signature 


Return  form  with  payment  to: 

TMA  Conference  and  Meeting  Management  Dept.,  401  W.  15th  St.,  Austin,  TX  78701,  or  by  fax  at  (512)  370-1635. 

For  more  information,  check  out  our  Web  site  at  virtual.texmed.org. 


[)il  to; 

Medical  Association 
liusing 
I ).  Box  2426 
[ n Antonio,  TX  78298 
OR 

|!x  to:  (210)  207-6702 


Texas  Medical  Association  Housing  Request  Form 
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Educational  Showcase  & Expo 


May  25-28,  2000  O San  Antonio,  Texas 


Reservation  cutoff  date: 
April  20,  2000 


riERVATIOIM  WILL  NOT  BE  PROCESSED  IF  FORM  IS  INCOMPLETE.  TELEPHONE  REQUESTS  ARE  NOT  ACCEPTED.  Keep  a copy  of 
for  your  records.  DO  NOT  MAIL  AFTER  FAXING.  Acknowledgments  are  mailed  or  faxed  only  to  the  name  listed  in  #8.  Photocopy  this 
1 1 if  you  need  more  than  one  room. 


I SELECT  FOUR  HOTELS:  Rooms  are  assigned  first  come/first  served.  If  choices  are  not  available,  a room  will  be  secured  at  a hotel 
I based  on  your  preference  of  rate  or  proximity  and  availability.  USE  CODES  ONLY,  NOT  NUMBERS. 


Choice 


Choice 


2nd  Choice 


4th  Choice 


Hotel 

CODE 

Marriott  Rivercenter 

MRC 

Marriott  Riverwalk 

SAM 

Hilton  Palacio  Del  Rio 

HPR 

Plaza  San  Antonio  by  Marriott 

PLZ 

)tel  choices  are  sold  out,  which  is  more  important? 


□ Room  Rate 


□ Location 


ARRIVAL: 

DATE;  


AM 

TIME: PM 


3.  DEPARTURE: 

DATE: 


AM 

TIME: PM 


ORTANT:  Avoid  problems.  Make  air  reservations  before  filling  out  arrival/departure  dates  on  this  form. 


"uests  for  two  or  more  days  pre-  or  post-convention  may  not  be  available  through  the  housing  department.  Acknowledgement  will 
'se  you  to  call  the  hotel  directly  for  additional  nights  (not  always  available  at  convention  rates). 


HECK  APPROPRIATE  BOX: 


I 

iThe 


ONE  BED 


SUITE  + ONE  BEDROOM 


□ 


TWO  BEDS 


SUITE  +TWO  BEDROOMS 


housing  department  will  request  room  type;  the  hotel  will  confirm  if  available. 


TOTAL  NUMBER  OF  PEOPLE  IN  ROOM: 


ROOM  GUARANTEE:  The  hotel  will  send  confirmation  with  rate,  policies,  and  room  type.  All  rooms  must  be  guaranteed.  Do  not 
send  checks  to  the  housing  department.  Complete  credit  card  information  or  send  check  directly  to  the  hotel  upon  receipt  of 
confirmation  slip. 


a of  Card  (i.e.,  AE,  MC,  VS)  Credit  Card  Number  Expiration  Date  Name  on  Credit  Card 

LIST  ALL  OCCUPANTS:  First  name  first 


1. 


2. 


3. 4. 

SEND  ACKNOWLEDGEMENTTO: 


ST  NAME  Ml  LASTN 

AME 

fE 

ET  ADDRESS  0 

3 PO.  BOX  NUL/ 

BER 

Y STATE  COUNTRY  Z 

PCO 

DE 

ME  PHON 

E NU 

MBE 

R FAX 

MUMBER  ( 

f International,  Indicate  Country/City  Codes) 

I 

(SPECIAL  REQUESTS: 


Smoking 


□ Nonsmoking 


Check  here  for  disability 


special  or  other  needs: 


4CELLATIONS/CHANGES:  On  or  before  May  3,  2000,  in  writing  to  the  housing  department.  After  May  3,  2000,  call  the  hotel  directly. 

L 


Official  TexMed  2000  Housing  Form  • May  25-28,  2000 


0 Hilton  Palacio  Del  Rio  (HPR) 

200  S.  Alamo 

$145  single,  $160  double 

Exhibitor  Headquarters 

O Plaza  San  Antonio  - A Marriott  Hotel  (PLZ) 

555  S.  Alamo  St. 

$135  single,  $145  double,  $155  triple,  $165  qua( 


0 Marriott  Riverwalk  (SAM) 

711  E.  Riverwalk 
$149  single,  $149  double 
Each  additional  person,  $20 
TMA  Alliance  Headquarters 

See  Map  for  TexMed  2000  registration  at  x 


OTHER  FACILITIES 

0 Henry  B.  Gonzalez  Convention  Center 

200  E.  Market 


PARTICIPATING  HOTELS 
AND  RATES 

O Marriott  Rivercenter  (MRC) 

101  Bowie  St, 

$149  single,  $149  double 
Each  additional  person,  $20 
Board,  Council,  Committee  Meetings, 
Delegate  Headquarters 


Place 

Stamp 

Here 


Texas  Medical  Association  Housing 
RO.  Box  2426 
San  Antonio,  Texas  78298 


■ All  rooms  are  subject  to  a 16,75%  state  and  room  tax.Tripli 
and  quadruple  occupancy  may  incur  additional  charges. 

■ Reservations  are  processed  on  a first-come,  first-served 
basis  until  Monday,  April  20,  2000. 

■ A receipt  from  the  Housing  Bureau  will  acknowledge  your 
reservation.  This  is  not  a confirmation.  A confirmation  willfi 
low  from  the  hotel  in  approximately  four  to  five  weeks. 

■ Changes  and  cancellations  must  be  made  in  writing  to  the 
Housing  Bureau  and  not  to  theTMA  office. 

■ The  Housing  Bureau  does  not  accept  phone  calls  regarding 
reservations.  Please  mail  your  housing  form  directly  to  the 
Housing  Bureau  at  RO.  Box  2426,  San  Antonio,  TX  78298  O' 
by  fax  to  (210)  207-6702.  DO  NOT  fax  and  mail  your  housinc 
form,  as  this  may  result  in  duplicate  reservations  (for  which 
you  may  be  billed). 

■ A credit  card  guarantee  is  required  for  all  reservations.  If  yc, 
wish  to  guarantee  your  room  with  a check,  you  may  send  a 
first  night's  deposit  directly  to  your  assigned  hotel.  DO  NOT 
mail  cash  or  check  with  the  Housing  Reservation  Form. 
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Information  for  authors 


Primary  care  physicians,  surgeons,  and 
anesthesiologists  are  all  involved  in  assess- 
ing patients  before  surgery.  The  medical 
literature  describes  techniques  to  identify 
high-risk  cardiac  patients  before  elective 
surgery  and  strategies  to  reduce  risk  once 
these  patients  have  been  identified. 

Multifactorial  indices  can  identify  high- 
risk  patients  undergoing  nonvascular 
surgery.  Selective  use  of  dipyridamole- 
thallium  imaging  based  on  clinical  factors 
will  identify  high-risk  patients  before 
vascular  surgery.  Once  high-risk  patients 
have  been  identified,  risk  reduction  can  be 
attempted  in  various  ways.  We  have  no 
convincing  evidence  that  prophylactic 
revascularization  benefits  high-risk  pa- 
tients. Perioperative  fi-blockade  reduces 
perioperative  myocardial  ischemia,  mor- 
tality, and  the  incidence  of  cardiovascular 
complications  for  up  to  2 years.  Therefore, 
perioperative  fi-blockers  are  recommended 
for  high-risk  patients  undergoing  elective 
noncardiac  surgery. 


Dr  Potyk,  clinical  associate  professor  of  medicine, 
University  of  Washington  School  of  Medicine, 
Spokane,  Wash.  Send  reprint  requests  to  Dr  Potyk, 
Director,  Ambulatory  Care  Clinic,  Internal  Medi- 
cine Spokane  Primary  Care  Residency,  101  W 8th 
Ave,  PO  Box  2555,  Spokane,  WA  99220-2555;  or 
e-mail  potykd@shmc.org. 


Perioperative  assessment  and  management 
of  patients  with  coronary  artery  disease 

DARRYL  K.  POTYK,  MD 


Each  year,  approximately  25  mil- 
lion people  in  the  United  States 
undergo  noncardiac  surgery.  Ap- 
proximately one  third  of  these 
have  known  cardiac  disease,  major 
cardiac  risk  factors,  or  are  older  than  65 
years.  Therefore,  that  cardiac  complica- 
tions occur  when  these  patients  are  sub- 
jected to  stress  during  the  perioperative 
period  is  not  surprising.  Current  esti- 
mates of  serious  perioperative  cardiac 
morbidity  vary  between  1%  and  10% 
depending  on  the  type  of  surgical  pro- 
cedure. Overall,  about  4%  of  patients 
suffer  serious  perioperative  cardiac  mor- 
bidity following  noncardiac  surgery  (1). 

Within  the  last  10  years,  much  has 
been  learned  about  perioperative  my- 
ocardial ischemia  and  the  importance 
of  intra-  and  postoperative  variables. 
Unfortunately,  few  prospective  ran- 
domized studies  have  been  conducted 
in  this  field,  precluding  a systematic  re- 
view (meta-analysis). 

PREOPERATIVE  RISK 
STRATIFICATION 

A patient’s  cardiac  risk  before  surgery 
should  be  defined  in  determining  how 
and  when  to  proceed  with  elective  sur- 
gery. Stratification  of  preoperative  risk 
depends  upon  the  proposed  operation 
and  patient  characteristics.  Some  opera- 
tions carry  higher  risk  than  others.  The 
main  determinant  of  surgery-specific  risk 
is  the  degree  of  hemodynamic  stress 
accompanying  a given  procedure.  Table 
1 classifies  surgical  procedures  accord- 
ing to  their  risk  of  perioperative  cardiac 
morbidity  (2).  Perioperative  risk  can  be 
refined  further  when  patient  character- 
istics are  considered.  Strategies  incor- 
porating clinical  variables  can  identify 
patients  at  increased  risk  for  postoper- 
ative cardiac  complications  (3-7).  Re- 
cent literature  has  emphasized  the 
relationship  between  intraoperative 
and  postoperative  stress  and  postoper- 
ative cardiac  complications  (8-11). 


The  value  of  risk  assessment  based  ' 
solely  on  preoperative  risk  factors  is, ; 
therefore,  inherently  limited. 

Elective  nonvascular  surgery 
In  1977,  Goldman  et  al  (3)  published  a 
multifactorial  index  of  cardiac  risk. 
Studying  1001  consecutive  patients  un- 
dergoing noncardiac  surgery,  the  authors 
reported  9 variables  associated  with  an 
increased  risk  for  postoperative  cardiac 
complications  (Table  2).  In  1986,  Det- 
sky  et  al  (4,5)  modified  the  original  in- 
dex by  changing  the  point  scores  and 
by  adding  variables  for  a history  of 
moderate-to-severe  angina,  a history  of 
a myocardial  infarction  more  than  6 
months  before  surgery,  and  previous 
pulmonary  edema,  all  of  which  con- 
ferred risk  (Table  2) . The  modified  index 
score  reflects  a pretest  probability  of 
postoperative  complications.  With  the 
use  of  a nomogram,  the  pretest  proba- 
bility is  combined  with  a likelihood  ratio 
based  on  operation-specific  complication 
rates  to  determine  the  posttest  proba- 
bility of  postoperative  complications 
(4,5).  The  modified  index  emphasizes 
that  not  all  surgeries  carry  the  same  risk. 
Both  of  these  multifactorial  indices  have 
been  validated  in  prospective  studies  of 
unselected  patients  undergoing  general 
surgical  procedures  (12-14). 

In  1999,  a new  “revised”  index  was 
published.  A retrospective  analysis  of  a 
cohort  of  patients  undergoing  major  sur- 
gery identified  6 variables  as  predictors 
of  postoperative  cardiac  complications: 
high-risk  surgery,  history  of  ischemic 
heart  disease,  history  of  congestive  heart 
failure,  history  of  cerebrovascular  dis- 
ease, preoperative  treatment  with  in- 
sulin, and  preoperative  serum  creatinine 
level  greater  than  177  p.mol/L  (2.0 
mg/dL).  This  “Revised  Cardiac  Index” 
was  then  validated  prospectively  in 
a similar  cohort.  With  each  variable 
weighted  equally,  the  authors  reported 
that  this  new  index  was  superior  to 
Goldman’s  Original  Multifactorial  In- 
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Table  1.  Stratification  of  cardiac  risk  for  noncardiac  surgical  procedures.* 


High  riskt  (Reported  cardiac  risk  > 5%) 

Emergent  major  operation,  particularly  in  the  elderly 
Aortic  and  other  major  vascular 
Peripheral  vascular 

Anticipated  prolonged  surgical  procedures  associated  with  large  fluid  shifts  and/or  blood  loss 

Intermediate  riskt  (Reported  cardiac  risk  < 5%) 

Carotid  endarterectomy 
Head  and  neck 

Intraperitoneal  and  intrathoracic 

Orthopedic 

Prostate 

Low  riskt  (Reported  cardiac  risk  < 1%) 

Endoscopic  procedures 
Superficial  procedures 
Cataract 
Breast 


* Reprinted  with  permission  from  the  American  College  of  Cardiology  (2). 
t Combined  incidence  of  cardiac  death  and  nonfatal  myocardial  infarction. 


dex  and  Detsky’s  Modified  Cardiac  In- 
dex (7)  (Table  3).  Because  these  indices 
perform  so  well,  a thorough  history, 
physical  examination,  and  electrocar- 
diogram are  sufficient  to  assess  periop- 
erative cardiac  risks  for  most  patients 
(2).  Further  workup  is  needed  for  few 
patients  (eg,  those  unable  to  exercise 
and  those  who  cannot  provide  ade- 
quate history). 

High-risk  patients  should  undergo 
further  diagnostic  testing  only  when 
the  results  will  alter  management 
strategies  and  lead  to  improved  out- 
comes (2,15,16).  Among  most  ambula- 
tory patients,  the  test  of  choice  is 
exercise  electrocardiography  (ECG), 
which  provides  an  estimate  of  func- 
tional capacity  and  detects  myocardial 
ischemia.  In  patients  with  an  abnormal 
resting  electrocardiogram  (eg,  left  bun- 
dle branch  block,  left  ventricular  hy- 
pertrophy with  strain  pattern,  or 
digitalis  effect),  other  techniques  such 
as  exercise  echocardiography  or  exer- 
cise myocardial  perfusion  imaging 
should  be  considered.  For  patients  un- 
able to  exercise,  a pharmacologic  stress 
test  should  be  used.  Dipyridamole-thal- 
lium scintigraphy  and  dobutamine  hy- 


drochloride echocardiography  studies 
are  the  most  commonly  used  pharma- 
cologic stress  tests  (2).  A recent  meta- 
analysis showed  no  differences  in  the 
ability  of  these  techniques  to  predict 
postoperative  cardiac  complications 
(17).  Thus,  when  further  testing  is  nec- 
essary, the  choice  of  tests  should  be  de- 
termined by  patient  characteristics  and 
local  expertise  (2,18,19). 

Elective  major  vascular  surgery 
Although  the  multifactorial  cardiac  risk 
indices  identify  high-risk  patients  under- 
going noncardiac  surgery,  they  under- 
estimate postoperative  risk  in  patients 
undergoing  major  vascular  surgery 
(20,21).  Major  vascular  operations  are 
associated  with  an  increased  incidence 
of  cardiac  morbidity  and  mortality  be- 
cause of  the  hemodynamic  stresses  ac- 
companying these  operations  and 
because  most  of  these  patients  have  oc- 
cult coronary  artery  disease  (CAD).  In 
one  series,  1000  consecutive  patients 
being  considered  for  peripheral  vascu- 
lar reconstruction  underwent  preoper- 
ative coronary  angiography.  Only  14% 
of  those  studied  had  normal  coronary 
arteries.  Among  patients  who  were  sus- 


pected of  having  CAD,  78%  had  severe 
disease,  while  among  patients  who  had 
no  clinical  evidence  of  heart  disease, 
49%  had  moderate  and  37%  had  severe 
CAD  (22).  Occult  CAD  has  been  docu- 
mented in  patients  with  abdominal 
aneurysmal  and  occlusive  peripheral 
vascular  disease  (23,24).  The  presence 
of  CAD  in  these  patients  is  clinically  rel- 
evant. Among  patients  undergoing  ab- 
dominal aortic  aneurysm  resection  and 
aortoiliac  reconstruction,  early  deaths 
due  to  cardiac  causes  occur  in  45%  and 
67%,  respectively.  Long-term  follow-up 
reveals  that  cardiac  disease  is  also  re- 
sponsible for  38%  to  55%  of  late  deaths 
in  both  groups  (25,26). 

The  high  incidence  of  cardiac  com- 
plications after  major  vascular  opera- 
tions together  with  the  failure  of  the 
multifactorial  risk  indices  to  accurately 
predict  perioperative  risk  has  resulted 
in  intense  research  into  risk  stratifica- 
tion before  major  vascular  surgery.  Left 
ventricular  ejection  fraction  determina- 
tions have  been  suggested  as  a method 
to  identify  high-risk  vascular  patients. 
As  a functional  assessment,  the  ejec- 
tion fraction  was  thought  to  predict 
how  well  the  heart  could  withstand  the 
stresses  of  surgery.  Pasternack  et  al 
(27)  reported  that  patients  with  ejec- 
tion fractions  greater  than  55%  were  at 
low  risk  for  postoperative  myocardial 
complications,  whereas  those  with 
ejection  fractions  of  less  than  35%  had 
a 75%  incidence  of  postoperative  my- 
ocardial infarction.  More  recent  studies 
have  shown  that  patients  with  ejection 
fractions  of  less  than  35%  can  undergo 
major  vascular  surgery  with  acceptable 
30-day  mortality  rates,  while  others 
have  shown  no  correlation  between  ejec- 
tion fraction  and  postoperative  cardiac 
complications  (28-31).  Prospective 
studies  comparing  ejection  fraction  de- 
terminations with  dipyridamole-thal- 
lium imaging  before  aortic  operations 
have  shown  ejection  fractions  to  be  in- 
ferior predictors  of  postoperative  car- 
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Table  2.  Multifactorial  indices  of  cardiac  risk  for  elective  noncardiac  surgery. 


Goldman  Index 

Risk  Factor  Points 

S3  or  jugular  venous  distension  on 
preoperative  examination  1 1 

Myocardial  infarction  within  6 months  10 

More  than  5 premature  ventricular  beats 
per  minute  documented  at  any  time  7 


Rhythm  other  than  sinus  or  presence 
of  premature  atrial  contraction  on  the 


preoperative  electrocardiogram  7 

Age  over  70  years  5 

Emergency  operation  4 

Intrathoracic,  intraperitoneal,  or 

aortic  surgery  3 

Physical  examination  evidence  of 
important  valvular  aortic  stenosis  3 

Poor  general  medical  condition*  3 


Detsky  Indext 

Risk  Factor  Points 

Myocardial  infarction  within  6 months  10 

Myocardial  infarction  > 6 months  ago  5 

Angina  pectoris  (Canadian 
Cardiovascular  Society  Class) 

Class  III  10 

Class  rv  20 

Unstable  angina  within  3 months  10 

Pulmonary  edema 

Within  1 week  10 

Ever  5 

Suspected  critical  aortic  stenosis  20 


Rhythm  other  than  sinus  or  presence 
of  premature  atrial  contraction  on  the 
preoperative  electrocardiogram  5 

More  than  5 premature  ventricular 
beats/minute  documented  at  any  time  5 

Age  over  70  years  5 


diac  events  (20,32,33).  Thus,  the  ejec- 
tion fraction  should  not  be  used  as  the 
primary  tool  to  identify  high-risk  pa- 
tients before  vascular  procedures. 

Many  authorities  consider  dipyri- 
damole-thallium scintigraphy  the  best 
test  to  predict  adverse  cardiac  events  in 
patients  undergoing  major  vascular 
surgery.  Dipyridamole  induces  coronary 
vasodilation,  dilating  normal  vessels 
more  than  atherosclerotic  vessels,  cre- 
ating a coronary  steal  syndrome.  Two 
images  showing  myocardial  thallium 
distribution  are  compared:  the  first,  im- 
mediately after  dipyridamole  adminis- 
tration, and  the  second,  hours  later.  A 
fixed  defect  (seen  on  the  first  image 
and  persisting  on  the  delayed  image) 
indicates  nonviable  myocardium.  Thal- 
lium redistribution  (a  defect  on  the 
first  image  that  fills  in  on  the  delayed 
image)  is  a marker  for  hypoperfused  vi- 
able myocardium. 

When  initially  reported,  preopera- 
tive dipyridamole-thallium  scans  per- 
formed very  well.  Scintigraphy  results 
were  better  than  clinical  variables  in 
predicting  postoperative  myocardial  in- 
farctions. No  cardiac  complications  oc- 
curred among  patients  with  normal 
scans,  while  50%  of  those  with  thal- 
lium redistribution  had  postoperative 
cardiac  events  (34);  however,  efforts  to 
replicate  the  results  of  this  initial  study 
have  not  been  successful  (32,35).  One 
study  reported  that  patients  with  fixed 
defects  had  a 40%  incidence  of  cardiac 
complications  and  a 6%  mortality  rate 
(32).  Another  recent  study  demon- 
strated no  association  between  thal- 
lium redistribution  and  the  incidence 
of  perioperative  ischemia  or  adverse 
cardiac  outcomes.  The  sensitivity  and 
specificity  of  dipyridamole-thallium 
scans  for  clinical  events  were  46%  and 
66%,  respectively  (36).  Quantitative 
dipyridamole  imaging  has  been  re- 
ported to  identify  high-risk  patients 
more  accurately,  although  this  tech- 
nique is  not  used  widely  (37-39). 


Emergency  operation  10 


Poor  general  medical  condition*  5 


Point  Total 

Class 

Risk 

0-5 

I 

0.7%  complication 

0.2%  death 

6-12 

II 

5.0%  complication 

2.0%  death 

13-25 

III 

11%  complication 

2.0%  death 

> 25 

IV 

22%  complication 

56%  death 

* Potassium  < 3.0  mmol/L;  HCO3  < 20  mmol/L;  BUN  > 17.8  mmol/L  (50  mg/dL);  creatinine  > 
265.2  /rmol/L  (3.0  mg/dL);  PO2  < 60  mm  Hg;  PCO2  > 50  mm  Hg;  abnormal  AST;  signs  of  chronic 
liver  disease;  or  patient  bedridden  from  noncardic  causes. 


t Point  total  applied  to  nomogram  (not  shown).  Different  types  of  surgical  procedures  have  different 
pretest  probabilities  for  postoperative  cardiac  events.  These  probabilities  are  used  in  combination  with 
the  calculated  scores  to  estimate  posttest  probability  of  postoperative  cardiac  complications. 

Reprinted  with  permission  from  Goldman  et  al  (3).  Copyright  1977,  Massachusetts  Medical  Society, 
all  rights  reserved,  and  from  Archives  of  Internal  Medicine  (5).  Copyright  1986,  American  Medical 
Association. 
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Table  3.  The  Revised  Cardiac  Risk  Index.* 


High-risk  surgery 

Intraperitoneal,  intrathoracic,  and  suprainguinal  vascular  procedures 

History  of  ischemic  heart  disease  (any  one  of  the  following) 

History  of  myocardial  infarction 
History  of  a positive  exercise  test 
Current  complaint  of  chest  pain 
Use  of  nitrate  therapy 
Electrocardiogram  with  pathologic  Q waves 

History  of  congestive  heart  failure  (any  one  of  the  following) 

History  of  congestive  heart  failure 

History  of  pulmonary  edema  or  paroxysmal  nocturnal  dyspnea 
Physical  examination  showing  bilateral  rales  of  S3  gallop 
Chest  radiograph  showing  pulmonary  vascular  redistribution 

History  of  cerebrovascular  disease  (any  one  of  the  following) 

History  of  transient  ischemic  attack 
History  of  stroke 

Preoperative  treatment  with  insulin 


Preoperative  serum  creatinine  >177  /rmol/L  (2.0  mg/dL) 


Rates  of  major  cardiac  complicationst 

No.  of  Risk  Factors  Cardiac  Complication  Rate,  No.  (%) 

(n  = 1422) 


0 

1 

2 

3 or  more 


2/488  (0.4) 
5/567  (0.9) 
17/258  (7.0) 
12/109  (11.0) 


* Lee  TH,  Marcantonio  ER,  Mangione  CM,  et  al  (7). 

t Major  cardiac  complications:  myocardial  infarction,  pulmonary  edema,  ventricular  fibrillation  or  pri- 
mary cardiac  arrest  and  complete  heart  block. 


Nevertheless,  several  studies  have 
suggested  the  usefulness  of  dipyri- 
damole-thallium scintigraphy  in  selected 
patients  undergoing  major  vascular 
surgery.  The  presence  of  certain  clinical 
factors  has  increased  the  predictive  value 
of  this  diagnostic  test:  age  older  than 
70  years,  a history  of  angina,  the  pres- 
ence of  diabetes  mellitus,  Q waves  on 
the  resting  electrocardiogram,  and  a 
history  of  ventricular  arrhythmias.  Pa- 
tients with  none  of  these  clinical  risk 
factors  had  a 3%  incidence  of  cardiac 
complications  after  major  vascular  sur- 
gery. Patients  with  3 or  more  risk  factors 
had  a 50%  incidence  of  postoperative 
cardiac  events.  Even  patients  with  3 or 


more  risk  factors  whose  scans  were  nor- 
mal had  a 30%  incidence  of  postopera- 
tive complications.  The  scan  was  most 
discriminating  in  patients  with  1 or  2 
risk  factors.  In  this  group,  a normal  scan 
or  a fixed  defect  was  associated  with  a 
3%  incidence  of  cardiac  events,  whereas 
thallium  redistribution  was  associated 
with  a 30%  incidence  of  postoperative 
events  (40,41).  Recent  prospective  stud- 
ies have  verified  that  the  selective  use 
of  thallium  imaging  based  on  clinical 
risk  factors  can  improve  the  predictive 
value  of  the  test  (42,43).  On  the  basis 
of  these  findings,  selective  use  of  pre- 
operative dipyridamole-thallium  imag- 
ing is  recommended  (2,44)  (Fig  1). 


STRATEGIES  TO  REDUCE  RISK 
FOR  HIGH-RISK  PATIENTS 

The  approaches  discussed  above  identify 
patients  at  increased  risk  for  postopera- 
tive cardiac  events.  Once  a patient  is  de- 
termined to  be  at  high  risk,  strategies  to 
reduce  risk  should  be  considered.  The 
options  include  coronary  revasculariza- 
tion (coronary  artery  bypass  grafting 
surgery  [CABG]  or  percutaneous  trans- 
luminal coronary  angioplasty  [PTCA]) 
and  medical  therapy. 

Coronary  revascularization 
Should  high-risk  patients  undergo  pre- 
operative coronary  revascularization? 
CABG  specifically  intended  to  decrease 
postoperative  complications  should  be 
considered  differently  from  CABG  for 
indications  with  known  survival  bene- 
fit. CABG  should  be  performed  before 
elective  noncardiac  surgery  in  patients 
who  have  independent  indications  for 
coronary  revascularization.  Whether 
coronary  revascularization  specifically 
decreases  postoperative  cardiac  com- 
plications, however,  is  unclear.  Several 
authors  have  reported  minimal  compli- 
cations in  patients  who  have  under- 
gone CABG  and  then  later  noncardiac 
surgery  (45,46).  In  the  largest  study, 
1600  patients  enrolled  in  the  Coronary 
Artery  Surgery  Study  registry  who  sub- 
sequently required  noncardiac  opera- 
tions were  analyzed.  On  the  basis  of 
findings  from  their  coronary  angiograms 
and  subsequent  treatment,  patients  were 
separated  into  3 groups:  those  without 
CAD,  those  with  CAD  who  underwent 
CABG,  and  those  with  significant  CAD 
who  received  medical  treatment.  Surgi- 
cal mortality  following  noncardiac  op- 
erations was  then  determined  for  each 
group.  Patients  without  CAD  had  an 
operative  mortality  of  0.5%;  those  with 
significant  CAD  who  underwent  CABG 
before  the  noncardiac  operation,  0.9%; 
and  those  with  CAD  who  received  med- 
ical treatment,  2.4%  (47)  (Table  4). 


Tel  800.880.1300 


Volume  96  -k  Number  3 


61 


Fig  1 . Stratification  of  risk  before  major  vascular  surgery. 


* Lette  J,  Waters,  D,  Bernier  H,  et  al  (37). 

t Patients  unable  to  walk  2 blocks  at  a normal  pace  should  not  be  considered  angina  free. 


Similar  results  have  been  reported  with 
vascular  surgery  patients,  although 
mortality  rates  were  higher.  Respective 
mortality  rates  of  1.6%  and  4.8%  were 
reported  after  aortic  aneurysm  repair 
in  patients  who  had  and  had  not  previ- 
ously undergone  CABG  (48). 

The  results  of  the  Coronary  Artery 
Surgery  Study  are  often  cited  as  argu- 
ments in  favor  of  recommending  CABG 
before  noncardiac  surgery  to  decrease 
perioperative  complications.  Such  stud- 
ies, however,  do  not  address  the  value 


of  CABG  for  this  indication  because  of 
their  inherent  selection  bias.  Patients 
were  enrolled  when  they  presented  for 
their  second  surgical  procedure.  All  pa- 
tients had  survived  CABG  and  were 
considered  candidates  for  a second  ma- 
jor operation.  If  CABG  is  recommended 
specifically  to  decrease  the  incidence  of 
surgical  complications,  then  morbidity 
and  mortality  related  to  CABG  should 
be  included  in  the  overall  morbidity  and 
mortality  rates.  The  operative  mortality 
rates  for  CABG  in  the  Coronary  Artery 


Surgery  Study  population  and  in  pe-' 
ripheral  vascular  patients  are  1.4%  and: 
6%,  respectively  (46,48,49).  The  com- 
bination of  cardiac  and  noncardiac  sur-  > 
gery  results  in  mortality  estimates  that 
are  similar  to  or  exceed  the  periopera-  - 
tive  mortality  rates  associated  with 
noncardiac  surgery  alone  (Table  4) 
(50,51).  These  mortality  estimates  are 
obtained  by  combining  data  from  differ- 
ent reports.  Unfortunately,  no  prospec- 
tive randomized  studies  exist  to  solve 
this  problem.  A recent  decision  analysis, 
however,  came  to  the  same  conclusions 
regarding  patients  undergoing  vascular 
surgery  (52).  In  the  absence  of  prospec- 
tive clinical  data,  we  have  no  convinc- 
ing evidence  that  prophylactic  CABG 
decreases  perioperative  morbidity  and 
mortality  rates  in  patients  undergoing 
noncardiac  surgery. 

PTCA  has  been  advocated  as  an  al- 
ternative to  CABG.  PTCA  is  associated 
with  lower  morbidity  and  mortality  than 
is  CABG  and  has  been  recommended  to 
precede  major  surgical  procedures  if  sig- 
nificant coronary  artery  disease  is  iden- 
tified. This  recommendation  is  based  on 
anecdotal  experience  because  we  have 
little  data  regarding  the  efficacy  of  PTCA 
before  noncardiac  operations.  One  re- 
port included  148  patients  who  under- 
went PTCA  and  incidentally  required 
noncardiac  surgery  at  a later  date.  Six- 
teen cardiac  complications,  including  1 
death  and  7 ischemic  events,  were  re- 
ported in  the  postoperative  period,  for 
an  overall  cardiac  morbidity  of  11%  (53). 
The  Mayo  Clinic  described  a retrospec- 
tive uncontrolled  series  of  55  patients 
who  underwent  PTCA  before  a noncar- 
diac operation  in  an  attempt  to  diminish 
postoperative  cardiac  morbidity.  Their 
postoperative  rate  of  myocardial  infarc- 
tion was  5.6%,  and  postoperative  mor- 
tality was  1.9%  (54).  The  postoperative 
mortality  rate  of  1.9%  may  not  differ 
significantly  from  the  2.4%  mortality 
rate  in  patients  undergoing  noncardiac 
surgery  without  previous  revasculariza- 
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Table  4.  Operative  mortality  with  and  without  .specific  interventions. 

Source 

No.  of  Patients 

Population 

Intervention 

Mortality,  in  percent 

CASS.  1981  (49) 

780 

Coronary  artery  disease 

CABG 

1.4 

Gersh  et  al,  1983  (50) 

1,086 

Age  < 65  years  old 

CABG 

1.9 

Age  > 65  years  old 

CABG 

5.2 

Age  > 75  years  old 

CABG 

9.5 

Toal  et  al,  1984  (46) 

224 

Peripheral  vascular  disease 

CABG 

6 

Mullany  et  al,  1990  (51) 

159 

Age  > 80  years  old 

CABG 

10 

Age 

> 80  years  old  with  peripheral  vascular  disease 

CABG 

17 

Foster  et  al,  1986  (47) 

1600 

No  coronary  artery  disease 

NCS 

0.5 

Known  coronary  artery  disease 

NCS,  prior  CABG 

0.9* * 

Known  coronary  artery  disease 

NCS,  medical  therapy 

2.4* 

Young  et  al,  1986  (48) 

302 

Peripheral  vascular  disease 

CABG 

6 

AAA,  prior  CABG 

1.6* 

AAA,  medical  therapy 

4.8* 

Allen  et  al,  1991  (53) 

148 

Coronary  artery  disease 

NCS,  prior  PTCA 

1* 

Huber  et  al,  1992  (54) 

50 

Coronary  artery  disease 

NCS.  prior  PTCA 

1.9* 

f Reprinted  by  permission  of  the  Western  Journal  of  Medicine,  Potyk  DK.  Cardiac  evaluation  and  risk  reduction  in  patients  undergoing  major  vascular  operations. 
^WestJMed.  1994;161:50-56. 

I CABG  = coronary  artery  bypass  grafting  surgery  NCS  = noncardiac  surgery 

I AAA  = abdominal  aortic  aneurysm  repair  PTCA  = percutaneous  transluminal  coronary  angioplasty 


* Mortality  of  the  noncardiac  operation,  not  including  the  intervention. 


ition  (47)  (Table  4).  The  PTCA  studies 
are  retrospective  and  lack  control  groups, 
so  assessing  the  effect  prophylactic  PTCA 
j has  on  postoperative  cardiac  complica- 
1 dons  is  difficult.  The  impact  of  coronary 
) artery  stenting  procedures  in  this  set- 
ting has  not  been  studied. 

‘ Medical  therapy 

1 Efforts  to  decrease  postoperative  cardiac 
complications  have  shifted  from  preop- 
I erative  revascularization  to  perioperative 
I medical  interventions.  Medical  therapy 
, for  high-risk  patients  may  be  in  the  form 
I of  hemodynamic  monitoring  or  phar- 
macologic therapy.  Whether  pulmonary 
I artery  catheterization  and  aggressive 
hemodynamic  monitoring  decreases  pe- 


rioperative cardiac  events  is  controver- 
sial. An  early  study  reported  that  hemo- 
dynamic monitoring  decreased 
postoperative  cardiac  events  in  patients 
with  a recent  myocardial  infarction  (55). 
Subsequent  uncontrolled  series  reported 
improved  perioperative  outcomes  with 
routine  pulmonary  artery  catheteriza- 
tion and  optimization  of  hemodynamic 
parameters  (56,57).  More  recent 
prospective  randomized  studies,  how- 
ever, have  demonstrated  that  hemody- 
namic monitoring  does  not  reduce 
morbidity  or  mortality  in  patients  under- 
going elective  vascular  surgery  (58-60). 
Thus,  while  controversial,  evidence  from 
better-quality  studies  supports  the  con- 
clusion that  routine  pulmonary  artery 


catheterization  does  not  reduce  periop- 
erative morbidity  or  mortality. 

Continuous  ECG  monitoring  with 
ST-segment  analysis  has  provided  in- 
sight into  the  pathophysiology  and  fre- 
quency of  perioperative  ischemia.  The 
Perioperative  Ischemia  Research  Group 
used  continuous  ECG  monitoring  before, 
during,  and  after  noncardiac  operations 
to  study  myocardial  ischemia.  The  inci- 
dence of  myocardial  ischemia  was  20% 
preoperatively,  25%  intraoperatively, 
and  41%  postoperatively.  Postoperative 
myocardial  ischemia  had  the  strongest 
univariate  association  and  the  only  mul- 
tivariate association  with  clinical  cardiac 
events  (61).  Other  investigators  have 
confirmed  the  strong  association  be- 
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tween  postoperative  ischemia  and  clin- 
ical cardiac  complications  (62-64). 
Postoperative  ischemia  has  been  well 
characterized.  Its  peak  incidence  oc- 
curs within  48  hours  of  surgery,  which 
correlates  with  the  peak  incidence  of 
postoperative  myocardial  infarction. 
The  ischemic  episodes  are  not  associ- 
ated with  tachycardia  and  follow  a cir- 
cadian rhythm,  with  most  ischemia 
occurring  in  the  early  morning  hours. 
Postoperative  ischemia  is  more  severe 
than  ischemia  detected  at  other  times 
and  is  clinically  silent  more  than  90% 
of  the  time  (65-67).  Silent  postopera- 
tive myocardial  ischemia  has  been  re- 
ported to  be  present  for  more  than  50 
minutes  before  each  clinical  event  (68). 
Studies  are  under  way  to  see  if  postop- 
erative monitoring  of  high-risk  patients 
will  permit  detection  and  intervention 
before  cardiac  complications  occur. 

Although  not  well  understood,  the 
physiology  of  postoperative  myocardial 
ischemia  does  not  appear  to  be  a sim- 
ple supply-and-demand  phenomenon. 
Therefore,  we  do  not  know  which  in- 
terventions will  decrease  the  ischemic 
burden  and  whether  these  interven- 
tions will  translate  into  fewer  clinical 
complications.  Prophylactic  adminis- 
tration of  nitrates  and  calcium-channel 
blockers  has  not  been  shown  to  de- 
crease myocardial  ischemia  or  cardiac 
complications  (69-72). 

In  contrast,  perioperative  fi-block- 
ade  has  recently  been  shown  to  reduce 
myocardial  ischemia,  nonfatal  cardiac 
events,  and  mortality  (73,74).  Two  hun- 
dred patients  with  or  at  risk  for  CAD 
who  were  undergoing  noncardiac  (vas- 
cular and  nonvascular)  surgery  were 
randomized  to  receive  placebo  or  intra- 
venous atenolol  30  minutes  before  sur- 
gery and  then  intravenous  or  oral 
atenolol  for  the  duration  of  their  hospi- 
tal stay.  The  atenolol  group  had  a 40% 
decrease  in  postoperative  ischemia  and 
a significant  survival  advantage  at  2 
years.  In  addition  to  these  primary  end- 
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points,  subset  analysis  revealed  a 4-fold 
reduction  in  risk  among  diabetic  pa- 
tients receiving  atenolol  as  compared 
with  those  receiving  placebo  (73,74). 

In  a recent  trial,  112  high-risk  vas- 
cular surgery  patients  were  random- 
ized to  receive  perioperative  bisoprolol 
or  standard  perioperative  care.  The  fact 
that  these  were  all  high-risk  patients 
undergoing  high-risk  surgery  resulted 
in  increased  statistical  power  and  an 
increased  incidence  of  the  primary  out- 
comes of  cardiac  death  and  nonfatal 
myocardial  infarction  within  30  days  of 
surgery.  As  a result,  an  independent 
safety  committee  halted  the  study  early 
because  a striking  benefit  was  demon- 
strated in  the  bisoprolol  group.  Periop- 
erative cardiac  death  occurred  in  3.4% 
(2/59)  of  patients  in  the  bisoprolol 
group  and  17%  (9/53)  of  patients  in 
the  standard  care  group,  while  nonfatal 
myocardial  infarction  occurred  in  17% 
(9.53)  of  patients  in  the  standard  care 
group  and  in  none  of  the  patients  re- 
ceiving bisoprolol.  The  combined  pri- 
mary endpoints  occurred  in  3.4% 
(2/59)  of  the  patients  in  the  bisoprolol 
group  and  34%  (18.53)  of  patients  in 
the  standard  care  group  (75). 

These  2 studies  are  methodologically 
sound  and  provide  good  evidence  that 
perioperative  fi-blockers  reduce  short- 
and  long-term  cardiac  complications 
(74,75).  These  results  are  consistent 
with  previous  reports  showing  that  fi- 
blocker  therapy  reduces  silent  ischemia 
in  ambulatory  patients,  has  favorable 
intraoperative  hemod3mamic  effects, 
and  reduces  perioperative  myocardial 
ischemia  (76-79).  Thus,  sufficient  evi- 
dence exists  to  recommend  fi-blockers 
in  high-risk  patients  undergoing  non- 
cardiac surgery.  Starting  fi-blockers  1 
to  2 weeks  before  elective  surgery  and 
then  continuing  them  during  the  post- 
operative period  may  be  more  practical 
than  introducing  a new  medication  just 
before  surgery.  Future  research  will 
help  determine  whether  all  fi-blockers 
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are  equally  efficacious  and  will  deter- 
mine optimal  dosing  schedules. 

SUMMARY 

Patients  should  have  their  risk  for  post- 
operative cardiac  complications  as- 
sessed before  major  elective  surgery. 
Multifactorial  risk  indices  can  identify 
high-risk  patients.  Dipyridamole-thal- 
lium imaging  based  on  clinical  factors 
should  be  used  selectively  to  identify 
high-risk  patients  before  major  vascu- 
lar surgery.  We  have  no  convincing  ev- 
idence that  prophylactic  coronary 
revascularization  offers  benefit  to  high- 
risk  patients.  Perioperative  fi-blockade 
reduces  perioperative  myocardial  is- 
chemia, mortality,  and  the  incidence  of 
cardiovascular  complications  for  up  to  2 
years.  Beta-blockers  are  recommended 
for  high-risk  patients  undergoing  non- 
cardiac surgery. 
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Allergy  Bariatric  Surgery 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinai  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  608-8658;  Fax  (972)  608-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  ^Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
(281)496-1006 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Oiplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 

Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology 

Limb  Salvage  Surgery 

Metastatic  Bone  Disease 

Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100 

(817) 335-4316 

Fort  Worth,  Texas  76104 

http://home.swbell.net/fracture 

Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 

John  A.  Baker,  MD 

Robert  D.  Vandermeer,  MD 

James  R.  Sackett,  MD 

R.  Stephen  Curtis,  MD 

Daniel  E.  Cooper,  MD 

William  A.  Bruck,  MD 

Paul  C.  Peters,  Jr.,  MD 

W.Z.  Burkhead,  Jr.,  MD 

Andrew  B.  Dossett,  MD 

Richard  D.  Schubert,  MD 

Eugene  E.  Curry,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 

John  B.  Gunn,  MD 

Kurt  W.  Rathjen,  MD 

Huntly  G.  Chapman,  MD 

Craig  C.  Callewart,  MD 

Phillip  E.  Hansen,  MD 

Kenneth  A.  Stephenson,  MD 

James  M.  Lancaster,  MD 

Robert  G.  Viere,  MD 

James  W.  Brodsky,  MD 

Thomas  C.  Diliberti,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 

Dallas,  Texas  75230;  (972)  556-7010 

Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 
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AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 
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Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


^eciuU^ul 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCE'  MEDICINE  CONSULTANTS.  LTD. 

6451  Brentu'ood  Stair  Road.  Suite  200 
Fort  Worth.  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-97001 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its araiually.  Earn  excellent  compensation  as  an 
independent  contractor  without  tlie  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EmergenGy  Medicine  Consultants,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Marshall,  Texas — Local,  established  physician 
group  joins  Marshall  Regional  Medical  Center  in 
opening  of  new  ED  facility  with  an  annual  patient 
volume  of  16,000.  Full-time  opportuniries  for  BC  EM 
physicians  dedicated  to  making  a difference  in 
patient  care.  Independent  contractor  status  with 
annual  compensation  of  $200,000 -f  annually  and 
paid  malpractice.  Call  (800)  346-0747,  ext.  141  or 
e-mail  mpc2psr@aol.com. 


Laredo,  Texas:  Multispecialty  Group  seeking  FT 
and  PT  Emergency  Physicians.  Practice  in  a BRAND 
NEW,  nationally  recognized  facility.  40,000  annual 
patient  volume;  36  hr.  physician  coverage  plus  12 
hr.  urgent  care  coverage.  BC/BP  in  EM  or  PC  pre- 
ferred. Bilingual  in  Spanish  required.  Earn  excellent 
compensation,  includes  benefit  package.  Contact 
Lasca  Pierson  at  MEPA/EmCare;  (800)  362-2731, 
ext.  2035;  fax  (214)  712-2008;  or  e-mail 
lasca_pierson@emcare.com. 

Uvalde,  Texas,  MEPA/EmCare  is  seeking  2 FT 

and  PT  BE/BC  PC  physicians  for  Uvalde  Memorial 
Hospital  located  in  the  spectacular  Texas  Hill  Coun- 
try. We  boast  a well  managed  ED  with  supportive 
medical  staff  and  12,000  annual  volume.  To  inquire 
about  opportunity,  compensation,  and  benefits, 
please  contact  Anne  Biggs  at  (800)  322-2731,  ext. 
2766;  fax  (214)  712-2008;  or  e-mail 
anne_biggs@emcare.com. 

Family/General  Practice 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 


Residency  Program  Director.  The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as 
Residency  Program  Director  for  the  St.  Mary/St. 
Elizabeth  Family  Practice  Program’s  ACGME  accred- 
ited community  based  Family  Practice  Residency, 
This  10-10-10  residency  is  located  in  Port 
Airthur/Beaumont,  TX  and  is  affiliated  with  the 
Medical  Branch.  Applicants  must  have  demon- 
strated ability  as  a teacher  and  clinician  and  have 
administrative  experience.  Experience  as  a Resi- 
dency Program  Director  or  Associate  Residency  Pro- 
gram Director  is  highly  desirable.  The  Program 
Director  will  hold  a faculty  appointment  with 
UTMB.  Responsibilities  will  include:  1)  Recruitment 
of  suitable  applicants  to  the  program;  2)  Develop- 
ment of  curriculum  and  experiences  within  the 
guidelines  of  the  Accreditation  Council  for  Graduate 
Medical  Education,  Family  Practice  Residency 
Review  Committee;  3)  Provide  for  the  long-term 
growth  and  stability  of  the  Program.  Port 
Arthur/Beaumont  is  known  for  its  year-round  out- 
door recreation,  which  includes  fishing,  golf,  bird 
watching,  hunting,  etc.  It  is  home  to  Lamar  Univer- 
sity, a major  four-year  institution  and  is  one  hour 
from  Houston,  TX  and  four  hours  from  New 
Orleans,  LA.  Applicants  may  submit  curriculum 
vitae  and  a list  of  references  to:  Mr.  Marshall  Kratz, 
Search  Committee  Chairman,  830  North  11th 
Street,  Beaumont,  TX  77702.  UTMB  is  an  EO/AA 
employer,  M/F/D/V.  UTMB  is  a smoke  ffee/drug 
free  work  place.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 


STAFF  PHYSICIANS 

Texas  A&M  University  is  seeking  a qualifieid  physician  to  work  in  the  stuijent 
health  care  facility  proviiding  primary  care  to  stucdents.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Tel  800.880.1300 
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Family/General  Practice 


Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

Family  Practice/Occupational  Medicine  Posi- 
tion available  in  metropolitan  Houston  for  BE  or  BC 
family  physician.  Salary  incentives  with  equity  avail- 
able. Fax  resume  to  (713)  270-8414. 

Need  A Family  Practitioner,  potential  obstetrics 
to  join  busy  practice  of  20  years.  Small  growing 
comm.unity,  40  miles  east  of  Austin,  diversified  ages. 
Send  resume  to  P.O.  Box  665,  Smithville,  Texas 
78957,  or  call  (512)  237-2411. 


General  Surgery 


SCENIC  EAST  TEXAS 


BE/BC  general 
surgeon 
needed  to  join 
established 
BC/FACS  41 
y.o.  general 
surgeon. 


• Moving  expenses 

• Salary  guarantee 

• Excellent  local 
primary  care 

• Nice  opportunity 

Send  resume  to  Ad-1214, 
Texas  Medicine, 

401  W.  15th  St.. 

Austin.  Texas  78701. 


Neurology 

Neurologist  needed  part  time  in  Longview  or  lyler 
for  office  practice.  Fax  CV  to  (972)  871-7116,  or  con- 
tact Lisa  Abell  at  (972)  255-5533  or  (888)  K CLINIC. 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Searching  for  BE/BC  Orthopedic  Surgeons  to 

practice  in  busy  solo  orthopedic  surgeon  practice  in 
the  DFW  Metroplex,  Texas.  Send  your  CV  to:  P.O. 

Box  829,  Colleyville,  TX  76034. 

Orthopedic  Surgeon  needed  for  office  practice  in 
DFW  Metroplex.  No  surgery,  no  weekends,  and  no 
call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Abell  at  (972)  255-5533  or  (888)  K CLINIC. 


Pediatrics 


CookChildren’s  „ 

Physician  Network 

Seeking  Pediatricians 

Azle,  Texas 
Fort  Worth,  Texas 
Keller,  Texas 

Fort  Worth,  Texas 

Cook  Children's  Physician  Network  (CCPN) 
is  seeking  a board  certifiecPboard  eligible 
pediatrician  to  join  a one-physician  office  in  a 
booming  area  of  Fort  Worth.  The  Fossil  Creek 
area  of  Fort  Worth  is  located  close  to  the 
Mid-Cities  (Hurst-Euless-Bedford)  and  is  one 
of  the  fastest  growing  areas  in  the  Dallas-Fort 
Worth  Metroplex.  The  physician  currently  there 
opened  his  practice  in  October  1998  and  is  ready 
to  add  a partner.  This  pediatrician  enjoys  an 
excellent  reputation  in  the  community.  A Texas 
license  is  preferred. 

Azle,  Texas 

We  are  also  seeking  a board  certifiedTioard 
eligible  pediatrician  to  join  a one-physician 
office  in  the  bedroom  community  of  Azle,  which 
is  located  just  25  minutes  from  Fort  Worth. 

The  physician  currently  there  opened  his  practice 
more  than  12  years  ago  and  is  very  well  respected 
in  his  community.  You  would  be  part  of  a 10- 
person  call  group.  A Texas  license  is  preferred. 

Keller,  Texas 

We  are  seeking  an  experienced,  board  certified/ 
board  eligible  pediatrician  to  open  a new  office 
in  the  rapidly  growing  area  of  Keller,  which  is 
located  approximately  15  minutes  north  of 
downtown  Fort  Worth.  We  are  looking  for  an 
energetic  pediatrician  with  the  capability  to 
build  a successful  practice  in  the  community. 

A Texas  license  is  preferred. 

CCPN  is  a Texas  5.01(a)  not-for-profit  pediatric 
physicians'  organization.  CCPN  is  part  of  Cook 
Children's  Health  Care  System,  which  offers 
delegated  credentialing  and  integrated  managed 
care  contracting  that  meet  the  specific  needs  of 
pediatricians  and  pediatric  specialists.  CCPN 
offers  malpractice  coverage,  health  and  dental 
insurance,  and  an  excellent  retirement  program. 

For  more  information  about  these 
opportunities,  call  Holly  Fox  at 
(817)  810-1716.  You  may  also  fax  your 
curriculum  vitae  to  (817)  870-7979. 
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Psychiatry 


Psychiatrist  Position  Available 

Private  practice  opportunity  affiliated 
with  existing  counseling  center  and 
hospital  program.  Geriatric  specialist 
preferred.  Excellent  economic  package. 
Contact  Lois  McCallister,  New  Day  @ 
Tomball  Hospital.  Call  (281)  351-3871 
or  e-mail  to  ndtompm@ACS4.com. 


Radiology 

Radiologists  in  Sunny  Texas:  Department  of 
Veterans  Affairs,  Central  Texas  Veterans  Health  Care 
System  (CTVHCS),  in  Temple,  Texas,  in  affiliation 
with  Texas  A&M  Health  Science  Center,  has  immedi- 
ate positions  for  BE/BC  Radiologists  with  experi- 
ence in  MRI,  CT,  ultrasound,  and  angiography  to 
work  at  Temple  and  Waco  facilities.  The  positions 
will  include  some  general  radiology  and  teaching  of 
residents/medical  students.  Applicants  should  be 
qualified  for  academic  appointment.  Excellent  bene- 
fits package.  Competitive  salary.  Central  Texas 
enjoys  moderate  climate,  recreational  and  cultural 
activities,  no  state  income  tax,  and  is  ideally  located 
between  Dallas  and  Austin.  Fax  CV  to  Mary  Doer- 
fler,  Physician  Recruiter,  CTVHCS,  1901  Veterans 
Memorial  Drive,  Temple,  TX  76504,  (254)  899- 
4049,  fax  (254)  899-4007.  /Vll  applicants  are  subject 
to  drug  testing.  Equal  Opportunity  Employer. 


www.texmed.org  i 
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Locum  Tenens 


Ini^lm 

P HYSICIANS. 


Time  for 
a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
employer  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 

Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.com 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234  & Associates 


B r o n s t e i n 


The  Austin  Diagnostic  Clinic 

Austin,  Texas 


The  Austin  Diagnostic  Clinic  is  a 
130-physician,  multispecialty  group 
located  in  the  heart  of  the  Hill 
CoLintiy.  Owned  and  operated  by 
the  physicians,  salaried  positions 
are  av'ailable,  with  partnership 
potential  after  2 years.  Positions 
include  competitive  compensation 
and  complete  benefits  package.  We 
currently  seek  BC/BE  physicians  for 
the  following  specialty  areas: 

♦ Allergy  (internal  medicine 
training  preferred) 

♦ Cardiology 

♦ Dermatology 

♦ Internal  Medicine  (two  positions: 
traditional  office-based  or 
hospitalist) 

♦ Interventional  Radiology 

♦ Neurology 

♦ Obstetrics/Gynecology 

♦ Orthopaedic  Surgery 

♦ Psychiatiy  (two  positions:  adult 
or  child/adolescent ) 

♦ Rlieumatology 

(No J1  \'isa  Waiver 
opportunities  available) 

For  immediate  consideration, 
fax  CV  to  512-901-3994  or  e-mail: 
repstein@addinic.com.  Contact 
Raquel  "Rocky"  Epstein,  Director  of 
Physician  Relations,  at  1-800-203- 
2710  from  9 a.m.-7  p.m.,  weekends 
included. 

ivivu  adclinic.  com 


Methodist 

Hospitals  of  Dallas 

Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest  not- 
for-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Cardiology  — MMC  & CMH 

• Hematology/Oncology  - MMC 

• Otolaryngology  — CMH 

• Physical  Medicine  & Rehab  - MMC 

• Pulmonology  - CMH 

• Family  Practice  - MFHC 

• Rheumatology  - MMC 

For  information  or  to  apply, 
contact  Susan  Coghurn: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 

E-mail  susancogburn@mhd.com 

PO.  Box  655999 
Dallas,  TX  75265-5999 


The  Teacher  Retirement  System  of  Texas  is 

soliciting  applications  to  fill  a position  on  the  TRS 
Medical  Board.  Board  members  must  be  physicians 
licensed  to  practice  medicine  in  the  state  of  Texas 
and  be  of  good  standing  in  the  medical  profession. 
Members  are  appointed  for  six-year  terms  and  paid 
$33,000  per  year  for  services  performed  under  con- 
tract. The  position  requires  members  to  review  appli- 
cations for  disability  retirement  and  supportive  docu- 
mentation and  to  render  a decision  determining  the 
individual’s  capability  of  continued  employment  in 
their  current  position.  Approximately  one  thousand 
applications  are  filed  each  year.  The  TRS  Medical 
Board  meets  every  other  month  to  discuss  difficult 
cases  and  other  matters  related  to  disability  retire- 
ment. Resumes  will  be  accepted  through  April  15, 
2000,  and  should  be  sent  to  the  Teacher  Retirement 
System  of  Texas,  1000  Red  River,  Austin,  Texas 
78701. 
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Other  Opportunities 


Physician  or  PA/NP  who  has  Texas  license  to 
join  a group  practice  in  Houston.  Experienced  in 
general  medicine,  physical  medicine  preferred. 
Please  fax  resume  to  (281)  988-8902. 


FOR  SALE  OR  LEASE 
Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 


Practices 


S<ile, 

Medical  Practice 

Weight  Loss  and  Smoking  Cessation 
Texas  Metro 
(28 1 ) 8 1 2-2924 


For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 

Tired  of  group  practice?  Be  your  own  boss! 

OB/GYN  practice  for  sale  in  southwest  Texas. 
Excellent  collections  and  low  overhead.  In-house 
billing  by  experienced  staff.  A great  opportunity  for 
a physician  who  appreciates  quality  practice  and 
staff.  Write  Ad-1212,  Texas  Medicine,  401  W.  15th 
St.,  Austin,  TX  78701. 

For  Sale:  Adult  Neurology  practice  of  26  years. 
Redecorated  office  in  1999  with  all  amenities  and 
latest  technology.  In  Dallas.  Asking  $150K.  Call 
(972)  566-8745;  fax  (972)  566-8750.  E-mail 
pbright@safeweb.net. 

For  Sale:  Established  Private  Practice  in  a 

growing  area  near  DFW  Airport... lots  of  potential. 
Call  (817)  460-3713. 

Practice  For  Sale — Established  family  prac- 
tice office  in  northwest  Austin.  Close  to  hospitals 
and  attractive  retail  and  large  residential  areas. 
Practice  has  been  open  for  eight  years.  Contact:  Ad- 
1215,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


Urgent  Care  Center — North  Dallas  area.  Estab- 
lished 20  years.  3,600  square  feet.  Great  for  two 
MDs.  Open  7 days  a week.  I’m  retiring.  Write  Ad- 
1216,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


Legal  Services 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  "Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http:/ /www.physicianfraud.com 
Telephone  (888)  979-1112 
- Pager  (800)  251-9978-3-# 


HEAITH  CARE  lAW 


• Representation  in  licensure  matters  J0ffr6v  C GfaSS 

before  Texas  Medical  Boards  ^ 

• Complex  Litigation  Matters  (214)  367-8514 

• Healthcare  Anti-trust 

• Hospital  Grievance/Credentialing  certified  by  the 

and  Peer  Review  Matters 

• Medicare/Medicaid  Compliance  issues 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W 15th  St.,  Austin,  TX  78701. 


HEALTH  CARE  LAW 


VIRGINIA  A.  SLOAN,  RN 
ATTORNEY  AT  LAW 

100  E.  Ferguson,  he.  1018 
Tyler,  TX  75702 
Telephone  (903)  593-3771 


Physician  Employment 
Agreements  & Corporate  Law 
Fraud  and  Abuse  Issues 
Managed  Care  Contract 
Review  and  Consulting 
Litigation 


‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice- 
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www.texmed.org 


Educational  Opportunities 


ULTRASOUND  EDUCATION 

Carotid  Duplex/Color 

May  4-6 

Introduction  to  PV 

March  31- 
April  1 

Abdominal  (3  Day) 

March  9-11 

OB/GYN  (3  Day) 

March  23-25 

Vascular  Accreditation 

April  29 

Aug.  5 

Emergency  Medicine 

March  16-18 

Physics  Spectacular 

March  10-11 

Abdominal  (5  Day) 

April  3-7 

OB/GYN  (5  Day) 

April  10-14 

Musculoskeletal 

June  24-25 

Family  Practice  Physicians 

May  18-20 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or 
a free  catalog. 

Advanced  Health  Education  Center 

8502  lybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 

www.aheconli 

ne.com 

TexasMedicine 


Don’t  miss  one  word 
of  the  April  issue 
of  Texas  Medicine. 


WE’LL  Explore: 


Organized  medicine’s  future 
Gifts  to  physicians 
Practice  plan 
Antibiotic  resistance 
Physician  financial  strategies 

For  more  information,  call  Larry  BeSaiv,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  wivw.texmed.org. 


Tel  800.880.1300 
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Call  TM  A at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


May  25-28 
Tex  Med  2000 

Rivercenter  and  Convention  Center 


September  16 

TMA  Fall  Conference:  Policy  and 
Leadership  Development 


San  Antonio 

Renaissance  Austin  Hotel 

March  2000 

March  1 

March  2 

March  3-5 

March  14 

March  14 

March  21 

March  24-25 
March  28 

Dallas 

Dumas 

San  Antonio 
Corpus  Christi 
Austin 

Dallas 

Arlington 

Tyler 

Medicare  2000  Practice  Management  Seminar 

Alcohol  and  Other  Drug  Abuse  Among  Physicians 

EPEC 

Lung,  Colon,  and  Breast  Cancers:  What  Physicians  Need  to  Know 

Hassle  Eactor  Seminar 

Hassle  Eactor  Seminar 

EPEC 

Hassle  Factor  Seminar 

April  2000 

April  1 

April  4 

April  12 

April  18 

April  20 

April  25 

April  28-29 

Dallas 

Corpus  Christi 

San  Antonio 
McAllen 

N Richland  Hills 

Houston 

Lawton,  Okla 

Eliminating  Cancer  Pain  in  the  21st  Century:  What  Clinicians  Need  to  Know 
Hassle  Factor  Seminar 

Hassle  Factor  Seminar 

Hassle  Factor  Seminar 

Physician  Stress  and  Burnout 

Hassle  Factor  Seminar 

EPEC 
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Jhie  Best  Defense 


At  TMLT,  we  believe  that  the  best  defense  is  an  informed  physician.  TMLT  is 
committed  to  physician  education  in  the  prevention  of  medical  malpractice  claim 

Using  TMLT  Risk  Management  resources,  physicians  learn  to  practice  safe 
medicine  and  avoid  liability  claims.  Our  Risk  Management  services  fit  your 
practice  needs  - practice  reviews  and  educational  seminars  can  be  conducted 
in  your  office;  Risk  Management  courses  are  accessible  on  the  TMLT  web 
site;  TMLT  Risk  Management  staff  are  available  for  phone  consultation. 
Phvsicians  who  participate  in  our  Risk  Management  programs  earn 


TMLT  offers  a wide  range  of  services  e 
to  educate  and  protect  the  physicians 


Choose  the  best  defense 
Choose  TMLT. 

800«580*8658  www.tmlt.org 


Austin,  Texas 
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SCOTT  & WHITE 


DR.  CUNT  BAISDEN 


Transmyocardial  Revascularization 
(TMR)  now  available  at  Scott  & White 

Provides  Dramatic  Improvement  in 
Heart  Patient  ’s  Quality  of  Life 


Transmyocardial  revascularization  (TMR)  is  for  class  3 and 
class  4 angina  patients  who  are  not  candidates  for  PTCA  or 
coronary  artery  bypass  because  their  coronary  arteries  are  too 
small  for  bypass  or  are  too  diseased. 


“All  to  often  in  the  past,  patients  suffering  with  angina  faced 
a life  sentence  of  sitting  in  a chair  unable  to  pick  up  their  grand- 
children or  go  to  the  garden  to  pull  a weed,”  says  Clint  Baisden,  M.D. 
’’This  new  treatment  provides  an  option  for  patients  for  whom 
balloon  angioplasty  or  bypass  surgery  is  not  appropriate.” 

For  more  information,  or  to  refer  a patient  please  contact  Scott 

& 'White  at  254/724-4910. 


www.sw.org 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  Appointments  (800)  792-3710 


Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 


Personal  finance  • Physician  gifts  • Supergerms 
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Texas  lawmakers  take 


on 


nearly  30  health  care-related  studies 


■i. 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


V (/  hether  it’s  a Mercedes  5500  or  5430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  ''hard  to  find"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


1^888^2340234 


IMPORTANT  NEWS: 

new  health  insurance  Choices 


You  asked  for  it... 
we  listened! 

TMAIT  is  now^  proud  to 
offer  TMA  members  and 
their  families  two  new 
choices  in  quality  health 
care  coverage: 

Members  Choice 
Major  Medical  Plan 
and 

Members  Choice 
Point  of  Service  Plan 

These  medical  insurance 
plans  provide  the  same 
qualiw  protection  as  our 
other  Major  Medical  and 
Point-Of- Service  Plans, 
but  at  new,  lower  rates. 

We  are  able  to  offer  you 
these  new,  lower  rates 
because  we  are  using  a 
different  underwriting 
process  for  these  new 
plans.  So  if  you  have  few 
or  no  pre-existing  health 
conditions,  you  should 
take  advantage  of  our 
new  lower  rates  now! 


save  30% 


Samples  of  Quarterly  Rates 

Members  Choice 
Major  Medical  Plan 

$750  Deductible 


Physician 

Physician 

Physician 

Physician 

Only 

& Spouse 

& 

Spouse  & 

Children 

Children 

$336 

$861 

$810 

$1,305 

These  rates  are  for  members  age  30  to  34  residing  in  area  1 . 


save  25% 


Samples  of  Quarterly  Rates 

Members  Choice 
Point-Of-Service  Plan 


No  Annual  Deductible 


Physician 

Physician 

Physician 

Physician 

Only 

& Spouse 

& 

Spouse  & 

Children 

Children 

$327 

$774 

$729 

$1,176 

These  rates  are  for  members  age  30  to  34  residing  in  area  1 . 


Call  TMAIT  today  and  find  out  more  about  our 
two  new  health  plans  — you  can’t  afford  NOTXol 
1-800-880-8181  Dept.  2204 

Weekdays  between  7:30  a.m.  and  5:30  p.m.  CT 

Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theJexas  Medical  Association 


Big  responsibilities... 

Big  decisions... 

Get  solid  financial  protection 
for  your  family  from  TMA. 


Endorsed  by 


tt 


TexasMedical 

Association 


Coverage  is  subject  to  underwriting  approval.  Prudential  HealthCare  Traditional  Health  Plan  (known  as  the  TMA-endorsed 
Members  Choice  iMajor  Medical)  and  Prudential  HealthCare  POS  (known  as  the  TMA-endorsed  Members  Choice  Point-Of-Ser\ace 
Insurance  Plans)  are  underwritten  by  The  Prudential  Insurance  Company  of  America.  Prudential  HealthCare  is  a brand  name  hcensed 
for  a transition  period  from  The  Pmdential  Insurance  Company  of  America  (“Prudential”)  for  health  and  dental  products  and  sendees: 
(1)  offered  bv  former  subsidiaries  of  Prudential  acquired  by  Aetna  Inc.  and  its  subsidiaries;  or  (2)  for  which  Aetna  Life  insurance 
Company  sen'es  as  reinsurer  and  administrator  in  accordance  with  agreements  with  Pradential.  The  Texas  Medical  Association  incurs 
certain  administrative  expenses  in  connection  with  these  endorsed  Plans.  To  protdde  and  maintain  these  t'aluable  benefits,  TMA  is 
compensated  for  these  expenses.  Coverage  is  limited  to  physicians  who  are  residents  of  Texas.  Ed.  date  I-OO;  PHC-20000I26- 
A003899  Contract  Series  83500. 


<i)2000,  Photonica 


Cover  Story 

Interim  studies 

Contrary  to  what  many  people  think,  Texas  lawmakers  do  work  between  the  bi- 
ennial sessions  of  the  Texas  Legislature.  But  this  year’s  interim  period  is  marked 
by  a record  number  of  studies  on  health  care-related  issues  that  could  lead  to 
new  laws  affecting  physicians  and  their  patients.  Led  by  the  Council  on  Legis- 
lation, Texas  Medical  Association  councils  and  committees  and  staff  members 
from  all  policy  areas  and  divisions  are  monitoring  the  studies. 

By  Ken  Ortolon 
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Call  your  legislator  • Medicine’s  future 

• Medical  errors  • TexMed  2000  preview 

• Clinicians  and  cancer  • Project  WATCH  online  • Foundation  donors 
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Avoiding  the  legal  pitfalls  in  mental  health  commitments  56 

By  Regina  Stone-Harris,  JD 


Texas  Medicine 

Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  theTexas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  ofTexans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  the  Texas  Medical  Association. 
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Medical  Economics 


Tax  time  30 

To  paraphrase  boxing  immortal  Joe  Louis,  you  can  run  but  you  can’t  hide.  In  this 
case  you  can’t  run  or  hide  from  death  or  taxes,  especially  this  month  with  the  fil- 
' ing  deadline  approaching  with  the  velocity  of  a left  hook.  There  are  many  things 
physicians  need  to  keep  in  mind  when  preparing  their  taxes  or  looking  at  estate 
j.planning,  and  some  financial  experts  offer  their  advice. 

By  Johanna  Franke 

I Law 

j 

Physician  gifts  42 

jThere’s  no  question  that  some  overzealous  pharmaceutical  industry  sales  people 
have  offered  some  questionable  gifts  to  physicians  for  prescribing  drugs  made  by 
I their  companies.  The  American  Medical  Association  Council  on  Ethical  and  Judi- 
|Cial  Affairs  and  TMA’s  Board  of  Councilors  have  weighed  in  on  the  issue  and  de- 
jveloped  ethical  guidelines  that  physicians  can  use  to  avoid  problems.  And  as  one 
TMA  legal  staff  member  says,  most  physicians  know  the  right  thing  to  do. 

' By  Monica  Maldonado 
1 

jPublic  Health 

ISupergerms  46 

Alexander  Fleming’s  discovery  of  the  first  antibiotic  in  1928  has  led  to  antibiotics 
being  prescribed  for  a wide  range  of  infectious  conditions.  Under  the  theory  that 
no  good  deed  goes  unpunished,  what  some  believe  is  the  overuse  of  antibiotics  has 
resulted  in  the  birth  of  the  so-called  antibiotic-resistant  Supergerms.  As  a result,  a 
special  committee  has  set  out  to  teach  physicians  and  patients  how  antibiotics  can 
hurt  as  much  as  they  heal. 

By  Johanna  Franke 
I 

iMedical  Education 

! 

Academic  payment  hassles  52 

I The  setting  may  be  different,  but  physicians  at  Texas’  academic  health  centers  are 
having  as  much  trouble  getting  paid  as  their  counterparts  in  the  private  sector.  So 
a special  TMA  subcommittee  is  preparing  a pilot  project  in  San  Antonio  to  use  TMA 
payment  advocacy  efforts  to  help  the  academic  physicians  get  the  reimbursement 
they  deserve.  It’s  part  of  an  effort  to  demonstrate  the  value  of  TMA  membership 
to  physicians  on  campus. 

By  Monica  Maldonado 


Medical  Economics  Page  30 


Law  Page  42 


Public  Health  Page  46 
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The  Big  Picture 

Exploding  volcano  in  northern  Nicaragua  seen  from  an  airplane  at  25,000  feet,  by  Walter  E.  Sjoberg,  Jr,  MD,  Austin. 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Associate  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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OCCASIONALLY  WE 
MUST  MAKE  DECISIONS 
REGARDING  OUR 
GOLF  GAME 


PLAY...OR  SIT  IT  OUT  AT  A CAR  DEALERSHIP? 


Not  interested  in  wasting  the  next  4 hours  of  your  life  at  a car 
dealership?  Lucky  for  you,  we  can  get  you  any  make,  any  model, 
any  time.  In  most  cases  the  next  day.  We’ll  even  deliver  your 
new  car  or  truck  to  your  front  door. 


Managing  Director  • Medical  Division 
TOM  KIGHT  ext.  222 


Assisting  Agents 
KRIS  TATE  ext.  232 
JOHNATHAN  PECK  ext.  235 
FRANK  VENTURE  ext.  241 


TJAUL  TOLL  FltSS 


f.::i 


Proud  to  be  one  of  the  largest 
auto  groups  in  the  U.S. 

A Van  Tuyl  Company 


2000  Superior  Leasing 
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'^DHhXAiivh.'s  ^evC'hik T^h-h-Hdi  T^eh-ejit 


An  Evening  in  Acapulco 


Friday,  May  26,  2000 
during  TMA’s  TexMed  2000 
Marriott  Rivercenter 
San  Antonio 
7-11  p.m.  New  Time! 

For  more  information, 
call  (800)  880^1300, 
ext.  1466. 


John  F.  Gillespie 

Attorney  at  Law 

Board  Certified.  Administrative  Law, 
Texas  Board  of  Legal  Specialization 


WORKERS  COMPENSATION 

TWCC  Audits  • Medical  Benefit  Disputes 
Approved  & Designated  Doctor  Qualifications 
Defense  of  Compliance  & Practices  Charges 

Practice  Formation  & Management 
Employment  & Services  Contracts 
Staff  Privileges  & Peer  Review 
Managed  Care  & Other  Insurance 
Medical  Records  • OSHA  Compliance 
State  Board  Licensure  & Discipline 
Professional  Liability  & Litigation 

General  Legal  Matters  including... 

Wills,  Trusts  & Estates  • Consumer  Law 
Divorce,  Child  Custody  & Support  • Criminal  Law 


GILLESPIE  & ASSOCIATES  pc 

106  East  Sixth  Street,  Suite  900  • Austin,  Texas  78701 
(512)  322-3969 


Editor's 

Note 


Some  of  the  more  cynical  types  say 
politicians  love  to  find  a parade 
and  then  get  in  front  of  it.  If  that’s 
true,  then  Texas  politicians  have 
jumped  in  front  of  the  health  care 
interim  study  parade.  Health  care  issues 
are  hot  topics,  this  is  an  election  year, 
and  the  voters  are  watching. 

As  Associate  Editor  Ken  Ortolon  ex- 
plains in  this  month’s  cover  story,  a 
record  number  of  studies  on  health 
care  issues  ranging  from  patient  pri- 
vacy to  rural  health  will  occupy  much 
of  the  Texas  Legislature’s  time  during 
the  interim  period  between  the  last  ses- 
sion in  1999  and  the  next  one  in  2001.: 

All  these  studies  give  physicians  an 
opportunity  to  be  heard.  Ken’s  story 
lists  numerous  fax  numbers  and  e-mail 
addresses  you  can  use  to  let  lawmakers 
know  what  you  think.  Don’t  pass  up  the 
chance  to  speak  up.  As  TMA’s  past  suc- 
cesses in  the  legislature  have  proven, 
you  won’t  be  ignored. 

Also,  don’t  miss  Associate  Editor  Jo- 
hanna Franke’s  story  in  the  Public 
Health  section  on  the  increasing  preva- 
lence of  antibiotic-resistant  bacteria. 
Johanna  gives  physicians  some  valu- 
able advice  on  how  to  help  combat 
these  so-called  “Supergerms.” 

Finally,  Associate  Editor  Monica 
Maldonado  gets  into  the  sticky  subject 
of  pharmaceutical  companies’  influ- 
ence on  physicians  and  explains  the 
AMA  Council  on  Ethical  and  Judicial 
Affairs  and  the  TMA  Board  of  Coun- 
cilors guidelines. 

This  issue  also  marks  Monica’s  de- 
parture from  Texas  Medicine.  She’s  en- 
tering the  world  of  cybermedicine  as 
an  editor  at  drkoop.com.  We’ll  miss  her 
and  we  wish  her  well. 

Larry  BeSaw 

Editor 
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MILLIONS 
HAVE  ALREADY 
DISCOVERED 

Celebrex:^ 


CELECOXIB  CAPSULES)---"'® 


200  mg 


lost  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
id  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity^ 

5 celecoxib,  who  have  demonstrated  allergic-type  reactions 
3 sulfonamides,  and  who  have  experienced  asthma, 
rticaria,  or  allergic-type  reactions  after  taking  aspirin 
r other  NSAlDs. 


erious  G1  toxicity  can  occur  with  or  without 
/aming  symptoms  in  patients  treated 
/ith  NSAlDs. 


IMS  America.  National  Prescription 
Audit.  July,  1999. 

feose  see  brief  summary 
f prescribing  information 
m the  adjacent  page. 


'‘J-’S's-,  y,  . 


[©1999  Searle 

S&mLE  ^ 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIOs  have  been  reported 
in  such  patients  {see  WARNINGS-Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects -Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  G!  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease;  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics— Metabo- 
lism). Celebrex  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  Celebrex  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AU(^-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  >150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24).  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependerit  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery;  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  oyer.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146);  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0. 1-1.9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like  symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia.  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal.  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia.  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  rriic- 
turition  frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  {<0.1%).  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiriess.  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
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Letters 


Parental  notification  article 
criticized 


Freedom  of  choice  is  colliding  with 
parents’  desire.  . That  line  is 
part  of  the  opening  of  your  arti- 
cle, “48  Hours,”  under  the  Public 
Health  banner  in  the  February  is- 
sue of  Texas  Medicine  (pp  26-31),  and 
it  underscores  the  fundamental  lack  of 
respect  for  fetal  life  that  pervades  the 
rest  of  the  article. 


I don’t  expect  you  to  understand  the 
sanctity  of  the  life  of  the  fetus,  but  I 
take  issue  with  this  article  for  a number 
of  reasons. 

First,  committing  six  pages  of  this 
very  brief  periodical  to  an  issue  that  af- 
fects only  a tiny  minority  of  Texas 
physicians  makes  little  sense,  except  to 
try  to  propagandize  your  views  on  this 
life-or-death  issue.  The  number  of 
abortion  providers  in  Texas  is  small, 
and  I dare  you  to  follow  up  with  an  ar- 
ticle detailing  what  percentage  of  TMA 
members  provide  abortions.  Because 
this  is  a legal  issue,  a short  synopsis  of 


the  law  might  make  sense,  but  an  arti- 
cle of  this  length  clearly  serves  a more 
political  purpose  than  informational, 
and  I resent  that. 

Second,  Dr  Lopez’s  quote  that  most 
teenagers  report,  “My  parents  will  kill 
me,”  is  so  sadly  ironic  as  to  be  offen- 
sive. “You  can’t  take  that  literally,”  Dr 
Lopez  said,  and  both  he  and  you  (and 
I’m  afraid  the  vast  majority  of  your 
readers)  will  miss  the  point  that  as 
these  teenage  parents  worry  about 


what  their  own  parents  will  do  to 
them,  they  are  about  to  join  Dr  Lopez 
in  quite  literally  killing  their  own  kids. 
To  include  comments  of  this  insensitiv- 
ity is  unnecessary. 

I am  heartbroken  to  see  TMA  take 
such  a political  stance  and  choose  to 
use  information  that  could  have  been 
conveyed  simply  and  in  a straightfor- 
ward manner  as  the  basis  for  an  article 
that  undermines  the  sanctity  of  life. 

Craig  Bradley,  MD 

217  N Mound  St 
Nacogdoches,  TX  75961 


Loving  alcoholics 


You  young  doctors  don’t  have  to  like 
us  alcoholics  to  treat  us,  but  you 
have  to  love  us  just  a little.”  An  old 
alcoholic  shared  this  wisdom  with 
Baylor  Med  seniors  in  1949. 

Are  our  20  million  “alcoholics”  re- 
ally just  depressed,  panicky,  angry  peo- 
ple who  have  chosen  to  treat 
themselves  with  alcohol,  the  world’s  fa- 
vorite tranquilizer? 

Doctor,  how  do  you  help  these  piti- 
ful alcoholic  patients?  For  several 
years,  I have  had  success  with  combi- 
nations of  benzodiazepines,  SSRIs,  and 
some  with  Lithium. 

One  of  my  dry  alcoholic  patients 
overheard  his  8-year-old  daughter  brag- 
ging to  her  friend,  “My  daddy  don’t 
drink  beer  no  more.”  Her  friend  replied, 
“I  wish  my  daddy  didn’t  drink  beer.” 

Is  Xanax  a safer,  more  effective  drug 
than  alcohol?  Most  respond,  “Of 
course!  But  for  how  long?  How  much?” 

A 38-year-old-man,  an  alcoholic 
since  he  was  13  years  old,  has  been  dry 
now  for  3 years.  His  is  a very  sad  story: 
“I  was  6 years  old  and  my  little  brother 
was  4.  We  had  gone  to  bed  Christmas 
Eve  dreaming  of  our  presents  under  the 
tree,  even  as  our  drunk  parents  were 
yelling  curses  at  each  other.  Morning  fi- 
nally came.  We  raced  in  and  found  our 
daddy  drunk,  sitting  on  the  sofa  and 
nursing  a bottle  of  whiskey.  ‘Your  damn 
mama  left  last  night  with  another 
man.’  Daddy  brought  home  a really 
mean  stepmother.  When  I could,  I took 
the  beatings  she  would  have  given  to 
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my  little  brother.  ‘I  did  it!  Don’t  hit 
him!’  I couldn’t  stand  to  hear  him  cry. 
At  14, 1 left  home,  terribly  helpless,  an- 
gry, and  afraid.  Alcohol  eased  my  fears 
but  nearly  ruined  my  life.  Alcoholics 
Anonymous,  by  itself,  did  not  work  for 
me.  I don’t  need  alcohol  anymore! 
Xanax,  AA,  and  you,  doctor,  have  taken 
its  place.  I have  a good  job,  a wonder- 
ful wife  and  home,  and  a great  church.” 

It  took  me  only  7 years  to  finally  di- 
agnose and  properly  treat  this  fine 
young  man  and  at  least  a dozen  more 
like  him.  How  many  more  alcoholics 
have  I missed? 

Colleagues  ask,  “That’s  fine,  Trim- 
ble. But  now  that  he’s  dry  and  doing  so 
well,  why  don’t  you  taper  down  the 
Xanax  and  discontinue  it?  It’s  very  ad- 
dictive, you  know!”  Answer;  Should  al- 
cohol be  given  another  therapeutic 
trial?  None  of  my  alcoholic  patients  has 
ever  abused  Xanax.  Drug  dependency 
is  not  all  bad.  I have  many  drug-de- 
pendent patients  — my  diabetics,  my 
hypertensives,  and  others. 

Fellow  healer,  should  we  love  these 
hurt,  scared,  angry,  good  people  as  we 
love  ourselves?  Alcoholics  are  often  so 
impossible,  such  unpleasant  patients. 
They  abuse  and  impoverish  their  fami- 
lies, and  kill  thousands  on  the  highway. 

Was  that  old  man  right?  “You  don’t 
have  to  like  us  alcoholics  to  treat  us, 
but  you  have  to  love  us  a little.” 

T.  M. Trimble,  Jr,  WID 

PO  Box  581 
Wylie,  TX  75098 

Importance  of  good  habits 


Habits  are  recurrent,  often  uncon- 
scious patterns  of  behavior  that 
are  acquired  through  frequent 
repetition.  Habits  are  character- 
istic of  every  animal  species  and 
are  the  product  of  millions  of  years  of 
evolution. 

In  falconry,  the  falcon  brings  its  prey 
to  the  gloved  hand  of  the  trainer.  Ivan 
Pavlov  in  1904  was  awarded  the  Nobel 
Prize  for  reporting  that  dogs  could  be 
conditioned  to  salivate  at  the  sound  of 
a bell.  B.F.  Skinner  has  been  criticized 
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and  accused  of  trying  to  control  society 
for  reporting  that  science  could  help 
humans  improve  their  habits. 

Habits  can  be  our  greatest  helper  or 
our  heaviest  burden.  They  can  con- 
tribute to  our  health  or  our  illness.  We 
can  develop  habits  of  diet  and  exercise. 
Some  drugs  and  medications  encour- 
age a habit  of  continued  use.  Tobacco, 
alcohol,  diazepam,  and  opiates  are  in 
this  category.  They  provide  a tempo- 
rary pleasure  that  the  user  seeks  to  re- 
peat. After  a time,  the  user  is  “hooked” 
and  cannot  quit  without  physical  and 
emotional  discomfort. 

It  is  easier  to  continue  the  habit  than 
to  undergo  the  stress  and  discomfort  of 
change.  Change  involves  going  through 
the  discomfort  of  learning  and  practic- 
ing a new  habit  until  in  time  it  becomes 
a comfortable  old  habit.  Developing 
good  habits  keeps  us  from  becoming 
victims  of  society  and  allows  more  con- 
trol of  our  health  and  our  destiny. 

Horace  A.  DeFord,  MD 

PO  Box  29588 
Dallas,  TX  75229 

Another  “Blues”  alert 


Last  fall,  Mark  Clanton,  MD,  med- 
ical director  of  Blue  Cross  and 
Blue  Shield  of  Texas,  stated  that 
he  did  not  feel  that  physicians 
should  be  routinely  reimbursed 
for  evaluating  patients  before  surgery 
(as  signified  by  attachment  of  a “-57” 
modifier  to  the  appropriate  evaluation 
and  management  [E&M]  code).  His  ex- 
cuse was  that  their  bundling  software 
could  not  recognize  modifiers,  despite 
the  fact  that  these  modifiers  are  an  in- 
tegral component  of  the  CPT  nomen- 
clature. What  a convenient  oversight! 

He  said  that,  as  a special  considera- 
tion, Blue  Cross  and  Blue  Shield  would 
reimburse  for  these  services  when  they 
were  provided  in  the  emergency  room. 
He  said  that  these  E&M  codes 
(99281-99285)  would  not  be  bundled 
with  CPT  codes  that  have  an  associated 
global  period.  True  to  form,  however, 
Blue  Cross  and  Blue  Shield  still  denies 
payment  for  these  codes. 

Texas  Medicine  ir  April  2000 


Dr  Clanton  has  refused  to  return  my 
calls.  Through  his  subordinates  he  has 
stated  that  Blue  Cross  and  Blue  Shield’s 
“new”  software  is  unable  to  recognize 
the  “-57”  modifier  and  it  is  the  respon- 
sibility of  providers  to  catch  the  com- 
pany’s improper  denial  for  the  E&M 
code.  Physicians  must  request  that  the 
claim  be  reprocessed  before  the  E&M 
code  will  be  reimbursed.  Blue  Cross 
and  Blue  Shield  makes  no  promises  re- 
garding the  time  period  in  which  the 
E&M  codes  will  then  be  paid  and,  for 
some  reason,  the  company  thinks  that 
it  is  not  bound  by  Texas  law  regarding 
payment  of  claims  within  45  days. 

Make  sure  that  your  staff  members 
watch  for  these  improper  denials.  Also, 
make  sure  that  Blue  Cross  and  Blue 
Shield  knows  that  a convenient  mis- 
take on  its  part  does  not  magically  let  it 
break  the  law  and  not  pay  clean  claims 
within  45  days. 

William  F.  Tucker,  Jr,  MD 

221  W Colorado  Blvd 
Pavilion  One,  Ste  200 
Dallas,  TX  75208 

Editor’s  Note:  Texas  Medicine  offered  Dr 
Clanton  a chance  to  respond  but  he  de- 
clined. 
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Because  she  has  a lot 
on  her  plate  every  day.. 


Beef. 


As  part  of  a balanced  diet  and  a healthy  lifestyle,  lean  beef  can  give  your  female  patients  what  they  need 
to  help  meet  the  demands  of  their  day.  Three  ounces  of  beef  has  50%  of  the  protein,  1 4%  of  the  iron, 

39%  of  the  zinc,  and  37%  of  the  vitamin  B-1 2 needed  to  meet  recommended  Daily  Values. 

Nutrients  that  work  as  hard  as  she  does 

NEW  STUDY:  Lean  red  meat  is  similar  to  lean  white  meat  in  lowering  serum  cholesterol.  Look  in  the  Archives  of  Internal  Medicine 
(6/28/99  issue),  or  go  to  www.beefnutrjtion.org  for  a reprint  and  free  patient  education  materials. 
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IT’S  WHAT’S  FOR  DINNER 


Only  one  thing  grows  taster  than  healthy  kids  - the  hospital  that  helps  them  get  healthy.  Texas  Children’s  is  enjoying  a 
healthy  growth  spurt,  adding  more  than  1.2  million  more  square  teet.  We're  expanding  one  ot  our  inpatient  tacilities  to  2' 
tioors  and  adding  a new  16- story  outpatient  center.  And  we're  renovating  our  current  outpatient  tacility,  The  Feigin  Cente 
to  house  a dedicated  hub  tor  state-ot-the-art  research  in  areas  ranging  from  childhood  cancer 
to  molecular  medicine.  In  all,  we’re  spending  $345  million  to  meet  the  growing  healthcare  needs  of  children.  Because  we  believe  that  *V> 
even  when  you’re  known  for  setting  the  standards  in  pediatric  medicine,  there's  always  room  for  improvement.  To  inquire  about 
referral,  consultation,  or  academic  collaboration,  call  713-770-1111. 


WE’RE  ENJOYI 
A HEALTHY 
GROWTH  SPURT 


Texas  Children's  Hospital  is  the  primary  pediatric  teaching  hospital  tor  Baylor  College  of  Medicine. 
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Commentary 


Genesis  of  the 
small  district  caucus 


By  Harold  R.  High,  MD 

J 

During  the  late  1940s  and  early  in 
the  1950s,  it  was  evident  in  the 
medical  community  that  the 
needs  of  patients  in  urban  areas 
were  quite  different  than  those  of 
patients  in  rural  and  sparsely  populated 
areas.  This  was,  of  course,  brought 
about  by  the  availability  of  physicians, 
distance  to  medical  care  facilities,  pa- 
'tient  income,  and  personal  situations. 

1 As  a result,  throughout  the  medical 
I community,  there  was  the  perception 
That  rural  doctors  were  not  included  in 
the  organized  medical  structure  and  in 
! decisions  made  by  statewide  entities.  At- 
! tention  was  not  being  focused  in  any  way 
. on  the  differences  between  rural  and  ur- 
! ban  areas,  such  as  the  number  of  physi- 
cians and  facilities  available,  work  ethic, 
and  patient  income.  Many  of  these  short- 
comings were  not  being  addressed  and 
were  simply  falling  through  the  cracks. 
The  American  Medical  Association 

I 

I recognized  this  situation,  and  in  the 
early  post-war  years,  some  rural  states 

I 


organized  a coalition  to  address  the 
problem.  The  group,  called  Acey- 
Deucy,  consisted  of  states  with  small 
delegations.  The  group  met  separately 
at  lunch  during  the  AMA  national 
meeting.  Unfortunately,  this  group  va- 
porized in  the  mid-1970s. 


Travis  Smith,  MD,  of  Abilene,  grew  up 
in  Winters,  Tex,  and  was  a very  percep- 
tive gentleman.  He  was  very  aware  that 
the  Texas  Medical  Association  was  not 
taking  full  advantage  of  the  capable  lead- 
ers in  the  rural  areas  because  of  lack  of 
exposure  and  backing  from  the  small 
population  districts.  Dr  Smith  was 
elected  speaker  of  the  TMA  House  of  Del- 
egates in  1975.  In  the  same  election.  Mil- 
ton  V.  Davis,  MD,  was  elected  vice 
speaker.  Dr  Smith  discussed  the  void  in 
rural  representation  with  Dr  Davis  and 
implored  him  to  find  some  way  to  organ- 
ize the  rural  Texas  members  and  county 
societies,  which  had  between  1 and  5 
members  in  the  House  of  Delegates. 

Dr  Davis  and  Dick  Cason,  MD,  of 
Hillsboro,  asked  that  1 meet  with  them  in 
Dallas  at  a TMA  meeting  to  discuss  the 


small  district  situation,  which,  of  course, 
I did.  I then  wrote  to  the  small  districts 
and  asked  that  we  unite  to  better  repre- 
sent our  areas  and  be  able  to  have  mem- 
bers elected  to  leadership  positions  from 
rural  areas.  This  was  the  genesis  of  the 
Small  District  Association  of  TMA. 


Letters  were  sent  to  all  county  doc- 
tors in  the  small  areas  with  this  infor- 
mation, explaining  the  purposes  to  be 
served  and  inviting  them  to  a meeting 
in  Austin  during  the  TMA  interim  ses- 
sion in  December.  The  first  meeting  was 
in  the  bar  at  the  Hilton  Hotel  and  one 
table  held  all  the  members.  Besides  Dr 
Cason  and  myself,  those  present  were: 

• Louis  W.  Conradt,  Sr,  MD,  of  Terrell; 

• Dan  Hilliard,  MD,  of  Canton; 

• James  Winn,  MD,  of  Uvalde; 

• John  Bonnet,  MD,  of  Temple;  and 

• Carlos  Godinez,  MD,  of  McAllen. 

Cold  coffee  was  served.  The  group 
was  enthusiastic!  We  agreed  that  we 
should  not  have  a tight  structure  so 
that  we  could  grow.  There  would  be  no 


Our  membership  represents  almost  all  rural  areas 
in  Texas.  We  are  concerned  with  addressing 
and  protecting  the  rights  of  rural  patients, 
and  encouraging  rural  physicians  to  assume 
leadership  positions  in  TMA  and  AMA. 
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bylaws;  we  would  be  run  by  consensus. 
Emphasis  was  placed  on  mutual  prob- 
lems. We  agreed  to  identify  the  resolu- 
tions that  affected  rural  Texas  and  take 
needed  actions.  We  agreed  that  when 
the  organization  grew,  a tighter  struc- 
ture might  be  considered  by  the  mem- 
bership, and  bylaws  might  be  adopted. 

Over  the  past  25  years,  we  have 
grown  in  number  and  status.  George 
Thannisch,  MD,  of  Lufkin,  came  up  with 
our  logo  — playing  cards.  The  Ace  of 
Spades,  2-3-4-5!  We  proudly  wear  the 
lapel  pin  or  tie  tack  and  we  all  sit  to- 
gether during  sessions  of  the  House  of 
Delegates.  Our  membership  represents 


almost  all  rural  areas  in  Texas.  We  are 
concerned  with  addressing  and  protect- 
ing the  rights  of  rural  patients,  and  en- 
couraging rural  physicians  to  assume 
leadership  positions  in  TMA  and  AMA. 

Our  “Small  District  Caucus”  is  now 
widely  recognized  and  respected.  We 
have  grown  consistently  under  strong, 
unselfish  leadership!  We  are  truly  the 
speakers  for  rural  Texas  medicine.  Our 
influence  continues  to  grow  (now  with 
more  than  120  delegates,  almost  one 
third  of  the  voting  strength  in  the 
House  of  Delegates)  because  we  are 
the  perennial  advocates  for  our  pa- 
tients and  their  needs  and  because 


members  from  our  group  continually 
earn  election  to  the  highest  offices  in 
our  TMA  and  in  our  AMA. 

One  by  one,  those  who  conceived  and 
nurtured  the  caucus  have  reached  retire- 
ment and  passed  the  mantle  of  leadership 
and  the  yoke  of  responsibility  to  able  suc- 
cessors. It  is  our  hope  that  present  and  fu- 
ture members  and  leaders  will  continue  to 
attend,  to  accept  association  leadership 
positions,  and  to  foster  and  maintain  bet- 
ter communication  with  the  doctors  and 
patients,  families,  and  communities  that 
our  illustrious  group  serves.  ★ 


Dr  High  lives  in  Cuero. 


It  is  worth  the  effort 


By  Milton  V.  Davis,  MD 

The  dateline  on  the  Dallas  Morn- 
ing News  reads  “Saturday,  De- 
cember 18,  1999.”  This  is  a date 
of  nostalgia  for  my  precious  Nel- 
lie and  me.  On  December  18, 
1944,  somewhere  around  60  of  us  were 
awarded  the  coveted  doctor  of  medi- 
cine degree  by  Southwestern  Medical 
College  at  Southern  Methodist  Univer- 
sity’s McFarlin  Auditorium  in  Dallas. 

Ours  was  the  second  class  to  gradu- 
ate from  Southwestern.  Baylor  College 
of  Medicine,  where  our  class  started  in 
the  fall  of  1941,  just  about  3 months 
before  Pearl  Harbor,  had  moved  from 
Dallas  to  Houston  in  1943.  Everybody’s 
finances  were  either  tight  or  none,  so 
most  of  us  opted  to  remain  with  the 
new  school  rather  than  move  to  Hous- 
ton. The  half-life  of  new  medical 
schools  averaged  about  2M  years  then, 
so  going  with  a new  school  was  riskier 
than  most  of  us  realized.  We  survived 
and  so  did  Southwestern,  to  the  credit 


of  its  leadership  and  by  the  grace  of  Di- 
vine Providence. 

Next  came  9 months  of  wartime  in- 
ternship and  either  residency  training, 
military  service,  or  both.  International 
communication  was  in  its  infancy,  and 
war  news  was  rigidly  censored,  so  none 
of  us  knew  what  the  German  army  was 
up  to  in  the  Ardennes  Eorest  or  how 
very  close  our  gallant  troops  came  to  a 
defeat  by  Herr  Schicklegruber.  Even  if 
the  Germans  had  succeeded  in  the 
“Battle  of  the  Bulge,”  we  probably 
would  not  have  lost  the  war,  but  win- 
ning would  have  taken  much,  much 
longer  and  would  have  cost  many 
thousands  more  precious  young  lives. 
The  magnitude  of  our  individual  and 
collective  debt  to  those  who  led,  bled, 
sailed,  flew,  fought,  and  died  so  that 
we  might  remain  free  is  too  great  for  us 
to  understand  fully,  but  at  least  we 
should  try  not  to  forget. 

After  postgraduate  training  and  mili- 
tary service,  we  settled  into  the  practice 
of  medicine.  A few  of  us  participated  in 
“organized  medicine,”  usually  after  some- 
one in  leadership  asked  that  we  accept 
committee  assignments.  There  were  only 
three  medical  schools  in  Texas  then  — in 
Galveston,  Houston,  and  Dallas  — so 
day-to-day  participation  in  medical  edu- 
cation was  mostly  possible  only  for  those 
who  lived  in  or  near  those  three  cities  or 
others  that  had  residency  programs. 

Tough  economic  choices  had  to  be 
made  by  anyone  who,  out  of  busy  pri- 
vate practices,  took  time  and  commit- 


ted resources  to  contribute  to  educa- 
tion or  to  work  for  organized  medicine. 
For  those  in  individual  private  practice, 
the  decisions  were  personal  ones  made 
by  the  doctor,  the  family,  or  both.  For 
those  in  partnerships  or  groups,  nega- 
tive pressures  were  ever-present,  and 
some  were  unyielding.  The  partners  or 
clinic  managers  all  too  frequently  re- 
sented and  even  objected  to  the  ac- 
ceptance of  the  heavy  duties  that  went 
with  outside  responsibilities  by  individ- 
ual members. 

At  all  levels  in  both  organizational 
work  and  in  education,  nothing 
seemed  quite  as  sacred  as  the  status 
quo.  “We  have  always  done  it  that 
way”  was  the  order  of  the  day. 

Nellie  and  I did  participate,  jointly 
and  severally,  in  organized  medicine  and 
in  education  during  most  of  the  years 
since  December  18,  1944.  It  was  some- 
what costly,  but  it  was  worth  the  effort. 
We  both  had  many  opportunities  to  work 
with  young  people,  sometimes  closely. 

It  is  now  mid-December,  a time 
when  holiday  greetings  are  frequent. 
On  most  Saturday  mornings,  I leave 
home  before  7 am  to  attend  Thoracic 
Surgery  Grand  Rounds  at  Southwest- 
ern in  Dallas.  On  this  December  18, 
there  is  a holiday  hiatus,  and  there  willjj 
be  no  more  Saturday  Grand  Rounds 
until  January,  so  I stayed  in  the  warmth 
of  our  home  and  opened  some  mail.  | 

The  mail  included  an  annual  bul  l 
letin  plus  photos  of  his  growing  chil-i 
dren  sent  by  one  John  Barrasso,  MD.j 

[ 
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' an  orthopedic  surgeon  in  Casper,  Wyo. 
Dr  Barrasso  is  a recognized  leader  in 
Casper,  a media  celebrity,  and  an  active 
' participant  in  state  and  national  Re- 
I publican  politics.  His  offering  this  year 
'stimulated  me  to  write  this  piece. 

John  was  one  of  the  medical  stu- 
dents who  joined  the  American  Med- 
; ical  Association  as  an  undergraduate. 

1 He  earned  the  stature  that  enabled  him 
i to  attend  AMA  meetings  as  a student, 
i'and  he  was  appointed  to  the  AMA 
j Council  on  Constitution  and  Bylaws  as 
a student  member.  I was  on  the  council 
at  the  time  and  got  to  watch  John  grow 
I and  develop.  That  was  the  time  period 
(before,  during,  and  after)  when  medi- 
, cine  made  the  decision  to  create  mem- 
bership categories  for  medical  students 
and  residents. 

' It  was  my  privilege  to  serve  on  the 
I Constitution  and  Bylaws  councils  of 
[both  the  Texas  Medical  Association  and 

!AMA  at  the  same  time.  The  experience 
opened  doors  of  understanding  for  me 
that  allowed  a unique  opportunity  to 
see  the  needs  of  the  states  and  AMA, 
and  to  study  how  the  state  medical  so- 
'cieties  could  mesh  organizationally 
with  AMA.  It  also  placed  me  with  other 
.bylaws-minded  people  from  several 
; parts  of  the  country,  most  of  whom 
I were  capable  of  making  significant 
contributions  to  the  health  and  devel- 
jopment  of  the  organizations  we  served. 
Neither  the  states  nor  AMA  had  previ- 
ously admitted  students  or  residents  to 
membership.  We  had  to  overcome  a 
status  quo  mentality. 

The  objections  were  mostly  prejudi- 
cial, and  they  were  deeply  ingrained, 
with  more  inertia  than  anything  else. 
The  push  to  innovate  came  mostly 
from  younger  advocates,  and  fre- 
quently our  elders  warned  that  the 
I concept  was  not  politically  correct.  One 
of  the  objections,  however,  was  proba- 
!bly  correct  — that  their  youth  and  in- 
1 experience  could  taint  their  voting 
postures.  We  did  not  deny  this  but 
i pointed  out  that  we  all  had  to  learn 
i sometime  and  that  we  could  have  con- 
tributed better  had  we  learned  earlier. 
Effective  speech-making  often  leans 
' more  on  emotions  than  logic,  and  I was 
guilty  on  more  than  one  occasion  of 


saying,  “I’ll  take  my  chances  on  how 
they  vote,  I want  them  in.” 

The  record  is  clear;  we  got  them  in,  al- 
beit without  vote  at  first.  That  came  later 
and  did  not  take  very  long,  although  the 
student  activists  were  characteristically 
impatient  as  the  process  evolved. 

The  students  and  residents  on  com- 
mittees and  councils  handled  their  as- 
signments very  well.  They  did  their 
homework,  learned  quickly,  attended 
faithfully,  and  contributed  materially. 


The  better  ones  combined  participation 
with  learning,  translating  these  two 
complementary  processes  into  a price- 
less training  ground  for  leadership. 

John  Barrasso  is  a shining  example. 
After  serving  on  the  AMA  Council  on 
Constitution  and  Bylaws  as  a medical 
student  appointee,  he  graduated  and 
became  a doctor.  He  was  reappointed 
to  serve  on  the  council  as  a resident. 

Our  council  had  decided  in  the 
meantime  that  the  time  was  ripe  to  ask 
the  House  of  Delegates  to  elect  rather 
than  to  appoint  resident  council  mem- 
bers. John  could  have  retained  an  ap- 
pointed position  on  the  council,  but  he 
expressed  willingness  to  give  up  almost 
certain  reappointment  and  stand  for 
election.  We  teased  John  about  his  “sac- 
rifice,” and  we  added  a new  set  of  ini- 
tials, “SL,”  after  his  name,  meaning 
“Sacrificial  Lamb,”  a friendly  take-off  on 
“SJ,”  the  Society  of  Jesuits,  well  known 
to  John  because  he  is  Catholic.  The 
Council  on  Constitution  and  Bylaws  at 
about  the  same  time  was  lobbying  to  get 
the  House  of  Delegates  to  shorten  its 
terms  and  other  council  terms  from  5 to 
3 years,  aimed  at  augmenting  accounta- 
bility. We  were  successful  in  both  efforts, 
and  John  won  his  election  handily. 

Even  though  some  of  the  details  re- 
counted above  may  be  a bit  fuzzy  his- 
torically, the  substance  is  not.  In  both 
TMA  and  AMA,  and  in  many  other 


state  medical  associations,  medical  stu- 
dents and  residents  were  offered  full 
membership  status  with  the  accompa- 
nying opportunity  to  learn  and  to  hone 
whatever  political  interests  they  had. 
Many  joined,  and  the  results  have  been 
overwhelming.  Increasingly,  our  lead- 
ership positions  are  being  filled  with 
people  who  cut  their  teeth  on  organ- 
ized medicine  as  students  and  resi- 
dents. My  dear  departed  mother  would 
say,  “It  stands  to  reason.” 


Obviously,  I do  not  know  nor  could  I 
remember  all  of  them,  and  there  could 
be  some  feelings  traumatized  by  not 
being  named,  but  so  be  it.  By  way  of  il- 
lustration only,  with  no  thought  of 
completeness,  I wish  to  beg  the  indul- 
gence of  readers  (if  any)  to  be  allowed 
to  mention  just  a few  Texans  who  are 
members  of  the  illustrious  group  of 
current  leaders  who  started  with  us 
and  for  us  as  students  or  residents: 

• Ron  Munson,  MD,  of  Mathis; 

• Joel  Dunnington,  MD,  of  Houston; 

• Lyle  Thorstenson,  MD,  of  Nacog- 
doches; 

• Susan  Rudd  Wynn,  MD,  of  Fort  Worth; 
and 

• Jim  Rohack,  MD,  of  Temple. 

My  life,  our  profession,  and  the  pa- 
tients and  the  public  we  serve  have 
been  enriched  by  John  Barrasso,  the 
Texans  mentioned  above,  and  many 
others  like  them.  Organized  medicine 
did  not  make  John  or  the  others  what 
they  are  today  any  more  than  a farmer 
makes  the  genes  that  grow  beautiful, 
nutritious  corn.  But  like  the  farmer,  we 
plowed  the  ground,  watered  the 
sprouts,  and  thanked  God  Almighty  for 
the  sun  and  the  rain. 

It  is  worth  the  effort.  Keep  it  up.  ★ 


Dr  Davis,  a former  TMA  president,  lives  in  Kemp. 


Increasingly,  our  leadership  positions  are  being 
filled  with  people  who  cut  their  teeth  on  organized 
medicine  as  students  and  residents. 
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Our  Star  Is  Growing 
Brighter  And  Stronger. 


Texas  Surgical  Associates, 
Houston’s  largest  group 
of  cardiovascular  surgeons, 
is  growing  to  meet  patients 
needs  at  all  major  hospitals 
in  the  Houston 
Metropolitan  area. 


Texas  Surgical 
Associates  understands 
that  patients  and  their 
families  want  to  be  near 
their  home  and  their 
primary  care  physician. 


Texas  Surgical  Associates  believes 
that  patients’  needs  come  first.  All 
twelve  T.S.A.  physicians  are  committed 
to  bringing  the  finest-quality  health 
care  to  the  neighborhood  hospitals 
and  families  of  greater  Houston. 


Texas  Surgical  Associates 
is  extremely  proud  to 
announce  our  expansion 
through  the  addition  of  three 
new  surgeons: 

Richard  M.  Alexander,  M.D. 
John  E.  Rea,  III,  M.D., 
Gonzalo  M.  Vargas,  M.D. 


Texas  Surgical  Associates 
knows  that  patients  in  n( 
deserve  the  finest  cardiot 
cular  surgeons  available. 


Texas  Surgical  Associates  Partners; 
Robert  T.  Baldwin,  M.D. 
Michael  W.  Gallagher,  M.D. 
Gerald  M.  Lawrie,  M.D. 

George  P.  Noon,  M.D. 

Mahesh  K.  Ramchandani,  M.D. 
Wade  R.  Rosenberg,  M.D. 

Scott  A.  Scheinin,  M.D. 

Gesar  Nahas,  M.D. 
lavier  A.  Lafuente,  M.D. 


Texas  Surgical 
Associates 


Phone  713-790-5227  or  Fax  713-790-5505 
6560  Fannin,  Suite  1402,  Houston,  TX  77030 
www.texassureical.com 
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Residents  and  Fellows 


elcome  to  the  new  Residents  and  Fellows 
column  of  Texas  Medicine.  A recent  initia- 
tive by  the  Texas  Medical  Association  Resi- 
dent and  Fellow  Section  has  created  a 
quarterly  column  in  Texas  Medicine  to  pro- 
vide a forum  for  TMA  resident  and  fellow 
members.  This  project  is  designed  to  dis- 
seminate much  needed  information  on  issues  pertinent 
to  medical  students,  residents,  and  young  physicians  in 
Texas.  With  more  than  3,100  members,  the  section  ulti- 
mately hopes  to  involve  the  silent  majority  of  TMA 
members  in  TMA  projects  and  committee  activities,  as 
well  as  organized  medicine  in  general. 


Some  of  the  issues  we  will  address 
from  a resident  and  young  physician’s 
perspective  include; 

• Leadership  opportunities  within  the 
TMA  and  AMA; 

• Opportunities  for  practice  in  under- 
served and  rural  areas; 

• Trends,  regulations,  and  legislation; 

• Current  local,  state,  and  national 
health  care  issues; 

• Resources  available  through  the  sec- 
tions; 

• Starting,  and  more  importantly,  fin- 
ishing a research  project; 

• The  Internet  in  medicine;  and 

• Available  project  grants. 

In  our  first  segment.  Dr  Carroll  pres- 
ents what  may  be  the  most  important 


concept  in  organized  medicine,  namely, 
the  “how”  and  “why”  to  get  involved. 

We  hope  this  column  will  be  a wel- 
comed segment  in  Texas  Medicine  and  that 
you  will  come  to  look  for  this  section  and 
share  with  us  your  thoughts  and  ideas. 

By  Jeffrey  C.  Bates,  MD, 
and  M.  Walt  Carroll,  MD 


Physician  involvement  is  key 
to  changing  the  system 


When  we  set  off  on  the  mission 
to  become  physicians,  we  face 
a long  and  arduous  journey 
that  requires  a great  deal  of 
planning.  We  start  off  looking 
at  careers  at  a very  early  age,  and  most 


Jeffrey  C.  Bates,  MD,  M.  Walt  Carroll,  MD 


among  us  make  the  decision  to  become 
physicians  and  then  set  out  a plan. 

“Plan”  — that’s  the  operative  word. 
We  plan.  We  plan  our  coursework  in 
college.  We  plan  our  study  time.  Okay, 
some  of  us  did  use  the  crisis  method  of 
study  but,  nonetheless,  there  was  still  a 
great  deal  of  planning  to  manage  the 
comprehensive  curriculum  of  under- 
graduate study  and  graduate  study  that 
it  takes  to  become  a physician. 

For  most  of  us,  being  a successful  doc- 
tor in  our  chosen  field  of  specialization  is 
our  ultimate  career  goal.  Some  things  are 
out  of  our  control,  such  as  which  medical 
school  we  get  into  and  the  uncertainty  of 
the  match.  Still,  we  lay  out  carefully 
crafted  plans  regarding  our  medical  ca- 
reers. We  leave  residency  having  lived  in 
a hospital  for  a minimum  of  3 years,  plan- 
ning to  pay  off  our  student  loans.  We  plan 
on  having  a really  nice  house  with  a great 
automobile  and  a thriving  practice.  Some 
of  us  plan  to  go  into  academics  and  train 
the  future  physicians  in  our  country.  Our 
plans  usually  include  having  a family  and 
providing  for  them  well.  We  even  think 
about  such  things  as  life  and  accident  in- 
surance and,  lo  and  behold,  some  of  us 
are  even  thinking  about  financial  plan- 


Tel  800.880.1300 


Volume  96  ir  Number  4 


17 


Residents  and  Fellows 


ning.  So  what’s  missing?  Are  we  leaving 
something  out  of  our  planning  equation? 

For  many  of  us,  the  answer  is  yes. 
What  about  public  service?  When  a 
doctor  thinks  about  public  service,  he 
or  she  typically  thinks  about  volunteer- 
ing at  a free  clinic,  providing  health 
care  to  the  indigent,  or  perhaps  volun- 
teering for  international  medical  groups 
that  go  about  the  world  and  do  good 
works.  These  things  are  all  admirable, 
honorable  endeavors.  Things  like  that 
need  to  be  done.  Using  our  training  and 
skills  to  provide  help  to  those  who  can’t 
afford  or  gain  access  to  health  care  is 
something  that  we  have  a responsibility 
to  do.  Still,  more  needs  to  be  done. 

Physicians,  on  the  whole,  are  an  ex- 
ceptionally talented,  creative,  and  re- 
sourceful group  of  people.  They  have  to 
be.  Otherwise,  they  couldn’t  attain  the 
levels  of  knowledge  and  skill  they  pos- 
sess. This  begs  the  question  as  to  why 
the  health  care  industry  in  our  country 
has  become  so  patient-  and  physician- 
unfriendly.  Words  like  “capitation”  and 
“gypsy”  (GPCI)  have  crept  into  the 
medical  lingo  and  are  as  prevalent  as 
“CBC”  and  “chest  x-ray.”  The  real  an- 
swer to  this  is  lack  of  planning. 

When  our  professional  counterparts 
— lawyers  — leave  law  school,  many 
plan  on  political  careers.  This  has  tradi- 
tionally been  considered  a legitimate  ca- 
reer alternative  for  attorneys.  Why  not 
physicians?  At  the  very  least,  why 
shouldn’t  a physician  pick  a certain  time 
in  his  or  her  career  to  run  for  public  of- 
fice and  serve  the  community  and  nation 
in  the  governing  bodies?  I feel  quite  cer- 
tain that  if  there  were  a hundred  physi- 
cians in  the  US  House  of  Representatives 
and  25  more  in  the  US  Senate,  the  state 
of  health  care  in  the  United  States  would 
be  significantly  better  for  all  involved. 

Physicians,  as  a group,  are  so  tal- 
ented and  resourceful  that  their  impact 
in  government  could  be  felt  on  all  is- 
sues of  the  time.  The  analytical  ability 
that’s  ingrained  in  us  allows  us  to  be 
somewhat  dispassionate.  This  allows 
decisions  to  be  made,  weighing  all  fac- 
tors for  the  good  of  “the  body.”  A physi- 
cian in  Congress  can  make  more  impact 
on  the  nation  with  a single  vote  than  in 
a career  of  16-hour  days. 


Medicine  is  more  organized  today 
than  ever.  The  Texas  Medical  Associa- 
tion and  the  American  Medical  Associ- 
ation are  organizations  in  which  to 
become  active.  These  organizations 
continually  watch  for  legislation  that 
will  affect  the  delivery  of  health  care 
(negatively  and  positively)  as  well  as 
the  practice  of  medicine.  AMA  and 
TMA  have  the  staffs  to  do  the  bidding, 
of  the  doctor  who  is  working  16  hours 
a day  taking  care  of  patients. 

And  the  participation  shouldn’t  stop 
there.  Physicians  also  should  join  the 
TMA  Political  Action  Committee  (TEX- 
PAC).  TEXPAC  and  TMA  work  hand-in- 
hand  to  advocate  for  the  interests  of 
patients  and  physicians.  With  its  strong 
grassroots  network  of  politically  involved 
physicians  and  physician  spouses,  TEX- 
PAC is  widely  recognized  as  one  of  the 
leading  political  action  committees  in  the 
country.  TEXPAC  members  serve  as  a 
valuable  resource  to  elected  officials  and 
play  a major  role  in  the  outcome  of  leg- 
islative and  judicial  races  around  the 
state.  In  fact,  TEXPAC’s  successes  have 
been  highlighted  by  Texas  Monthly,  The 
New  York  Times,  The  Los  Angeles  Times, 
The  Wall  Street  Journal,  The  Washington 
Post,  and  60  Minutes,  among  others. 

However,  only  one  in  five  TMA 
members  belong  to  TEXPAC.  With 
more  involvement  by  physicians  and 
their  spouses,  the  medical  profession 
could  have  more  impact  on  legislative 
issues  that  affect  medicine.  TEXPAC 
hosts  an  educational  retreat  each  year, 
and  AMA  provides  an  annual  campaign 
school  and  a grassroots  conference  that 
teach  the  ins  and  outs  of  being  a candi- 
date or  an  effective  political  proponent. 
These  programs  are  free. 

Even  if  you,  the  physician,  don’t  want 
to  be  a candidate,  you  can  be  a valuable 
asset  to  the  candidate  of  your  choice. 
Dedication  to  a cause,  dogged  determi- 
nation, resourcefulness,  creativity,  the 
ability  to  raise  funds,  and  organizational 
skills  all  make  the  physician  an  asset  to 
any  campaign.  Y2K  is  here.  Will  there  be 
a new  trend?  Are  any  doctors  out  there 
planning  on  running?  It’s  time.  ★ 


Dr  Bates  is  the  chair-elect  of  theTMA  Resident  and  Fel- 
low Section.  Dr  Carroll  is  the  section's  delegate  to  TMA. 
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His  work  in  hepatitis  B research  has 
earned  R.  Palmer  Beasley,  MD,  dean  of 
The  University  of  Texas-Houston  Health 
Science  Center  School  of  Public  Health, 
the  Prince  Mahidol  Award  for  Medicine 
from  the  royal  family  of  Thailand.  In 
addition  to  his  work  linking  hepatitis  B 
to  liver  cancer,  Dr  Beasley  was  cited  for 
his  research  into  the  transmission  of  the 
disease,  including  the  discovery  that  in- 
fected mothers  pass  the  virus  to  their 
babies  during  childbirth. 

Three  Texas  Medical  Association  med- 
ical student  members  were  among  25 
medical  students  in  the  US  to  receive 
2000  American  Medical  Association 
Foundation  Leadership  Awards  to  at- 
tend the  2000  AMA  National  Leader- 
ship Development  Conference  in 
March.  They  are  Brad  G.  Butler,  third- 
year  student  at  Texas  A&M  Health  Sci- 
ence Center  (Temple  campus)  and 
chair  of  the  TMA  Medical  Student  Sec- 
tion; Scott  Ryan  Gregory,  second-year 
Student  at  The  University  of  Texas 
Medical  Branch  at  Galveston;  and 
Melissa  Pujazon,  first-year  student  at 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas.  More  than 
100  students  applied  for  the  awards. 

Benjamin  J.  Cohen,  DO,  has  been  ap- 


John P.  Howe  III,  MD  C.  David  Morehead,  MD 


pointed  interim  president  of  the  Univer- 
sity of  North  Texas  Health  Science  Cen- 
ter in  Fort  Worth.  He  will  serve  until  the 
new  president  takes  office  in  August. 

Officers  of  the  El  Paso  Society  of  Plastic 
Surgeons  for  2000  are  Ronald  A.  Gunn, 
MD,  president;  William  T.  Miller,  MD, 
president-elect;  and  Manuel  C.  Feliberti, 
MD,  secretary. 

Kalpalatha  K.  Guntupalli,  MD,  of  Hous- 
ton, has  received  the  Community  Ser- 
vice Award  from  the  Chest  Foundation, 
the  philanthropic  arm  of  the  American 
College  of  Chest  Surgeons.  She  was 
cited  for  her  service  at  the  MediCiti 
Hospital  in  Hyderabad,  India,  where 
she  started  the  nation’s  first  school  of 
respiratory  therapy. 

John  P.  Howe  III,  MD,  will  step  down  as 
president  of  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


on  January  1,  2001,  after  15  years.  The 
University  of  Texas  Board  of  Regents 
will  name  a replacement. 

Scott  & White  in  Temple  has  an- 
nounced plans  to  merge  its  three  enti- 
ties — hospital,  clinic,  and  health  plan 
— into  one  organization.  Alfred  B. 
Knight,  Jr,  MD,  will  be  the  chief  execu- 
tive officer.  Dr  Knight  will  be  suc- 
ceeded as  medical  director  of  the  Scott 
& White  Clinic  by  Charles  Foulks,  MD. 

Houston  plastic  surgeon  Russell  W.H. 
Kridel,  MD,  will  assume  the  presidency 
of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery  in 
September. 

Dallas  pediatrician  Karine  R.  Lancaster, 
MD,  has  been  named  Physician  of  the 
Year  by  the  Dallas  Area  Infant  Immuniza- 
tion Coalition.  Dr  Lancaster  is  the  med- 
ical director  of  the  Dallas  County  Health 
and  Human  Services  Department. 

C.  David  Morehead,  MD,  has  been  re- 
elected president  of  the  Scott  & White 
Health  Plan  Board  of  Directors.  Dr 
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Morehead  is  a pediatrician  at  Scott  & 
White  and  professor  of  pediatrics  at  the 
Texas  A&M  University  Health  Science 
Center  College  of  Medicine. 

Randall  C.  Perkins,  DO,  of  Bedford,  is 
the  new  president-elect  of  the  Ameri- 
can Society  of  Bariatric  Physicians.  He 
will  take  office  in  the  fall  of  2001. 

Edward  Racht,  MD,  has  been  appointed 
chair  of  the  State  of  Texas  EMS  Advi- 
sory Council  by  Gov  George  W.  Bush. 
Dr  Racht  is  medical  director  of  the  City 
of  Austin  EMS,  Austin  Fire  Department, 
and  Travis  County  EMS. 

Nalin  H.Tolia,  MD,  of  Odessa,  received 
The  Heritage  of  Odessa  Foundation’s 
Community  Statesman  Award  in  the 
Health  and  Science  category.  Award 
winners  are  cited  for  their  significant 
contributions  to  the  quality  of  life  in 
Odessa  and  Ector  County.  Dr  Tolia  is  a 
member  of  the  TMA  Foundation  Board 
of  Directors. 

Charles  W.  Whitten,  MD,  has  been  ap- 
pointed to  the  M.T.  “Pepper”  Jenkins 
Professorship  in  Anesthesiology  at  The 
University  of  Southwestern  Medical 
Center  at  Dallas.  Dr  Whitten  is  a pro- 
fessor in  the  school’s  Department  of 
Anesthesiology  and  Pain  Management 
and  is  director  of  anesthesiology  and 
pain  management  at  Parkland  Health 
and  Hospital  System. 

Deaths 


Bernard  H.  Bloom,  MD,  90;  San  Antonio; 
Creighton  University  School  of  Medi- 
cine, 1933;  died  January  22,  2000. 

O.  Sherman  Carlson,  MD,  82;  Corpus 
Christi;  University  of  Pittsburgh  School 
of  Medicine,  1942;  died  January  4,  2000. 

Dermot  J.  Duncan,  MD,  70;  Houston; 
London  Hospital  Medical  College, 
1951;  died  January  20,  2000. 

Wadieh  N.  El-Mahmoudi,  MD,  77;  Victo- 
ria; Ain  Shams  Medical  School,  Cairo, 
1950;  died  January  13,  2000. 


Thelma  E.  Frank,  MD,  89;  Corpus  Christi; 
The  University  of  Texas  Medical  Branch  at 
Galveston,  1935;  died  January  2,  2000. 

Marvin  P.  Knight,  MD,  91;  Muenster;  Bay- 
lor College  of  Medicine-Dallas,  1932; 
died  January  23,  2000. 

RoyT.  Lombardo,  MD,  88;  Beaumont;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1941;  died  January  23,  2000. 

Joseph  C.  Magliolo,  MD,  89;  Dickinson; 
The  University  of  Texas  Medical  Branch  at 
Galveston,  1935;  died  February  4,  2000. 

John  I.  McHenry,  MD,  69;  LaGrange; 
Baylor  Gollege  of  Medicine,  1958;  died 
February  5,  2000. 

Robert T.  McRaney,  Jr,  MD,  56;  Texarkana, 
Ark;  University  of  Mississippi  School  of 
Medicine,  1968;  died  January  28,  2000. 

Arvel  R.  Ponton,  Jr,  MD,  80;  Alpine;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1943;  died  January  23, 
2000. 

Charles  H.  Roadman,  MD,  85;  San  Anto- 
nio; Northwestern  University  Medical 
School,  1940;  died  January  11,  2000. 


Paul  A.  Stent,  MD,  77;  Houston;  Baylor 
Gollege  of  Medicine,  1949;  died  Janu- 
ary 4,  2000. 

Fred  M.  Taylor,  MD,  80;  Sugar  Land; 
Stanford  University  School  of  Medi- 
cine, 1944;  died  December  29,  1999. 

John  W.  Tunnell,  MD,  85;  Taft;  Baylor 
Gollege  of  Medicine-  Dallas,  1942;  died 
December  14,  1999. 

George  S.  Tyner,  MD,  83;  Lubbock;  Uni- 
versity of  Nebraska  Gollege  of  Medi- 
cine, 1942;  died  November  30,  1999. 

Carl  J.  Walker,  MD,  84;  San  Antonio; 
University  of  Tennessee  Gollege  of  Med- 
icine, 1940;  died  December  11,  1999. 

Jack  E.  Walker,  MD,  82;  Amarillo;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1950;  died  De- 
cember 20,  1999. 


Former  TMA  executive 
Donald  M.  Anderson  dies 


Donald  M.  Anderson,  retired  assistant  executive  director  of  theTexas  Medical  Associ- 
ation, died  February  26.  He  was  78. 

A University  of  Texas  law  graduate,  Mr  Anderson  retired  from  TMA  in  1986.  Mr  An- 
derson servedTMA  with  distinction  for  29  years.  John  P.  Coughlin,  MD,  former  chair  of 
theTMA  Council  on  Socioeconomics,  said  Mr  Anderson  was  "a  gentle  soul  who  was  a 
tiger  for  our  profession."  Mr  Anderson  was  the  first  representative  of  a professional  or- 
ganization to  serve  as  president  of  theTexas  Society  of  Association  Executives. 

He  was  a World  War  II  veteran,  serving  in  the  Army  Air  Corps  as  a bombardier,  nav- 
igator, and  chief  gunnery  officer  on  35  B-17  missions  over  France  and  Germany.  He  was 
discharged  in  1945  after  attaining  the  rank  of  captain  and  receiving  the  Distinguished 
Flying  Cross  and  several  other  decorations.  He  flew  the  first  daylight  bombing  raid  over 
Berlin  and  the  morning  D-Day  bombing  run,  and  was  credited  with  shooting  down  two 
German  fighter  planes. 

He  is  survived  by  his  wife,  Olwyn  Anderson;  a son,  Duncan  D.  Anderson;  a daughter 
and  son-in-law,  Kara  Anderson  Berly  and  J.  Anderson  Berly  III;  three  grandchildren; 
and  a sister, Thelma  Gooding. 

At  the  family's  request,  memorial  contributions  may  be  made  to  theTMA  Library. 
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TMA  Winter  Conference 


Legislative  studies,  medicine’s  future,  medical  errors 
highlight  TMA  Winter  Conference  presentations 


Physicians  have  a unique  op- 
portunity to  participate  in  leg- 
islative studies  that  will  shape 
the  future  of  medicine  in  Texas 
and  influence  lawmakers  to 
pass  legislation  protecting  pa- 
tients and  improving  their  ac- 
cess to  care,  a top  state  health 
care  policymaker  told  participants  at  the 
Texas  Medical  Association  Winter  Confer- 
ence February  26  in  Austin. 


State  Sen  Jane  Nelson  (R-Flower 
Mound),  chair  of  the  Senate  Health 
Services  Committee,  was  among  sev- 
eral speakers  who  discussed  what  lies 
ahead  in  medicine  at  the  conference, 
entitled  “Medicine’s  Relevance  in  the 
21st  Century.”  Other  presentations  ad- 
dressed the  future  of  medicine,  medical 
errors,  the  relationship  between  TMA 
and  the  American  Medical  Association, 
and  what  TMA  is  doing  to  maintain  its 
relevance  to  members. 

Legislators  are  in  the  midst  of  a record 


number  of  health  care-related  studies  be- 
fore the  next  legislative  session  (see  “In- 
terim Overload,”  pp  36-41),  and 
physicians  must  let  lawmakers  know 
how  they  feel  about  the  issues  being 
studied.  Senator  Nelson  said.  Her  com- 
mittee is  examining  pharmaceutical, 
biotechnology,  and  genetics  research  in 
Texas;  changes  in  Medicaid  and  its  effec- 
tiveness in  managing  chronic  illnesses; 
state  policies  on  medical  privacy,  includ- 


ing the  availability  of  prescription  data; 
the  Children’s  Health  Insurance  Program; 
and  Texas’  health  care  workforce  needs. 
Besides  the  issues  the  Senate  Health  Ser- 
vices Committee  is  examining,  14  other 
special  or  standing  legislative  commit- 
tees are  conducting  nearly  30  interim 
studies  on  health-related  topics,  includ- 
ing disease  management,  workers’  com- 
pensation, rural  health  care,  and  border 
health  issues.  The  studies  could  lead  to 
new  laws  when  the  Texas  Legislature 
convenes  in  January  2001. 


“To  effect  change,  you  have  to  com- 
municate with  your  legislator,”  she 
said.  She  urged  participants  to  consult 
with  colleagues  in  their  hometowns 
and  meet  with  legislators  to  discuss  is- 
sues that  affect  their  patients,  their 
ability  to  practice  medicine,  and  the 
patient-physician  relationship. 

“If  you  want  to  keep  treating  people 
and  preserving  that  relationship  that  is 
so  important,  you  have  got  to  take 
time,”  she  said,  recommending  that 
physicians  not  wait  until  the  legislature 
is  in  session,  when  lawmakers  will  be 
dealing  with  thousands  of  bills. 

“Grab  10  other  doctors  in  your  area 
and  set  up  a meeting  with  your  legisla- 
tors now,  before  the  session.  Everybody 
else  out  there  is  screaming,  believe  me. 
When  I was  first  elected,  the  strongest 
lobbying  group  in  Austin  was  the  trial 
lawyers.  That  has  changed.  The  strongest 
lobbying  group  in  Austin  is  insurance; 
companies,”  she  said.  j 

“I  know  it’s  not  going  to  be  easy.  It  will  I 
be  more  time  out  of  your  lives,  but  it’s  thej 
greatest  thing  you  can  truly  do  to  protect; 
that  which  is  so  important  to  you  and  toj 
me,  and  that’s  preserving  what  you  set  I 
out  to  do  many  years  ago  when  you; 
started  out  in  this  profession,”  she  said.  [ 


Legislators  are  in  the  midst  of  a record  number  of  health 
care-related  studies  before  the  next  legislative  session. 
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An  increasingly  complex  health  care  system  and  the 
mountain  of  paperwork  it  generates  is  making  it  more 
difficult  to  keep  private  patient  information  out  of  the 
wrong  hands,  State  Sen  Jane  Nelson  said.  "Physi* 
cians  are  not  the  problem.  Physicians  want  and  need 
their  patients’  trust."  Patient  privacy  is  one  of  the  in- 
terim legislative  studies  her  Senate  Health  Services 
Committee  is  conducting.  "Medical  information 
should  be  as  sacred  as  a marriage  vow,"  she  said. 

Medicine’s  future 

Medicine  must  change  its  thinking  in 
the  21st  century  if  it  wants  to  remain 
relevant,  Jeffrey  C.  Bauer,  PhD,  health 
care  futurist  and  medical  economist, 
said  in  his  keynote  speech.  Physicians 
must  recognize  that  numerous  factors 
will  change  how  medicine  is  practiced. 
These  include  the  public’s  increased  use 
of  the  Internet  to  find  medical  informa- 
tion, the  changing  of  society  from  a 
white  European,  male-dominated  cul- 
ture to  a multicultural,  multiethnic  soci- 
ety, changes  in  health  insurance  from 
employer-controlled,  defined  benefits 
to  individual-controlled,  defined  contri- 
butions, and  a new  focus  on  ambula- 
tory and  pharmacological  care. 

Dr  Bauer  said  the  rise  of  alternative 
practices  and  increased  numbers  of 
nonscientific  healers  will  challenge 
physicians’  traditional  role  as  the  scien- 
tifically trained  authorities  on  medi- 
cine. He  said  a time  may  come  when 
“simply  having  an  MD  or  DO  after  your 
name  will  no  longer  in  the  21st  century 
be  enough  to  suggest  you  are  automat- 
ically the  leader  in  human  health.” 

He  laid  out  10  challenges  to  TMA  as 
keys  to  21st  century  relevance: 

1.  Rethinking  the  organization’s  as- 
sumptions, traditions,  and  structures. 


Hospitals  no  longer  will  be  the  center  of  the  health 
care  universe  in  the  21st  century,  said  futurist  and 
economist  Jeffrey  C.  Bauer,  PhD.  Physicians  must 
“think  of  all  the  new  and  different  places  In  which 
health  care  can  be  delivered,"  he  said,  and  "think  of 
the  home  as  probably  the  most  important  health  care 
site  of  the  future." 


Medical  errors  have  three  common  characteristics, 
Richard  Cook,  MD,  a physician  and  researcher  at  the 
University  of  Chicago  and  member  of  the  National  Pa- 
tient Safety  Foundation  board,  told  TMA  Winter  Con- 
ference attendees.  They  are  astonishing,  unique,  and 
preventable.  "Safety  is  dynamic,  not  static.  It  is  con- 
stantly being  renegotiated,”  he  said. 


2.  Embracing  the  ongoing  evolution  and 
diversification  of  medical  practice. 

3.  Developing  a coherent,  consistent, 
and  positive  vision  of  the  new  cul- 
ture of  medicine. 

4.  Placing  the  consumer  at  the  center 
of  the  health  care  universe. 

5.  Involving  nonmembers  in  inten- 
sive, meaningful  dialogue  about 
TMA’s  future. 

6.  Defining  ordered  priorities  for 
health  care  reform,  consistent  with 
clear  objectives. 

7.  Designing  uniform  policies  to  re- 
ward appropriate  performance. 

8.  Establishing  egalitarian  criteria  for 
competence  and  accountability. 

9.  Laying  the  foundation  for  medical 
necessity  and  evidence-based  prac- 
tice. 

10.  Aligning  TMA  with  the  exciting  fu- 
ture of  21st  century  health  care. 

“Never  before  have  there  been  more 
contradictions  and  more  challenges  but 
never  before  have  there  been  more  op- 
portunities,” Dr  Bauer  said. 

Medical  errors 

Highly  publicized  patient  deaths  or 
surgical  accidents,  and  a recent  Insti- 
tute of  Medicine  report  have  drawn  a 
lot  of  attention  to  the  issue  of  medical 


errors,  said  Richard  Cook,  MD,  a mem- 
ber of  the  National  Patient  Safety 
Foundation  board  and  executive  com- 
mittee, but  the  real  challenge  is  deter- 
mining why  there  are  so  few  errors, 
not  why  there  are  so  many.  “We’re  do- 
ing safety  all  the  time,”  said  Dr  Cook, 
an  assistant  professor  in  the  Depart- 
ment of  Anesthesiology  and  Critical 
Care  and  director  of  the  Cognitive 
Technologies  Laboratory  at  the  Univer- 
sity of  Chicago. 

Most  medical  errors  can  be  traced  to 
complex  systems  that  fail  because  of  a 
combination  of  multiple  small  failures, 
each  one  insufficient  to  cause  an  acci- 
dent, he  said. 

Productive  discussions  of  safety 
avoid  confusing  failure  with  error,  and 
the  dominant  characteristic  of  reactions 
to  failure  is  “hindsight  bias,”  he  said. 
“This  psychological  process  shapes  the 
search  for  data,  construction  of  stories, 
generation  of  explanations,  and  the  at- 
tribution of  cause.  There  are  many  pos- 
sible indications  of  failure.  In  hindsight, 
the  pathway  to  the  outcome  seems  to 
have  been  obvious.” 

Progress  on  safety  begins  with  under- 
standing technical  work,  and  that  be- 
gins by  learning  what  makes  problems 
difficult,  he  said.  “Latent  failures  appear 
innocuous  before  the  accident,”  he  said. 
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CONNECT  TO  TMA 


TMA  switchboard 

(800)  880-1300 
Impaired  Physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TexMed  2000 

texmed2000@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 


Defining  relevance 

In  his  remarks  opening  the  conference, 
TMA  President  Alan  C.  Baum,  MD,  of 
Houston,  cited  examples  of  actions 
TMA  and  its  physician  leaders  have 
taken  to  keep  the  association  relevant 
and  responsive  to  its  members’  needs. 

They  include  meetings  that  he  and 
TMA  President-elect  Jim  Rohack,  MD, 
of  Temple,  have  had  with  Texas  med- 
ical school  officials  in  an  effort  to  in- 
crease TMA  membership  at  the  schools 
by  demonstrating  the  value  of  mem- 
bership to  academic  physicians.  “We’re 
working  on  a pilot  project  involving  the 
schools’  practice  plans.  They’re  experi- 
encing the  same  problems  that  we  in 
the  private  sector  see  every  day:  slow 
pay,  low  pay,  and  no  pay.  We’re  using 
TMA’s  payment  advocacy  expertise  to 
help  them  attack  this  problem.  That’s 
relevance.  That  matters,”  he  said. 

Dr  Baum  said  TMA  also  is  working 
with  the  Texas  Department  of  Insurance 
to  define  a “clean  claim”  under  a new 
state  law  that  takes  effect  July  1.  It  re- 
quires insurers  to  pay  clean  claims  within 
45  days  or  pay  a $l,000-a-day  fine. 

“We’re  very  close  to  spelling  out  ex- 
actly what  information  needs  to  be  in- 
cluded for  a claim  to  be  considered 
‘clean.’  Once  we’ve  defined  a certified 
clean  claim,  then  every  physician  will 
know  exactly  what’s  expected,  and 
each  office  can  set  up  a billing  system 
that  works.  That’s  relevance.  That  mat- 
ters,” he  said. 

“And  what  about  the  hours  that  we 
spend  in  credentialing  matters?  All  those 
forms  we  must  complete  every  time  we 
apply  for  reappointment  to  a hospital  or  a 
managed  care  plan?  Your  leadership  and 


Texas  has  contributed  numerous  leaders  who  have 
helped  make  the  American  Medical  Association  suc- 
cessful, said  Yank  Coble,  MD,  secretary-treasurer  of 
the  AMA  Board  of  Trustees.  Physicians  must  preserve 
their  enthusiasm  for  organized  medicine's  past  suc- 
cesses and  remain  optimistic  for  the  future  “because 
we  know  we  are  going  to  continue  to  work  hard  to  do 
the  right  things  for  the  right  reasons,"  he  said. 

TMA  staff,  at  the  direction  of  your  House 
of  Delegates,  have  joined  with  the  Dallas- 
Fort  Worth  Business  Group  on  Health, 
Bexar  County  Medical  Society,  and  Texas 
Medical  Foundation  to  build  a uniform 
credentialing  form.  One  form  to  fill  out 
for  any  credentialing  matter.  That’s  rele- 
vance. That  matters,”  he  said.  Aetna  US 
Healthcare  has  informed  TMA  it  will  be- 
gin using  the  document  in  its  operations 
on  May  15. 

“Thanks  to  your  leadership,  we’re 
identifying  the  problems  that  come  — 
every  day  — between  us  and  our  pa- 
tients. Thanks  to  your  leadership,  we’re 
crafting  innovative  solutions  to  those 
problems,”  Dr  Baum  said.  ★ 


TMA  President  Alan  C.  Baum,  MD,  left,  accepts  a 
check  from  Mark  Kubala,  MD,  president  of  the  TMA 
Foundation  Board  of  Trustees  and  past  TMA  presi- 
dent, for  the  Project  WATCH  program.  A collaborative 
effort  of  TMA  and  TMA  Alliance,  and  funded  by  the 
TMA  Foundation,  Project  WATCH  focuses  on  the  five 
leading  preventable  risk  factors  for  heart  disease  and 
stroke:  Weight,  Activity,  Tobacco,  Cholesterol,  and 
High  blood  pressure.  By  educating  Texas  physicians 
and  the  public.  Project  WATCH  will  work  to  decrease 
the  number  of  lives  heart  disease  and  stroke  (brain  at- 
tack) claim  in  Texas.  “The  goal  is  for  us  to  work  to-  | 
gether  with  our  patients  to  combat  the  nation’s  No.  1 
and  No.  3 killers,"  Dr  Baum  said. 
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TexMed  2000 


TexMed  2000  features  education, 
specialty,  scientific  programs 


Five  general  appeal  educational 
tracks  ranging  from  pediatrics  to 
geriatrics,  200  hours  of  free  con- 
tinuing medical  education  (CME), 
and  more  than  28  specialty  and 
scientific  programs  and  sjmiposia  will  be 
featured  at  TexMed  2000  May  25-28  in 
San  Antonio. 

TMA’s  annual  meeting  also  will  in- 
clude numerous  recreational  and  fam- 
ily-oriented activities,  such  as  TMA 
Day  at  Sea  World  on  Saturday,  May  27, 
and  a special  family  cookout.  Afford- 
able day  care  will  be  available  while 
physicians  attend  House  of  Delegates 
or  CME  meetings. 

The  five  general  appeal  educational 
tracks  are: 

1.  The  Clinical  Practice  of  Medicine: 
Geriatrics 

The  very  old  represent  a growing 
segment  of  the  population  whose 
needs  are  often  very  different  from 
the  younger  elderly.  This  presenta- 
tion will  discuss  caring  for  the  very 
old  and  their  health  maintenance 
needs  using  evidence-based  medi- 
cine in  designing  care  plans.  Stanley 
Marcus,  chair  emeritus  of  Neiman- 
Marcus,  will  present  a patient’s  per- 
spective on  health  care  needs. 

2.  Medical  Economics 

Texas’  new  physician  negotiation 
law,  along  with  a working  descrip- 
tion of  TMA  Physician  Representa- 
tion Services  for  joint  negotiations 
with  health  plans,  will  be  dis- 
cussed. Participants  will  learn 
about  Medicare  Program  Integrity 
efforts,  including  random  audit  re- 
sults, and  physician  accountability. 
A general  Medicare  update  also  will 


be  presented.  Participants  will  learn 
to  identify  ethical  issues  affecting 
care  for  patients  in  managed  care 
plans  and  how  to  deal  with  ethical 
dilemmas  in  managed  care  settings. 

3.  Altemative/Complementary 
Practices:  Pediatrics 

There  are  potential  benefits  and/or 
adverse  consequences  of  alternative 
and  complementary  health  care  in- 
terventions in  the  medical  manage- 
ment of  pediatric  patients.  This 
discussion  will  cover  these  conse- 
quences and  will  include  govern- 
ment-led approaches  to  evaluating 
benefits  from  interventions  in  life- 
threatening  circumstances.  In  addi- 
tion, the  positive,  negative,  or 
neutral  effects  of  herbal  prepara- 
tions/acupuncture in  the  care  of  chil- 
dren, and  federal  initiatives  directed 
toward  development  of  pediatric 
therapeutic  agents  will  be  discussed. 

4.  Ethics:  Breaking  Bad  News 
Communication  skills  are  a must  for 
physicians,  especially  when  giving 
distressing  medical  information  to 
patients.  This  track  will  describe  a 
six-step  strategy  for  breaking  bad 
news  and  will  show  how  to  use  em- 
pathetic  statements  to  respond  to  pa- 
tients’ emotional  reactions.  Exploring 
emotional  concerns  with  patients 
may  reduce  anxiety  and  depression, 
and  using  these  enhanced  communi- 
cation skills  will  help  physicians  help 
their  patients  in  stressful  situations. 

5.  Technology  in  Medicine 

This  track,  sponsored  by  Intel  Cor- 
poration, will  provide  an  update  on 
the  ever-changing  dynamics  of  the 
physician-patient  relationship  in  the 
high-tech  age.  There  will  be  presen- 


tations from  experts  on  the  Internet 
and  technology,  and  from  con- 
sumers and  professionals  who  are 
using  the  Internet  to  manage 
chronic  diseases.  Tom  Ferguson, 
MD,  recently  honored  by  Intel  as  one 
of  four  pioneering  “online  health  he- 
roes” and  the  author  of  Health  On- 
line: How  to  Find  Health  Information, 
Support  Groups  and  Self-Help  Com- 
munities in  Cyberspace,  will  serve  as 
the  moderator.  In  addition,  partici- 
pants will  see  firsthand  the  latest 
technological  gadgets  and  gizmos  at 
a “high-tech  toy  time.” 

For  more  information,  e-mail 
texmed2000@texmed.org  or  call  (800) 
880-1300,  ext  1452,  or  (512)  370-1452. 
For  complete  information  and  to  regis- 
ter, visit  the  TexMed  2000  Web  site  at 
virtual.texmed.org.  ★ 


POEP  symposium  to  help 
primary  care  physicians 


TexMed  2000  attendees  will  have 
a chance  to  learn  important  and 
timely  cancer  information  from 
Texas’  cancer  experts  while  earn- 
ing continuing  medical  education 
credit  in  ethics.  “Cancer;  What  Primary 
Care  Physicians  Need  to  Know,”  a S3mi- 
posium  sponsored  by  TMA’s  Committee 
on  Cancer  and  the  Physician  Oncology 
Education  Program  (POEP),  will  be 
held  from  8:30  am  to  5:15  pm  Saturday, 
May  27,  at  the  Henry  B.  Gonzalez  Con- 
vention Center  in  San  Antonio. 

Symposium  topics  include  preven- 
tion, early  detection,  and  primary 
therapy  of  skin  cancer,  an  update  on 
breast  cancer  and  ovarian  cancer  in 
high-risk  patients,  nutrition  and  can- 
cer therapy,  cancer  of  the  head  and 
neck,  early  detection  of  hematologic 
malignancies,  prostate  cancer  screen- 
ing, and  genetic  evaluation  for  cancer. 

To  register  or  for  more  information, 
call  POEP  at  (800)  880-1300,  ext  1672, 
or  (512)  370-1672;  or  e-mail  poep@ 
texmed.org.  ★ 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline; 


By  Laura  J.  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that  feature  health 
and  medical  information  your  patients  may  read  and  ask  you  about.  Send  your  sugges- 
tions and  comments  to  Laura  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin, TX  78701; 
ore-maillaura_a@texmed.org. 

“ALZHEIMER'S:  UNLOCKINGTHE  MYSTERY."  Recent  discoveries  are  bringing  scien- 
tists closer  to  a cure  for  Alzheimer’s  disease.  More  than  4 million  Americans  suffer 
from  the  disease.  Newsweek,  1/31/00 

“AREYOUTAKINGTOO  MUCH  MEDICINE?"  A standard  dose  of  medicine  may  not  be 
best  for  you.  A self-assessment  chart  helps  readers  determine  if  they  are  sensitive  to 
their  medications.  Patients  are  warned  to  talk  to  their  doctors  before  changing  their 
dosages.  Consumer  Reports,  3/00 

“MOUSE  CALLS:  SHOULD  YOU  USE  A DOCTOR.COM?"  Online  docs.  Cyber  docs. 
They  are  everywhere  on  the  Internet.  Readers  are  reminded  that  "the  person  on  the 
other  end  could  be  a board-certified  doctor  or  some  hack  working  out  of  a cold-water 
flat.”  Glamour,  3/00 

“CREATURE  COMFORTS.”  They  alert  us  to  signs  of  cancer  and  oncoming  seizures. 
And  they  wag  their  tails.  Research  shows  animals  can  make  a difference  in  our  health 
and  well-being.  New  Age,  3-4/00 

"WHY  I’D  RISK  MY  LIFETO  DO  ABORTIONS."  Even  though  they  face  death  threats, 
young  physicians  say  they  will  continue  to  perform  abortions.  Glamour,  3/00 

“HOWTO  SURVIVE  ATRIPTOTHE  ER.”The  annual  cost  for  emergency  room  trips  for 
children  in  the  United  States  is  $4  billion.  Falls  lead  the  list  of  reasons  parents  take 
their  children  to  the  emergency  room,  followed  by  traffic  injuries,  bike  accidents,  and 
dog  bites.  Parents  learn  what  they  can  do  for  their  children  before  going  to  the  emer- 
gency department.  Parents,  3/00 

“3  DENTIST  CHAIR  SCARES.’’These  are  things  your  dentist  shouldn’t  do:  put  you  un- 
der anesthesia  without  support,  perform  plastic  surgery,  and  resurface  your  skin  with  a 
laser.  Glamour,  3/00 

“THE  MYSTERIOUS  ILLNESSES  GYNECOLOGISTS  MISS."  Women  are  provided  a 
self-check  for  the  early  diagnosis  of  polycystic  ovary  syndrome.  Woman's  Day,  3/00 


Project  WATCH  links  inform 
physicians  and  patients 


It  can  be  as  easy  as  a click  to  learn 
more  about  a beat.  TMA  linked  a 
world  of  information  on  heart  dis- 
ease and  stroke  to  Texans  when  Pro- 
ject WATCH  went  public  at  the  TMA 
Winter  Conference  in  February. 

Project  WATCH,  a collaborative  effort 
of  TMA  and  TMA  Alliance  and  funded  by 
the  TMA  Foundation,  focuses  on  the  five 
leading  preventable  risk  factors  for  heart 
disease  and  stroke:  Weight,  Activity,  To- 
bacco, Cholesterol,  and  High  blood  pres- 
sure. By  educating  Texas  physicians  and 
the  public.  Project  WATCH  will  work  to 
decrease  the  number  of  lives  heart  dis- 
ease and  stroke  (brain  attack)  claim  in 
the  Lone  Star  State. 

Exploring  TMA’s  Project  WATCH 
Web  site  opens  a wealth  of  information 
to  both  physicians  and  their  patients. 
The  site  allows  physicians  to  share  with 
computer-sawy  patients  the  latest  in- 
formation on  heart  disease  and  stroke. 
It’s  a good  idea  for  physicians  to  be- 
come familiar  with  the  site  and  links  so 
they  can  be  prepared  to  respond  to  in- 
quiries from  patients. 

The  Project  WATCH  site  can  be 
reached  by  logging  on  to  the  TMA  Web 
site  at  www.texmed.org  and  clicking  on 
the  WATCH  logo.  From  this  main  page, 
patients  can  use  a free  interactive  risk 
analyzer  to  determine  their  risks  for 
heart  disease  and  stroke.  The  devasta- 
tion caused  by  heart  disease  and 
stroke,  the  Nos.  1 and  3 killers  in  Texas 
and  the  nation,  is  revealed  on  the  Pro- 
ject WATCH  Fact  Page. 

After  viewing  the  TMA  information, 
patients  can  link  to  other  sites  of  inter- 
est, including  the  Texas  Heart  Institute 
at  St  Luke’s  Hospital  in  Houston,  the? 
Heart  Information  Network,  Americanj 
Stroke  Association,  and  American^ 
Heart  Association.  j 

The  Texas  Heart  Institute  site  at, 
www.tmc.edu/thi  features  an  anatomyji 
of  the  heart,  a glossary  of  cardiovascu- 
lar terms,  and  a heart  healthiness  eval- 
uation. Patients  also  will  find  the  latest 
information  on  research  and  education.'- 
Founded  by  a heart  patient  and  a 
physician,  the  Heart  Information  Net-.; 
work  site  at  www.heartinfo.org  offers  a 
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nutrition  guide,  patients’  stories,  and 
top  news  stories  about  heart  disease 
and  stroke. 

Web  sites  of  the  American  Heart  As- 
sociation (www.americanheart.org) 
and  American  Stroke  Association 
(www.strokeassociation.org),  a divi- 
sion of  the  American  Heart  Associa- 
tion, provide  information  on  family 
health  (nutrition  and  exercise),  refer- 
ence guides,  warning  signs,  and  a cho- 
lesterol information  site.  ★ 


TMA  Foundation  thanks 
new  major  donors 


William  B.  Shelton,  MD,  and  his 
wife,  Emily  Shelton,  have 
achieved  major  donor  status 
with  the  Texas  Medical  Asso- 
ciation Foundation  (TMAF). 
Dr  Shelton  is  a radiation  oncologist 
and  a director  of  the  Arthur  Temple  Sr  Re- 
gional Cancer  Center  in  Lufkin.  Mrs  Shel- 
ton is  vice  president  of  TMAF  and  is  a past 
president  of  the  TMA  Alliance,  Angelina 
County  Medical  Society  Alliance,  and  the 
Southern  Medical  Association  Auxiliary. 

“Physicians  care  deeply  about  the 
health  of  their  patients  — always  want- 
ing the  highest  quality  of  life  possible,” 
Mrs  Shelton  said.  “TMAF  offers  the 
unique  opportunity  to  touch  the  lives 
of  Texans  all  across  the  state  by  fund- 
ing initiatives  that  will  impact  the 
health  of  Texans  for  years  to  come.” 

TMAF  has  begun  a major  gifts  effort  to 
support  its  involvement  in  Texas  medicine 
initiatives.  The  first  of  TMAF’s  major 
donors  will  be  recognized  as  charter 
donors  and  listed  on  the  new  major-donor 
wall  to  be  installed  in  the  TMA  building  in 
Austin  in  2001.  Almost  20  physicians  and 
their  spouses  have  become  major  gift 
donors  to  the  foundation  through  cumu- 
lative cash  donations  of  $10,000  or  more. 
The  deadline  for  becoming  a charter  ma- 
jor gift  donor  is  December  31,  2000.  Ma- 
jor gift  donors  after  that  date  will  be 
recognized  on  a second  wall  to  be  in- 
stalled and  updated  on  an  ongoing  basis. 

If  you  would  like  to  discuss  a major 
gift  to  TMAF,  call  Claire  Verrette,  man- 
ager of  major  gifts,  at  (800)  880-1300, 
ext  1665,  or  (512)  370-1665;  or  e-mail 
claire_v@texmed.org.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Arthritis  patients’  function  can  be  improved,  their  pain  can  be  reduced,  and  the  need  for 
surgery  can  be  delayed  or  prevented  through  exercise  and  physical  therapy,  according 
to  research  at  Brooke  Army  Medical  Center  in  San  Antonio.  Annals  of  Internal  Medicine, 
2/1/00 

Another  exercise-related  study  at  the  University  of  Maryland  — involving  121  obese 
sedentary  men  — shows  that  significant  reductions  in  blood  pressure  last  for  up  to  16 
hours  after  hypertensive  patients  exercise  for  45  minutes.  American  Journal  of  Hyper- 
tension, 1/00 

Obesity  increases  women’s  risk  of  depression  by  37%,  but  decreases  men’s  risk  by  the 
same  amount,  say  Columbia  College  of  Physicians  and  Surgeons  researchers.  American 
Journal  of  Public  Health,  2/00 

A Harvard  School  of  Public  Health  study  shows  that  women  who  snore  regularly  are 
doubly  at  risk  of  cardiovascular  disease  compared  with  women  who  don’t  snore.  Journal 
of  the  American  College  of  Cardiology,  2/00 

Premature  infants  who  weigh  less  than  2 pounds  have  significant  learning  disabilities 
that  last  into  their  teen  years,  according  to  a study  of  babies  born  in  Ontario,  Canada, 
between  1977  and  1982.  Pediatrics,  2/00 

Tall  people  have  a greater  risk  of  dying  from  hematopoietic,  colorectal,  and  prostate 
cancers,  say  British  researchers  who  followed  more  than  15,000  men  and  women  for  20 
years.  Journal  of  Epidemiology  and  Community  Health,  2/00 

Chinese  scientists  say  cognitive  function,  noncognitive  psychiatric  symptoms,  and  be- 
havior in  Alzheimer’s  patients  are  improved  with  the  use  of  cerebrolysin,  a peptide 
preparation  derived  from  pigs.  Clinical  Drug  Investigations,  1/00 

Strokes  in  hypertensive  patients  treated  with  drugs  may  be  caused  by  inadequate  con- 
trol of  their  blood  pressure,  say  researchers  in  the  Netherlands.Their  study  showed  that 
27%  of  460  ischemic  strokes  and  57%  of  95  hemorrhagic  strokes  were  caused  by  uncon- 
trolled blood  pressure.  Stroke,  2/00 

Carica  papaya  seeds  may  play  a role  in  the  development  of  a male  contraceptive,  Indian 
scientists  report.  Six  male  rabbits  given  50  mg  a day  of  the  seeds’  extract  for  150  days 
developed  azoospermia. The  condition  disappeared  when  the  treatment  was  discontin- 
ued. Advances  in  Contraception,  2/00 
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April's  "MedBytes”  covers  Web  sites  on  the  serious  public  health 
problem  of  antibiotic  resistance. 

Centers  for  Disease  Control  and  Prevention 

The  Centers  for  Disease  Control  and  Prevention,  the  primary 
source  of  information  about  infectious  diseases  caused  by  resist- 
ant bacteria,  has  useful  information  for  physicians  and  the  public 
on  the  use  and  misuse  of  antibiotics. 

• Go  to  www.cdc.gov/ncidod/EID/vol5no6/doern.htm  for  de- 
tails about  antimicrobial  resistant  strains  of  Streptococcus 
pneumoniae,  how  this  occurred,  and  what's  being  done  about  it. 

• Visit  www.cdc.gov/ncidod/ar/  to  find  patient  information  on 
judicious  use  of  antibiotics,  tools  for  health  care  providers  on 
judicious  use  of  antibiotics,  hospital  issues,  and  other  items, 
including  links  to  outside  sites. 

• Visit  www.cdc.gov/ncidod/dbmd/antibioticresistance/ 
educatio.htm  to  order  materials  to  educate  patients  on  the 
misuse  of  antibiotics.  Choices  include  posters,  brochures,  and 
summaries  on  otitis  media,  bronchitis,  pharyngitis,  and  sinusitis. 

• Go  to  www.cdc.gov/ncidod/hip/surveill/nnis.htm  for  a 
downloadable  PDF  file  that  gives  statistics  on  illnesses  that 
have  become  resistant  to  antibiotics. 

Texas  Department  of  Health 

Be  sure  to  visit  theTexas  Department  of  Health  Disease  Prevention 
News  site  at  www.tdh.state.tx.us/phpep/dpn/dpnhome.htm. 
Issues  that  give  the  most  up-to-date  information  on  the  problem  of 
antibiotic  resistance  are  January  31,  2000;  January  17,  2000;  De- 
cember 6, 1999;  November  8,  1999;  and  September  13,  1999. 


Alliance  for  the  Prudent  Use  of  Antibiotics 
(APUA) 

The  APUA  site,  www.healthsci.tufts.edu/apua/apua.html, 

features  consumer  and  practitioner  information  as  well  as  re- 
search, surveillance,  and  news  sections.  The  site  gives  informa- 
tion about  what  is  being  done  to  curb  antibiotic  resistance  and 
lists  actions  health  care  professionals  can  take  to  help  limit  an- 
tibiotic resistance.  It  includes  links  to  educational  materials  such 
as  pamphlets  for  patients,  newsletters,  videos,  and  fact  sheets. 

Scientific  American 

The  magazine  has  a site,  located  at  www.sciam.com/1998/ 
0398issue/0398levy.html,  devoted  to  antibiotic  resistance.  Some 
subtopics  include  how  antibiotics  promote  resistance,  how  the  re- 
sistant strains  spread  to  others,  and  how  to  reverse  resistance.  Also 
included  are  links  to  illustrations  of  antibiotic-resistant  bacteria,  how 
bacteria  pick  up  resistant  genes,  and  a pharmaceutical  strategy. 

TMA’s  Web  Site 

TMA's  recently  redesigned  site,  located  at  www.texmed.org,  provides 
accurate,  easy-to-understand  information  about  antibiotic  resistance 
for  physicians  and  patients.  “HealthLine Texas,” TMA's  radio  news- 
feed,  recently  aired  a story  on  antibiotic  resistance  that  can  be  found 
at  www.texmed.org/has/pin/ghh/aua1.asp.  Additionally,  an  arti- 
cle that  explains  antibiotic  resistance  in  terms  your  patients  will  un- 
derstand is  at  www.texmed.org/has/pin/chh/awn.asp. 


MedBytes  is  a quick  iook  at  new,  or  newiy  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  coiumn  also  highiights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cooi  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  coiumn  is  not  to  be  considered  an  endorsement  or  approvai  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


28 


Texas  Medicine  Rounds 


www.texmed.orc 


Fraud  and  abuse  probe 
affecting  patient  care 


Federal  efforts  to  curb  Medicare 
fraud  and  abuse  are  causing 
many  physicians  to  restrict  their 
patients’  access  to  care  rather 
than  risk  running  afoul  of  the 
government  over  honest  billing  errors, 
a new  survey  indicates. 

According  to  a survey  released  in 
February  by  the  Association  of  Physi- 
cians and  Surgeons,  82%  of  331  physi- 
cians reported  increased  fear  of 
prosecution  or  investigation  in  the  past 
3 years.  Nearly  three  of  four  physicians 
say  they  have  made  changes  to  avoid 
problems  with  the  federal  government, 
including  restricting  services. 

“This  study  is  concrete  documenta- 
tion of  the  atmosphere  of  fear  in  which 
doctors  practice  today,”  Jane  M.  Orient, 
MD,  executive  director  of  the  associa- 
tion, told  Reuters  Health.  “Money  is  not 
the  issue  — it’s  the  government  in  the 
examining  room.  More  doctors  would 
rather  treat  uninsured  patients,  possi- 
bly for  free,  than  risk  being  prosecuted 
as  a ‘Medicare  cheat.’” 

The  physicians  in  the  survey  said 
their  increasing  fear  of  prosecution  or 
government  retaliation  is  negatively 
impacting  patients’  access.  Among  the 
survey  findings  are: 

• One  in  four  refuse  to  treat  new 
Medicare  patients. 

• More  than  a third  have  trouble  find- 
ing referring  physicians  for  their 
Medicare  patients. 

• Sixty-six  percent  said  that  they  plan 
to  retire  from  patient  care  earlier 
than  they  would  have  5 years  ago. 
The  main  reasons  for  early  retire- 
ment include  increased  government 
interference  and  increased  hassles 
with  Medicare.  ★ 


Clueless  about 
finding  Oiie  hour 

of  ethics  CNE? 

It's  no  mystery  - contact  TMA  Library! 

To  order  a copy  ofTMA  Library ’s  Medical  Ethics 
and  Professionalism  module,  call  (800)  880-1300, 
ext.  1 542,  or  (5 1 2)  370- 1 542,  or  fax  (5 1 2)  370- 1 634, 
or  e-mail:  tma_library@texmed.org,  or  visit  TMA’s 
Web  site  at  wwv/.  texmed.org  for  an  online  version. 
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Alternatives! 


Cunningham 


“Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Tel  800.880.1300 


Texas  Medicine  Rounds 


Medical  Economics 


Incubating  the  nest  egg 
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Ah,  springtime.  The  birds  are 
singing.  The  flowers  are  bloom- 
ing. The  Internal  Revenue  Service 
(IRS)  is  knocking  at  your  door. 

Keeping  up  with  the  financial 
burdens  of  your  practice  is  tough 
1 enough,  but  adding  personal  fi- 
nance planning  to  the  mix  can  make  you 
feel  — don’t  groan  — overtaxed.  Even 
though  this  year’s  IRS  deadline  is  just 
days  away,  experts  say  it’s  never  too  soon 
to  start  preparing  for  next  year  — and  the 
rest  of  your  life.  > >► 


By  Johanna  Franke,  Associate  editor 


Tax  tips 

If  you  haven’t  thought  about  filing  your 
'*1999  income  tax  return  yet,  run,  don’t 
walk,  to  your  nearest  accountant  and 
ask  for  an  extension. 

“At  this  stage  of  the  game,  tax  pre- 
parers are  up  to  their  eyeballs,  but  a 
preparer  will  still  respond  by  helping 
physicians  file  a Form  4868  to  give 
them  an  extension  until  August  15, 
2000,”  said  David  Hunt,  practice  man- 
agement consultant  and  owner  of  Doc- 
tors Management  Services  in  Waco. 

This  extension  applies  only  to  the  fil- 
ing of  the  form  — not  payment  of  a bal- 
ance due,  Mr  Hunt  says.  “What  this  does 
is  give  you  time  to  pull  together  the  pa- 
perwork properly.  If  you  believe  you’re 
going  to  owe  on  your  return,  you  need 

■ to  get  that  paid  at  the  time  the  extension 
is  filed  on  April  17.  If  you  pay  too  much, 
you’ll  receive  a refund  and,  if,  in  spite  of 
I your  best  efforts,  you  didn’t  pay  enough, 
jyou’ll  have  to  pay  whatever  balance  is 
due  in  August,  as  well  as  a penalty  for 
missing  the  April  17  deadline.” 

I And  how  will  you  pay  this  balance 
:and  penalty?  Try  your  plastic. 

The  IRS  now  accepts  payment  of 
I taxes  by  credit  cards,  though  Mr  Hunt 
: doesn’t  advise  this.  “Most  likely,  your 
[credit  card  interest  rate  is  going  to  be 
’higher  than  the  IRS’s,”  he  said.  “So  if 
iyou  intend  to  pay  your  balance  out 
I over  a long  period  of  time,  you  really 
i should  go  with  the  IRS’s  Installment 
.Agreement  Request.” 

You  can  arrange  your  installments 
by  filing  Form  9465  and  paying  a $43 

■ user  fee  as  well  as  interest  and  penalty 
charges  on  unpaid  balances. 

To  minimize  your  balance  due,  the 
[November  8,  1999,  issue  of  Medical 
^Economics  offers  these  reminders: 

' • Count  all  your  dependents.  You  know 
you  can  claim  a personal  exemption 
, — $2,750  for  1999  — for  each  de- 

; pendent  child  along  with  one  each 
‘ for  you  and  your  spouse.  But  you 
can  get  another  $2,750  exemption  if 
you  provide  more  than  half  the  sup- 
port of  a parent  or  someone  else 
who  qualifies  as  a relative  and 
whose  gross  income  for  tax  pur- 
i poses  is  less  than  $2,750. 

’ • Look  to  your  home.  Certainly  you 
can  deduct  your  home  mortgage  in- 


terest, hut  you  also  can  deduct 
points  the  lender  charged  up  front 
for  a mortgage  to  help  you  buy  your 
main  home. 

• Deduct  miscellaneous  expenses.  To  ef- 
fectively deduct  for  miscellaneous 
expenses,  they  must  be  more  than 
2%  of  your  adjusted  gross  income.  If 
you  need  a push  to  get  over  that 
barrier  for  next  year,  consider  pay- 
ing your  2001  expenses  for  personal 
tax  assistance  and  subscriptions  to 
investment  publications  and  med- 
ical journals  this  year.  If  you  use  a 
home  computer  to  help  with  invest- 
ments or  taxes,  you  can  depreciate 
part  of  its  cost. 

• Study  your  portfolio.  Though  it’s  a fi- 
nancial no-no,  letting  taxes  influ- 
ence your  investment  decisions  may 
not  be  a bad  thing.  Check  your  port- 
folio for  stocks  you  can  sell  to  offset 
gains  or  losses  you  have  taken  al- 
ready. You  may  do  better  using 
losses  to  offset  ordinary  income  in- 
stead of  capital  gains. 

Another  way  to  make  sure  the  IRS 
receives  less  is  to  give  more,  and  the 
gift  that  keeps  on  giving  is  appreciated 
stock,  Mr  Hunt  says. 

Say  you  bought  stock  a couple  of 
years  ago  for  $5,000,  and  it  has  appre- 
ciated to  $15,000.  You  haven’t  paid 
taxes  yet  on  that  increase  in  value.  “If 
you  transfer  that  $15,000  over  to  your 
church’s  brokerage  account,  you  get  to 
deduct  $15,000  — not  just  the  $5,000 
cost  basis  that  you  paid  for  the  stock,” 
Mr  Hunt  said.  But  if  you  sell  the  stock 
for  $15,000  and  give  the  money  to  the 
church,  you  would  get  to  deduct  that 


$15,000,  hut  you  also  would  have  to 
pay  capital  gains  tax  on  the  $10,000 
you  earned,  Mr  Hunt  cautions. 

The  qualified  appreciated  stock  tax 
provision  that  allows  this  was  sched- 
uled to  expire  on  July  1,  1998,  but  an 
amendment  to  the  Tax  Relief  Extension 
Act  of  1998  extended  it  permanently. 
Trying  to  apply  this  tax  provision  to 
gifts  other  than  stock  won’t  work,  Mr 
Hunt  says.  “If  you  give  a van  to  the 
church,  and  even  if  it  somehow  appre- 
ciates in  value,  what  you  would  write 
off  would  be  just  the  cost  of  the  van.” 
Usually  automobiles  go  down  in  value, 
and,  in  that  case,  your  deduction 
would  not  be  the  cost  basis  but  rather 
the  fair  market  value  of  the  vehicle  at 
the  time  you  donated  it,  Mr  Hunt  adds. 

5ome  physicians  have  taken  charita- 
ble deductions  a bit  too  far.  One  physi- 
cian group  wanted  Mr  Hunt  to  write  off 
the  group’s  copier  because  the  doctors 
had  given  it  to  a church  office.  Mr  Hunt 
explained  to  the  physicians  that  they  al- 
ready had  deducted  the  copier  as  a busi- 
ness expense  when  they  purchased  it. 

Nice  try,  though. 

Covering  your  assets 

The  key  to  financial  planning  is  asset 
allocation  and  protection,  says  Dale 
Cooper,  a certified  public  accountant  at 
Cooper  Graci  & Company  in  Austin 

Lately,  physicians  have  been  using 
family  limited  partnerships  to  protect 
their  assets  as  well  as  transfer  wealth 
to  their  children  while  still  controlling 
the  assets. 

For  example,  say  you  own  real  es- 
tate and  you  decide  to  give  your  chil- 
dren some  part  of  it  each  year.  If  you 


TMA  Advantage 
Financial  plannin 


Financial  planning  for  the  21st  century 


While  you’re  celebrating  Memorial  Day  Weekend  atTexMed  2000  in  San  Antonio  next 
month,  attend  the  investment  seminar  “21st  Century  Financial  Strategies  for  Physi- 
cians,” from  2 to  3:30  pm  on  Friday,  May  26. 

Experts  from  Mercer  Global  Advisors  will  teach  you  the  keys  to  building  wealth,  re- 
ducing taxes,  retiring  well,  and  crafting  an  effective  estate  plan.  You  also  will  learn  the 
four  biggest  mistakes  investors  make  and  howto  avoid  them. 

Mercer  financial  consultants  also  will  be  conducting  free  30-minute,  no-obligation 
consultations  with  TMA  members  on  retirement  planning,  college  funding,  life  insur- 
ance, practice  transitions,  and  estate  planning. 

For  registration  and  location  information,  call  Mercer  directly  at  (800)  462-1580. 
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“Casey  & Casey 
increased  our 
cash  receipts  20% 
while  reducing  our 
90-day  accounts 
hy  66%.” 

John  Davis.  MD 
'{■IM  Family  Practice 


If  you  are  a pli>  sician  in 
Texas,  we  have  the  proven 
system  for  cash  flow 
improvement.  Call  toll-free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 


8CX>575-5335 

email:  caseyc:pa@ktc.com 


CERTIFIED  PUBLIC  ACCOUNTANTS 


Sharing  the  Caring 

TMA  PUBLIC  HEALTH  & SCIENCE  WORKING  FOR  YOU 

Learn  more  about  your 
Association’s  public  health 
and  scientific  resources. 

■ Clinical  Education 


make  direct  gifts  to  them,  you’ll  need 
to  file  deeds  every  time  you  make  a 
transfer,  and  you’ll  wind  up  with  sev- 
eral owners  of  undivided  interests.  This 
can  be  very  cumbersome  when  it’s  time 
to  sell  the  property,  Mr  Cooper  says. 

“With  a family  limited  partnership, 
you  transfer  the  property  to  the  entity 
up  front,”  he  said.  “You  usually  receive 
a 1%  general  partnership  interest  and  a 
99%  limited  partnership  interest.” 


partnerships  is  the  ability  to  discount  the 
value  for  gift  and  estate  tax  purposes. 
This  allows  you  to  transfer  a larger  per- 
centage each  year,  Mr  Cooper  says. 

“The  family  limited  partnership  is 
an  easy  way  to  give  to  the  kids  and,  at 
the  same  time,  keep  those  assets  a little 
more  protected  from  creditors  just  in 
case  something  goes  wrong  with  a mal- 
practice issue,”  Mr  Cooper  said. 

Retirement  plans  offer  protection  for 


“Most  physicians  probably  know  more  about  MRls 
than  real  estate,  so  they  should  invest  accordingiy’’ 


Then  you  give  each  child  $10,000 
worth  of  the  limited  partnership  inter- 
est each  year,  gradually  increasing 
their  ownership.  As  general  partner, 
you  retain  control  over  all  decisions 
while  you’re  moving  your  assets  to 
your  children,  who  are  most  likely  in  a 
lower  tax  bracket. 

Another  advantage  of  family  limited 


your  assets  as  well.  The  advantage  to 
most  retirement  plans  is  the  ability  to 
make  contributions  after  year’s  end  and 
still  get  the  tax  deduction  in  the  current 
year,  Mr  Cooper  says.  Though  you  can 
choose  from  a vast  array  of  plans,  you 
may  be  drawn  to  those  that  include  the 
word  “simple”  in  their  titles. 

Mr  Hunt  recommends  a simplified  em- 


Online 

tax  resources 


The  February  7,  2000,  issue  of  Medical  Economics  (www.memag.com)  lists  the  following 
as  “the  best  Web  sites  for  taxpayers.”  Check  them  out! 

Family  PressTax  Guide  for  Investors  SmartMoney.com 

www.fairmark.com www.smartmoney.com/ac/tax 


■ Patient  Advocacy 

■ Policy  Development 

■ Legislative  and 
Regulatory 
Representation 

See  www.texmed.org 
or  call  (800)  880-1300 
ext.  1403. 


lntelligentTaxes.com 

www.intelligenttaxes.com/itax 


TaxHawk.Com 

www.taxhawk.com 


Internal  Revenue  Service 
www.irs.gov 


TaxLogic 

www.taxlogic.com 


KiplingerTaxCut.com 

www.taxcut.com/taxtips/cut_taxes 


TheTax  Prophet 
www.taxprophet.com 


MSN  MoneyCentral  1040.com 

www.moneycentral.msn.com/tax/home.asp www.1040.com 


Te?i 
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Ouicken.com 

www.quicken.com/taxes 


Uncle  Fed’s  Tax  Board 
www.unclefed.com 


Small  BusinessTaxes  & Management 
www.smbiz.com 


World  Wide  Web  Tax 
www.wwwebtax.com 
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ployee  pension  individual  retirement  ac- 
count, or  SEP  IRA,  which  is  extremely 
popular  among  small  business  owners 
and  sole  proprietors.  If  you  own  your 
practice,  you  may  contribute  up  to  15%  of 
the  salary  you  pay  yourself,  but  your  max- 
imum annual  contribution  is  limited  to 
$24,000.  Remember  that  if  you  establish 
an  SEP  plan  for  yourself,  you  must  offer  a 
similar  plan  to  your  employees  and  fund 
their  plans  with  contributions  of  your 
own.  For  example,  if  you  contribute  10% 
of  your  salary  to  your  own  plan,  you  must 
also  contribute  10%  of  each  worker’s 
salary  to  his  or  her  individual  plan. 

“The  reason  it’s  so  simple  is  there’s 
no  plan  adoption  agreement,”  Mr  Hunt 
said.  “To  set  up  an  SEP  IRA,  all  you 
have  to  do  is  fill  out  a one-page  form 
from  your  bank  or  brokerage  firm. 
There’s  no  annual  reporting  form  or 
5500  forms  to  be  filed.” 

A second  option  is  the  Savings  In- 
centive Match  Plan  for  Employees 
(SIMPLE),  a new  tax-favored  retire- 
ment plan  that  allows  employees  of 
ismall  (100  or  fewer  employees)  busi- 
nesses and  self-employed  individuals 
to  make  salary-reduction  contributions 
to  an  IRA.  SIMPLE  contributions  can- 
not exceed  $6,000  per  year,  and  the 
Icontributions  must  be  a percentage  of 
jthe  participant’s  earnings  that  is  speci- 
fied by  the  participant. 

Another  way  to  protect  your  assets  is 
simply  to  invest  in  what  you  know,  Mr 
Cooper  says.  “Most  physicians  probably 
know  more  about  MRls  than  real  estate, 
so  they  should  invest  accordingly.” 

The  state  of  your  estate 

I Though  estate  planning  may  not  be  a 
'priority  for  you  now,  you  might  start 
■considering  it  or  risk  turning  in  your 
; grave  for  all  eternity  if  your  money 
lends  up  in  the  wrong  hands. 

' “Estate  planning  is  something  that 
everybody  puts  off,”  said  David  Mac- 
Culloch,  JD,  manager  of  the  new  estate 
planning  program  at  Mercer  Global  Ad- 
visors in  Santa  Barbara,  Calif.  Mercer  is 
endorsed  by  the  Texas  Medical  Associa- 
tion to  provide  financial  planning  and 
investment  services  to  TMA  members. 

“You’re  talking  about  death,  money, 
and  family.  These  are  very  personal 
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Educational  Showcase  & Expo 


May  25-28,  2000  San  Antonio,  Texas 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  you  with  the 
solutions  to  your  medical  malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 

For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability'  * Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  RequesLs 

Announcement! 

New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 
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topics,  and  people  generally  are  not 
comfortable  discussing  them,”  Mr  Mac- 
Culloch  said.  “But  estate  planning  is  an 
important  piece  of  your  financial  plan- 
ning puzzle.” 

Often  the  issue  of  child  responsibil- 
ity comes  up.  “Our  clients  will  tell  us, 
‘We  want  to  make  sure  that  whatever 
we  leave  to  our  kids  becomes  an  incen- 
tive, not  a disincentive  for  them,’”  Mr 
MacCulloch  said. 


Mercer  uses  a value-based  approach 
to  estate  planning  by  studying  their 
clients’  values,  goals,  and  objectives  for 
their  money  through  interviews  and  a 
questionnaire.  “Is  maximizing  the 
amount  of  wealth  you  leave  to  your 
children  the  utmost  priority?  Is  it  more 
important  to  eliminate  estate  taxes, 
even  at  the  expense  of  making  less 
wealth  available  to  your  heirs?  How  im- 
portant is  it  to  leave  a legacy  to  chari- 
ties? Everyone’s  estate  planning  goals 
are  unique  to  them.  There  is  no  one  per- 
fect estate  plan  out  there.  The  perfect 
plan  is  the  one  that  reflects  the  client’s 
objectives  regarding  the  distribution  of 
their  wealth,”  Mr  MacCulloch  said. 

Most  estate  plans  focus  on  maintain- 
ing control  of  your  wealth  now  and  in 
the  future  as  well  as  eliminating  your 
estate  tax  exposure.  “The  problem,”  he 
said,  “is  there  isn’t  a positive  correlation 
between  these  two  objectives.” 

Basically,  when  the  IRS  calculates 


your  estate  tax,  it  looks  only  to  those 
assets  that  you  own,  Mr  MacCulloch 
says.  “The  trick  is  to  strike  a balance 
the  client  is  happy  with  and  help  him 
understand  that  more  control  means 
more  estate  tax  and  less  control  means 
less  estate  tax.  The  simplest  way  to  re- 
lease ownership  of  assets  is  to  begin  a 
gifting  strategy  by  making  tax-free  gifts 
of  $10,000  or  less  to  family  members 
and  friends  on  an  annual  basis.” 


Proceeds  of  life  insurance  policies, 
while  not  subject  to  income  tax,  are  in- 
cluded in  the  value  of  your  estate  and 
are  subject  to  estate  tax  upon  your 
death.  For  this  reason,  many  physicians 
use  irrevocable  life  insurance  trusts  to 
be  the  owners  of  the  life  insurance  poli- 
cies and  keep  the  benefits  free  of  estate 
taxes,  Mr  MacCulloch  says. 

“Most  physicians,  by  the  time  they 
retire,  do  not  need  life  insurance  for  the 
original  reason  they  purchased  it  — to 
replace  income  lost  due  to  premature 
death,”  Mr  MacCulloch  said.  “Instead, 
they  now  use  it  as  a wealth  replacement 
tool  to  replace  those  assets  lost  to  estate 
taxes.” 

Charitable  remainder  trusts  also  are 
a popular  strategy  with  physicians,  Mr 
MacCulloch  says. 

“Charitable  trusts  are  a great  way  to 
move  high  appreciated,  low-cost  assets 
out  of  your  estate,  thereby  eliminating 
any  capital  gains  taxes,  reducing  estate 


tax  exposure,  and  receiving  an  incomeil 
tax  deduction,”  Mr  MacCulloch  said.j 
“They  also  provide  a stream  of  income,! 
to  you  or  your  heirs  for  the  term  of  the 
trusts  and  provide  a charitable  legacy 
to  your  favorite  organization,  such  as 
the  TMA  Foundation.”  | 

Trusting  advisors  with  your  : 
trusts  j 

When  selecting  your  business  advisors,! 
look  for  honesty,  knowledge  of  finan-' 
cial  matters,  command  of  the  tax  laws,! 
and  expertise  in  the  medical  profes-' 
sion,  Mr  Cooper  says. 

“This  can  be  hard  to  judge,”  he  said. 
“If  I prepare  your  tax  return,  and  it 
comes  out  looking  like  a nice,  neat  pack- 
age, and  you  don’t  get  any  notices  from 
the  IRS,  you  don’t  know  whether  I did 
my  very  best  job  or  my  very  worst  job.” 

Asking  questions  and  checking  ref- 
erences, whether  you’re  working  with^ 
an  accounting  firm  or  a law  firm,  will 
help  you  determine  which  firm  is  right 
for  you. 

Mr  Cooper  suggests  you  interview  a 
potential  business  advisor  in  the  same 
manner  an  informed  patient  might 
question  a physician.  “You  might  ask, 
‘Have  you  had  specialized  training  in 
this  area?’  and  ‘How  many  times  have 
you  performed  this  procedure  and 
what  were  the  outcomes?”’ 

Mr  MacCulloch  says  if  you  employ 
multiple  advisors,  be  aware  that  you  may 
receive  conflicting  advice  on  particular 
matters.  To  avoid  this,  you  may  want  to 
employ  one  advisor  to  serve  as  the 
“coach”  or  “quarterback”  of  your  consult- 
ant team,  he  adds.  “This  quarterback 
should  be  a fee-only  advisor,  like  Mercer 
— one  who  does  not  earn  any  commis- 
sion on  transactions  or  sells  products.” 

As  a physician,  your  practice  fi- 
nances and  personal  finances  often  be- 
come intertwined,  so  find  a firm  with 
medical  industry  expertise  that  also 
can  handle  your  personal  planning,  Mr 
Cooper  advises.  Your  colleagues  and 
county  medical  societies  can  help  you 
find  advisors  in  your  area.  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org. 


AMA  financial 
sourcebook 


For  advice  on  investments,  risk  management,  and  retirement  tools,  look  to  the  Physi- 
cian’s Financiai  Sourcebook,  offered  by  the  American  Medical  Association. The  $30  book 
also  covers  topics  such  as  debt  management,  estate  planning,  and  selling  your  practice. 
To  order,  call  AMA  Subscription  Services  at  (800)  262-2350. 


“Charitable  trusts  are  a great  way  to  move  high 
appreciated,  low-cost  assets  out  of  your  estate,  thereby 
eliminating  any  capital  gains  taxes,  reducing  estate  tax 
exposure,  and  receiving  an  income  tax  deduction.” 
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Delivering  Physicai  Therapy 
Ownership  Opportunities  to 
Physician  Partners  Nationwide 


3040  POST  OAK  BLVD.,  SUITE  222  • HOUSTON,  TEXAS  77056  • NASDAQ  USPH 


The  TurnKeyPP"'  system  places  a fully-operational  physical  and 
occupational  therapy  clinic  within  your  practice.  Those  patients  that 
you  currently  refer  to  hospitals  and  independent  therapy  clinics  do 
not  have  to  leave  your  care.  We  provide  all  the  development 
and  management  for  you. 


TurnKeyPP""  permits  you  to  manage  the  full  course  of 
treatment  within  your  practice.  Your  patients  benefit  from  a 
continuity  of  rehabilitation  under  your  direction.  The  entire 
treatment  process  is  back  in  your  control. 


You  owe  it  to  your  practice  and  your  financial  future  to  find 
out  more.  Contact  Jerry  Nisenson,  Vice  President  of 
Development  at  1-877-433-3179  or 
jnisenson @ usphysicaltherapy.com  or  visit  us  at 
WWW.  usphysicaltherapy.  com 


U.S.  Physical  Therapy 


Tfie  Tut 


Improving  End-of-life  Care: 
A Challenge  for  the  Profession 

The  EPEC  curriculum  addresses  how  to  care  for  dying 
patients.  Topics  include  decisions  about  life-sustaining 
treatments,  including  limitations  of  medical  intervention 
and  artificial  nutrition  and  hydration.  Lecture  and  small 
group  interactions  will  address: 

■ How  to  handle  prognostic  uncertainty; 

■ How  to  deliver  the  news  of  life-threatening  diagnosis; 

■ How  to  assess  terminally  ill  patients; 

■ How  to  manage  imminent  dying  and  bereavement; 

■ How  to  respond  to  requests  for  physician-assisted 
suicide. 

Beginning  in  March  2000,  the  complete  train  the  trainer 
program  will  be  presented  in  San  Antonio,  Ft.  Worth/ 
Arlington,  Houston,  and  Austin.  Additional  seminars  will 
be  offered  statewide,  dates  to  be  determined.  For  infor- 
mation, visit  Texas  Medical  Association's  Web  site  at 
www.texmed.org  or  contact  Kristen  Kyser  Brockman  at 
(800)  880-1  300,  ext.  1 376.  Come  enhance  your  skills  by 
participating  in  the  EPEC  Project. 


- 0 


# 


36 


Texas  Medicine  ir  April  2000 


www.texmed.or 


DISH 

THEMSELVES  UP 
A RECORD 


NDMBER  OF 
HEALTH  ISSDES 
TO  STODY. 

BY  KEN  ORTDLON, 

ASSOCIATE 

EDITOR 

THE  TEXAS  LEGISLATURE  MEETS  EOR  ONLY 
5 months  every  other  year,  but  that  doesn’t 
mean  lawmakers  take  a 19-month  vacation 
between  each  session.  On  the  contrary,  state 
lawmakers  traditionally  have  remained  busy 
between  sessions  with  a wide  range  of  in- 
terim studies  designed  to  give  them  a run- 
ning start  on  issues  likely  to  generate  debate 
in  the  next  legislative  session. 

Eor  this  interim,  a blizzard  of  health  care-re- 
lated issues  is  on  the  agenda.  In  fact,  lawmak- 
ers and  lobbyists  say  this  year  will  be  one  of  the 
busiest  ever  in  terms  of  the  number  of  health 
care  issues  under  review  by  the  legislature. 

“This  is  going  to  be  an  incredibly  busy  in- 
terim,” said  Fort  Worth  surgeon  Robert  W. 
Sloane,  Jr,  MD,  chair  of  Texas  Medical  Asso- 
ciation’s Council  on  Legislation.  “The  leader- 
ship in  the  legislature  has  appointed  more 
interim  studies  on  health  care  issues  than  I 
think  have  ever  been  appointed  before.  TMA 
staff  and  TMA  councils  are  going  to  have  to 
closely  scrutinize  and  monitor  these  interim 
studies,  giving  testimony  where  needed,  to 
ensure  that  the  concerns  of  physicians  and 
our  patients  are  adequately  addressed.”  ► >■ 
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Sizing  up  the  task 

Indeed,  nearly  30  interim  studies  on  health-related  topics  — 
ranging  from  medical  privacy  and  pharmacy  issues  to  dis- 
ease management  to  workers’  compensation  to  rural  and 
border  health  issues  — have  been  assigned  to  15  different 
standing  or  special  legislative  committees.  TMA  already  has 
geared  up  to  track  each  study  and  look  for  opportunities  to 
address  issues  of  key  concern  to  Texas  physicians. 

Working  under  the  direction  of  the  Council  on 
Legislation,  TMA  staff  members  from  all  policy  areas  and 
divisions  have  been  assigned  to  monitor  the  interim  studies. 
Other  TMA  councils  and  committees,  as  well  as  state  spe- 
cialty societies,  also  are  being  consulted  and  will  work  with 
staff  to  make  sure  physician  input  is  provided  to  all  the 
interim  committees  when  needed. 

“TMA  has  got  to  monitor  every  one  of  these  studies  and 
start  having  policy  debates  internally  on  these  issues 
because  you  never  know  which  one  is  going  to  become 
politically  viable,  which  one  is  going  to  get  legs,  so  to 
speak,”  said  Alfred  Gilchrist,  TMA  director  of  legislative 
affairs.  “We’re  making  a very  concerted  effort  inside  the 
association  to  have  committees  and  councils  and  specialty 
societies  closely  look  at  these  issues  so  we  are  prepared 
when  the  time  comes.” 

Much  of  the  interim  work  will  occur  in  the  two  commit- 
tees with  primary  responsibility  for  health  care  issues  — the 
Senate  Health  Services  Committee  and  the  House  Public 
Health  Committee. 

Senator  Jane  Nelson  (R-Flower  Mound),  who  chairs  the 
Health  Services  Committee,  welcomes  the  interim  studies. 
“The  interim  period  is  really  a time  for  lawmakers  to  listen,” 
she  said.  “It  gives  us  the  time  we  need,  away  from  the  fre- 
netic pace  of  the  legislative  session,  to  solicit  input  from  the 
people  who  elected  us  and  who  are  impacted  by  the  laws 
we  enact  and  to  engage  in  a thoughtful  dialogue  on  the 
most  pressing  issues  affecting  our  state.” 

Lieutenant  Governor  Rick  Perry  has  asked  the  committee  to: 

• Analyze  pharmaceutical,  biotechnology,  and  genetics 
research  in  Texas; 

• Evaluate  recent  changes  in  Medicaid  and  review  its  effec- 
tiveness in  managing  chronic  illnesses; 

• Review  state  policies  on  medical  privacy,  including  the 
availability  of  prescription  data; 

• Monitor  implementation  of  the  Children’s  Health 
Insurance  Program;  and 

• Assess  Texas’  health  care  workforce  needs. 

Under  directions  from  House  Speaker  Pete  Laney,  the 
House  Public  Health  Committee  will  look  at  some  of  these 
same  issues.  The  committee  also  will  examine  opportunities 
and  risks  associated  with  the  sale  of  medical  devices  and 
drugs  over  the  Internet,  the  feasibility  of  expanding 
telemedicine  to  improve  care  in  underserved  areas,  and  the 
impact  of  hospital  system  mergers  on  medically  underserved 
rural  communities  and  the  level  of  charity  care  provided. 


“THE  REASON  WE  ARE  FOCUSING  SO 
MUCH  ATTENTION  ON  HEALTH  CARE  IS 
THAT  WE  CANNOT  AFFORD  TO  LET  THESE 
RAPID  CHANGES  INTHE  INDUSTRY  PUT 
ANY  ADDITIONAL  STRAIN  ON  PATIENTS 
AND  ON  PHYSICIANS.” 


Focusing  special  attention 

Besides  these  and  other  standing  committees,  several  special 
panels  have  been  created  to  examine  health  issues  this  inter- 
im. A Blue  Ribbon  Task  Force  on  the  Uninsured  was  formed 
by  lawmakers  themselves  during  the  1999  session  to  examine 
possible  solutions  to  the  state’s  uninsured  problem.  Members 
of  that  panel  were  appointed  by  Gov  George  W.  Bush, 
Lieutenant  Governor  Perry,  and  Speaker  Laney. 

Also,  lawmakers  ordered  special  studies  on  mandated 
health  insurance  benefits  and  Medicaid  managed  care.  And 
Speaker  Laney  has  created  a House  Select  Committee  on 
Rural  Development. 

Mr  Gilchrist  says  that  panel  is  likely  to  command  a lot  of 
attention  and  generate  some  high  profile  legislation  for 
debate  in  2001.  The  committee  is  chaired  by  Rep  Barry 
Telford  (D-DeKalb),  who  also  heads  the  powerful  House 
Calendars  Committee,  and  includes  four  other  influential 
House  committee  chairs. 

“It  looks  as  if  the  speaker  wants  to  see  rural  issues 
addressed,”  Mr  Gilchrist  said.  “And  that  opens  up  a great 
opportunity  for  community  leaders  to  bring  their  concerns 
about  a wide  range  of  issues,  including  health  care,  to  a 
committee  that’s  going  to  be  very  interested  and  that’s  going 
to  have  the  ability  to  get  things  done.” 

Dr  Sloane  says  there  are  many  reasons  lawmakers  are 
examining  so  many  health  care  issues  this  interim.  First  is 
simply  the  need  to  monitor  the  impact  of  legislation  enacted 
in  1999.  Second  is  the  existence  of  the  tobacco  lawsuit  set- 
tlement funds,  which  has  generated  a lot  of  interest  in 
financing  public  health  projects. 

The  most  important  reason,  however,  likely  is  that  law- 
makers have  to  stay  busy  just  to  keep  up  with  all  the  changes 
occurring  in  our  health  care  delivery  system.  Dr  Sloane  says. 
“The  pace  that’s  being  picked  up  in  the  whole  society  with 
Internet  access  may  just  be  rendering  our  system  of  meeting 
every  other  year  out  of  sync,”  he  said.  “Legislators  are  feeling 
a need  to  continue  learning  and  gathering  data  so  they  can 
make  the  most  out  of  the  next  session.” 

Senator  Nelson  agrees.  “The  reason  we  are  focusing  so 
much  attention  on  health  care  is  that  we  cannot  afford  to  let 
these  rapid  changes  in  the  industry  put  any  additional  strain 
on  patients  and  on  physicians,”  she  said.  “It  is  critical  that 
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we  keep  up  with  the  times  because  our  policies  will  have  a 
direct  impact  on  the  health  of  all  Texans.” 

Representative  Patricia  Gray  (D-Galveston),  chair  of  the 
House  Public  Health  Committee,  adds  that  the  heavy  empha- 
sis on  health  care  is  a reflection  of  public  interest.  And,  when 
there  is  public  interest,  legislative  interest  soon  follows. 

“Health  care  is  one  of  the  top  two  or  three  issues  on  peo- 
ple’s minds  today,”  Representative  Gray  said.  “Part  of  it  has 
to  do  with  the  rising  cost  and  the  changes  that  are  taking 
place  within  the  insurance  market  that  are  making  individ- 
ual consumers  assume  a greater  and  greater  share  of  the 
cost  of  their  health  care.” 

Getting  started 

Most  of  the  interim  committees  were  just  getting  started  on 
their  studies  during  January  and  February.  The  committees 
will  hold  a series  of  public  hearings  throughout  the  year, 
then  issue  reports  on  each  of  their  interim  charges  in  time 
for  consideration  by  the  77th  Legislature,  which  convenes  in 
January  2001. 

The  Senate  Health  Services  Committee  already  has  held 
itwo  public  hearings  in  Houston  and  Dallas,  and  a third  is 
I scheduled  for  April  10  in  San  Antonio.  The  House  Public 
■ Health  Committee  held  its  organizational  meeting  in 
i January.  Representative  Gray  has  assigned  various  members 
! of  her  committee  the  task  of  leading  the  investigation  of 
! individual  issues.  She  says  that  will  increase  member  inter- 
est and  involvement  in  the  studies,  as  well  as  allow  for  a 
more  thorough  review  of  each  issue.  Representative  Gray 
j held  a hearing  on  disease  management  in  February  and  has 
[placed  Reps  Ruth  Jones  McClendon  and  Carlos  Uresti,  both 
San  Antonio  Democrats,  in  charge  of  that  issue. 

Meanwhile,  Texas  physicians  already  are  at  work  provid- 
ing input  for  these  studies.  At  a January  1 1 hearing  on  med- 
I ical  privacy  held  by  Senator  Nelson’s  committee,  Dallas  psy- 
ichiatrist  Leslie  H.  Secrest,  MD,  told  committee  members 
that  ensuring  confidentiality  of  medical  records  is  particular- 
[ ly  important  in  protecting  the  quality  of  mental  health  care. 

! “Confidentiality  protections  should  cover  not  only  medical 
! records  but  also  individually  identifiable  medical  informa- 
I tion  such  as  psychiatric  notes,  pharmacy  records,  and  genet- 
ic tests,”  Dr  Secrest  said. 

Senator  Nelson  says  the  stories  the  committee  heard 
I about  invasion  of  patient  privacy  convinced  her  that  it  is  a 
serious  problem.  “Personally  and  as  a legislator,  I am  out- 
raged that  our  medical  records  seem  to  be  available  to  just 
about  anyone  who  has  both  the  desire  and  the  resources  to 
uncover  them,”  she  said.  “I  think  it  undermines  the  trust 
between  a doctor  and  a patient.” 

TMA  members  also  already  have  testified  on  issues  rang- 
ing from  Medicaid  managed  care  to  physician  workforce  to 
graduate  medical  education  before  the  Senate  Health 
[[Services  Committee,  House  Public  Health  Committee,  and 
\ Senate  Finance  Committee. 

I While  not  every  interim  study  will  translate  into  success- 
iful  legislation  in  2001,  both  Dr  Sloane  and  Senator  Nelson 


“THE  INTERIM  STUDIES  HAVE  GOTTEN 
THE  ATTENTION  OF  BOTH  LAWMAKERS 
AND  THE  HEALTH  CARE  COMMUNITY. 
PHYSICIANS  CAN  HAVE  DIRECT  INPUT 
INTO  THESE  STUDIES.” 


say  there  are  certain  issues  among  these  studies  that  the  leg- 
islature must  address,  including  Medicaid  managed  care  and 
the  uninsured. 

“The  legislature  last  session  placed  a moratorium  on  any 
expansion  of  Medicaid  managed  care,”  Senator  Nelson  said. 
“We  did  this  to  take  the  proper  amount  of  time  necessary  to 
conduct  an  in-depth  study  of  our  current  programs.  We  have 
to  ensure  that  patients  are  receiving  the  best  care  and  that 
physicians  are  able  and  willing  to  participate.” 

Dr  Sloane  says  the  study  will  determine  whether 
Medicaid  managed  care  is  to  be  dominated  by  HMO  prod- 
ucts or  a more  “physician-driven,  independent  model” 
designed  around  primary  care  case  management. 

Along  those  same  lines,  says  Senator  Nelson,  lawmakers 
also  must  look  closely  at  the  state’s  overall  medical  infra- 
structure. “As  policymakers,  we  must  determine  whether 
there  is  an  adequate  number  of  health  care  professionals  and 
services  statewide,”  she  said.  “If  there  is  not,  we  must  offer 
creative  incentives  to  make  sure  that  all  areas  of  the  state 
have  access  to  quality  health  care,  including  the  further  uti- 
lization of  advance  technologies  such  as  telemedicine.” 

Another  key  component,  she  says,  is  efficient  utilization 
of  the  Children’s  Health  Insurance  Program  (CHIP).  Both 
Senator  Nelson’s  and  Representative  Gray’s  committees  will 
monitor  CHIP  implementation  this  year. 

Having  your  say 

While  both  physician  leaders  and  TMA  staff  are  hard  at  work 
monitoring  the  interim  studies.  Dr  Sloane  says  the  interim 
study  process  also  affords  physicians  the  chance  to  make  their 
voices  heard.  He  urges  physicians  to  get  involved  in  the  process. 

“The  interim  studies  have  gotten  the  attention  of  both 
lawmakers  and  the  health  care  community,”  Dr  Sloane  said. 
“Physicians  can  have  direct  input  into  these  studies.  They 
can  have  input  through  TMA.  They  can  have  input  through 
their  specialty  societies.  But  most  importantly,  physicians 
can  have  input  directly  to  the  committees  of  jurisdiction.  I 
urge  you  to  call,  write,  or  e-mail  these  committees  and 
express  your  concerns  on  these  issues.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or  (512)  370-1392;  or  by  e-mail  at 
ken_o@texmed.org. 
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lERIM  

LEGISLATIVE  STUDIES 

Here  is  a list  of  major  interim  legislative  studies  being  monitored  byTMA. 
Comments  on  these  studies  can  be  submitted  to  the  committees. 

E-mail  addresses  and/or  fax  numbers  are  listed  where  available. 


Senate  Health  Services  Committee 

E-mail:  John. oates_sc@senate. state. tx. us 

Fax:  (512)  463-8123 

• Review  the  type,  amount,  and  use  of  patient-specific  medical 
information,  including  prescription  data,  and  current  statu- 
tory and  regulatory  provisions  governing  its  availability. 

• Evaluate  the  ability  of  Medicaid  managed  care  organiza- 
tions and  the  state  to  manage  chronic  illnesses  and  de- 
velop specific  strategies  for  disease  management  for 
certain  populations. 

• Evaluate  Medicaid  reform  in  light  of  the  original  goals 
for  implementation  of  Medicaid  managed  care,  as  well  as 
its  impact  on  patient  outcomes  and  traditional  providers 
of  indigent  care,  and  cost  implications  to  the  state. 

• Monitor  implementation  of  the  Children’s  Health  Insur- 
ance Program. 

• Evaluate  the  availability  of  health  care  professionals  in 
rural  and  urban  areas. 

• Study  the  Vaccinations  for  Children  Program,  focusing 
on  the  health  and  fiscal  implications  to  the  public  and 
private  sectors  of  granting  choices  to  physicians  where 
more  than  one  manufacturer  produces  the  same  vaccine 
at  an  equivalent  price. 

House  Public  Health  Committee 

E-mail:  pam.crowley_hc@house.state.tx.us 

Fax:  (512)  463-0178 

• Review  the  role  of  the  pharmaceutical  industry  in  Texas 
health  care.  Identify  pharmaceutical  cost-drivers  and  op- 
portunities to  reduce  costs,  assess  the  role  of  pharmacy 
benefits  managers  and  pharmacists,  and  address  patient- 
specific  and  other  issues  identified  by  the  committee. 

• Review  the  increased  use  of  new  technologies  in  health 
care.  Identify  opportunities  and  risks  associated  with 
selling  medical  devices  and  drugs  over  the  Internet,  the 
feasibility  of  expanding  telemedicine  to  improve  care  in 
underserved  areas,  and  regulatory  and  privacy  issues 
presented  by  these  new  technologies. 

• Conduct  active  oversight  of  agencies  under  the  commit- 
tee’s jurisdiction,  including  the  Children’s  Health  Insur- 


ance Program,  the  restructuring  of  health  and  human 
services  agencies  under  House  Bill  2641,  and  the  Medi- 
caid managed  care  program. 

• Study  issues  arising  from  hospital  system  sales,  conver- 
sions, partnerships,  and  mergers,  including  the  impact 
on  health  care  in  medically  underserved  and  rural  com- 
munities, and  on  the  level  of  charity  care  provided. 

• Inventory  and  analyze  the  research  related  to  pharma- 
ceuticals, biotechnology,  and  genetics  in  Texas  to  maxi- 
mize the  benefits  in  these  fields.  Examine  the  ethical 
implications  associated  with  such  research. 

• Examine  the  requirements  imposed  on  emergency  medical 
service  professionals  in  rural  areas  and  determine  whether 
they  encourage  or  hinder  the  provision  of  services. 

Blue  Ribbon  Task  Force  on  the  Uninsured 
Examine  the  problems  concerning  Texans  who  lack  health  in- 
surance, review  demographic  trends  related  to  the  uninsured 
population,  and  examine  the  state’s  programs,  laws,  and  sys- 
tems that  address  the  lack  of  affordable  health  coverage. 

House  Committee  on  Business  and  Industry 
E-mail:  brandon.aghamalian@house.state.tx.us 
Fax:  (512)  463-1761 

• Study  the  health  care  technology  industry  in  Texas.  Iden- 
tify factors  promoting  and  inhibiting  development  of  the 
industry  and  consider  state  or  private  actions  potentially 
affecting  its  growth. 

• Consider  the  legal  status  and  policies  appropriate  to  any 
surplus  funds  held  by  the  Texas  Workers’  Compensation 
Insurance  Fund.  Ensure  that  sufficient  funds  are  avail- 
able to  deal  with  all  possible  market  conditions. 

Senate  Finance  Committee 

E-mail:  laura.smith_sc@senate.state.tx.us 

• Review  expenditures  by  agencies  and  institutions  that  re- 
ceived proceeds  from  the  settlement  of  the  tobacco  law- 
suit to  ensure  that  the  money  is  being  used  efficiently 
and  effectively,  and  identify  priorities  for  the  use  of  fu- 
ture proceeds. 
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• Evaluate  the  financial  viability  and  educational  effec- 
tiveness of  graduate  medical  education  in  light  of 
changes  in  Medicaid,  managed  care,  and  other  cost  fac- 
tors, including  the  impact  of  uncompensated  care.  Re- 
view the  role  of  the  state’s  teaching  hospitals  in 
providing  indigent  health  care  and  the  role  of  graduate 
medical  education  in  addressing  health  care  needs  of 
underserved  areas. 

House  Appropriations  Committee 
Fax:  (512)  463-0270 

Monitor  the  appropriations  made  by  the  76th  Legislature, 
including  the  disposition  of  tobacco  settlement  proceeds. 

Senate  Special  Committee  on  Border  Affairs 

Assess  the  health  conditions  in  the  border  region,  including 
childhood  diseases  and  chronic  health  problems  endemic  to 
the  border,  such  as  diabetes  and  tuberculosis.  Evaluate  im- 
munization and  prevention  programs  and  collaborative  ef- 
forts on  common  health  issues  among  Texas  and  the 
Mexican  border  states.  Develop  health  care  strategies  to  im- 
prove border  health  conditions. 

Senate  Human  Services  Committee 
Fax:  (512)  463-9889 

• Examine  the  continuum  of  care  and  support  options 
available  for  Texans  needing  long-term  care. 

• Anal5^e  current  state  funding  of  Medicaid  long-term 
care  and  develop  alternatives  that  both  ensure  quality 
service  and  control  costs  to  the  state.  Monitor  federal  de- 
velopments related  to  long-term  care  and  welfare  issues. 

• Monitor  implementation  of  bills  enacted  during  the  76th 
Legislature  relating  to  parental  notification  before  abor- 
tions may  be  performed  on  minors. 

House  Human  Services  Committee 
Fax:  (512)  463-8981 

Study  financial  difficulties  experienced  by  some  nursing 
home  companies,  including  the  reasons  for  bankruptcies 
and  closures,  state  policies  and  resources  for  dealing  with 
them,  and  impacts  on  residents. 

House  Civil  Practices  Committee 
Fax:  (512)  463-9884 

Examine  the  impact  of  requiring  trial  court  judges  to  spec- 
ify the  groups  upon  which  summary  judgments  are  granted. 

Senate  Criminal  Justice  Committee 
Fax:  (512)  475-2015 

Review  information-sharing  among  law  enforcement  agen- 
cies, mental  health  professionals,  and  mental  health  agen- 
cies about  adults  and  juveniles  considered  a risk  to  public 
safety  and  whether  additional  cooperative  efforts  are 
needed.  Recommend  how  best  to  conduct  a comprehensive 
review  of  the  relationship  between  mental  health  and  the 


Cover  Story 


criminal  justice  system  to  ensure  that  the  criminal  justice 
system  does  not  become  the  alternative  placement  for  such 
individuals. 

House  Insurance  Committee 
Fax:  (512)  463-5896 

• Review  the  federal  “financial  services  modernization”  act 
to  identify  necessary  changes  to  state  laws  and  regula- 
tions governing  insurance  and  financial  institutions. 

• Examine  public  policy  issues  associated  with  mandatory 
“hospitalist”  programs  in  managed  care. 

House  Ways  and  Means  Committee 
Fax:  (512)  463-0640 

Identify  the  specific  changes  to  the  tax  structure  that  would: 

• Produce  the  most  positive  effect  on  gross  state  product 
and  on  the  creation  and  retention  of  jobs  that  pay  a liv- 
ing wage; 

• Most  benefit  troubled  or  declining  industries,  such  as 
agriculture  or  oil  production; 

• Promote  enhanced  tax  equity,  including  mitigation  of  the 
regressivity  of  the  current  tax  structure;  and 

• Address  loopholes  that  permit  certain  classes  of  taxpay- 
ers to  avoid  equitable  taxation. 

House  Select  Committee  on  Rural  Development 
Fax:  (512)  463-3235 

Conduct  a comprehensive  study  of  all  issues  pertaining  to 
the  current  and  future  viability  of  rural  areas  and  small 
cities  and  towns  in  Texas.  The  study  will  include  rural  in- 
dustries, transportation,  telecommunications,  environmen- 
tal and  natural  resource  issues,  health  and  human  needs, 
housing,  and  any  other  matters  substantially  affecting  the 
quality  of  life  in  rural  Texas. 

Joint  Committee  on  Health  Care  Mandates 

Determine  the  extent  that  mandated  health  care  benefits, 
individually  and  collectively,  increase  or  have  increased  the 
premium  costs  of  health  benefits  coverage  and  the  effect  of 
any  increased  premium  costs  on  the  affordability  and  avail- 
ability of  health  benefit  coverage  to  consumers. 

Organ  Allocation  Task  Force 

Examine  the  technical  and  policy  issues  surrounding  the  cur- 
rent organ  allocation  policy  in  this  state,  and  develop  and 
implement  an  optimum  organ  allocation  policy  for  Texas. 

House  Select  Committee  on  Health  and  Human  Services 

E-mail:  pam.crowley_hc@house.state.tx.us 

Copy  patricia.gray@house.state.tx.us;  do  not  expect  a reply. 

Monitor  official  submissions  to  the  federal  government  per- 
taining to  waivers  or  other  changes  in  policies  or  operations 
affecting  Texas,  including  those  related  to  Medicaid,  the 
Children’s  Health  Insurance  Program,  Temporary  Assistance 
to  Needy  Families,  and  long-term  care. 
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Not  for  sale 

AMA  revisits  guidelines  for  physician  gifts  from  the  pharmaceutical  industry 


0.  ne  pharmaceutical  company  gave 
||  a physician  frequent-flier  miles 
I based  on  the  number  of  times  he 
I prescribed  its  drug.  Another  of- 
I fered  physicians  continuing  med- 
I)  ical  education  (CME)  credit  for 
' attending  a seminar  featuring 
paid  speakers  promoting  the  company’s 
products.  While  these  are  extreme  exam- 
ples of  the  industry’s  attempts  to  influ- 
ence physicians’  prescribing  practices, 
they  raise  a question:  Where  should 
physicians  draw  the  line  at  deciding  what 
to  accept  as  a gift?  > > 


By  Monica  Maldonado,  Associate  editor 
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In  1992,  the  ethics  arm  of  the  Amer- 
ican Medical  Association,  prompted  hy 
' a growing  interest  from  the  federal  gov- 
ernment, created  guidelines  regarding 
'gifts  to  physicians  from  outside  indus- 
tries. (See  “CEJA  Guidelines  on  Gifts  to 
Physicians  from  Industry,”  p 44).  But 
according  to  a letter  sent  to  state  med- 
ical societies  this  past  January  by  the 
Council  on  Ethical  and  Judicial  Affairs 
(CEJA),  physicians  still  have  trouble 
navigating  the  ethical  gray  area. 

Despite  the  guidelines,  CEJA  Chair 
Herbert  Rakatansky,  MD,  wrote,  “The 
issue  seems  in  large  part  to  be  a lack  of 
'education  of  both  physicians  and  in- 
dustry.” He  urged  state  medical  soci- 
eties to  share  the  guidelines  with  their 
membership. 

Compounding  the  problem,  says 
CEJA  member  Robert  M.  Tenery,  Jr, 
MD,  an  ophthalmologist  in  Dallas,  is 
how  the  gift-giving  has  permeated 
physicians’  practices.  “Some  physicians 
aren’t  even  aware  that  it’s  influencing 
their  ability  to  prescribe  medications 
that  are  best  for  their  patients.” 

But  for  some  physicians,  the  issue  is 
not  so  cut-and-dried.  Eormer  Texas 
Medical  Association  President  Phil  H. 
Berry,  Jr,  MD,  says  there  are  many  ben- 
[efits  to  some  of  the  “gifts”  the  industry 
supplies.  Dr  Berry,  a Dallas  orthopedic 
surgeon,  says  he  believes  the  problem 
of  outrageous  gift-offering  is  not  as  big 
[as  it  once  was.  “We  still  are  offered  din- 
ner for  educational  seminars  about  a 
certain  pharmaceutical  company’s 
product,”  he  said,  “but  I believe  that’s 
within  the  guidelines.  And  I think  those 
are  very  helpful  because  they  provide 
us  with  information  about  new  drugs.” 

Dr  Berry  also  believes  the  industry’s 
practice  of  giving  doctors  drug  samples 
for  their  patients  is  helpful  because  it 
'allows  them  to  test  the  medicine’s  ef- 
fectiveness and  the  patient’s  tolerance 
for  it.  “The  expense  of  these  medica- 
tions is  so  great  I don’t  always  feel  com- 
fortable writing  patients  a prescription 
for  it  if,  first,  it’s  not  going  to  help  them 
'and,  second,  they  can’t  tolerate  it,”  he 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
, physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
I legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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said.  “In  my  opinion,  having  free  sam- 
ples available  to  give  our  patients  is  a 
good  thing.” 

A historical  problem 

CEJA’s  1992  guidelines  resulted  from  2 
days  of  hearings  conducted  by  the  Sen- 
ate Labor  and  Human  Resources  Com- 
mittee in  1991,  which  revealed  some 
extravagant  marketing  practices  by 
pharmaceutical  companies.  “Doctors 
who  accept  lavish  industry  gifts  are 
jeopardizing  their  objectivity  and  com- 
promising the  trust  of  their  patients,” 
Sen  Edward  M.  Kennedy  (D-Mass)  said 
in  an  article  in  the  January  23,  1991, 
issue  of  the  Journal  of  the  American 
Medical  Association  {JAMA)  (1). 

Dr  Tenery  says  the  problem  had  been 
growing  since  the  late  1980s.  “Drug 
companies  started  changing  the  way 
they  presented  information  to  doctors,” 
he  says.  “Prior  to  that  time,  it  was  about 
enforcing  name  recognition  and  building 
a relationship  with  doctors.  All  of  a sud- 
den, they  moved  from  trying  to  inform 
doctors  to  trying  to  influence  them.” 

In  a commentary  published  in  the 
January  19,  2000,  issue  of  JAMA,  Dr 
Tenery  wrote  that  the  response  to  CEJA’s 
guidelines  in  the  early  1990s  was  sup- 
portive, with  many  pharmaceutical  com- 
panies voluntarily  abiding  by  the  new 
standards.  “In  the  last  several  years, 
however,  many  of  the  troubling  practices 
have  returned,”  wrote  Dr  Tenery,  offer- 
ing the  two  examples  mentioned  earlier. 
“Industry  money  and  influence  has  per- 


meated virtually  all  levels  of  physician 
CME  in  the  form  of  complimentary 
meals  and  entertainment,  consultation 
fees,  and  pseudo-CME  courses.” 

Jeff  Trewhitt,  a spokesperson  for  the 
Pharmaceutical  Research  and  Manufac- 
turers of  America,  which  represents  about 
100  pharmaceutical  companies,  says  it 
employs  CEJA’s  guidelines  in  its  voluntary 
marketing  code.  “We  included  those 
guidelines  2 days  after  the  AMA  House  of 
Delegates  adopted  them,”  he  said. 

“In  the  vast  majority  of  cases,  the 
pharmaceutical  sales  representative  plays 
a vital  role  in  making  sure  physicians 
know  how  to  use  the  drugs  properly.  Af- 
ter the  12  to  15  years  of  research  and  de- 
velopment on  these  drugs,  these  firms 
and  their  representatives  are  the  ones 
who  know  the  most  about  them.  This  is 
the  information  sales  representatives  are 
passing  on  to  physicians.” 

No  other  funding  source 

In  his  commentary.  Dr  Tenery  referred 
to  two  studies  in  particular  that  give 
credence  to  the  claims  that  gifts  from 
pharmaceutical  companies  have  per- 
meated physicians’  practices.  In  some 
cases,  he  wrote,  funding  for  these  sem- 
inars may  have  no  other  alternative 
than  from  outside  industries. 

In  a 1992  study,  “Impact  of  Pharma- 
ceutical Company  Representatives  on 
Internal  Medicine  Residency  Programs,” 
the  authors  say  residents’  attendance  at 
educational  seminars  has  come  to  be 
linked  to  whether  meals  are  provided 


Opinion  from  the 
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22.0  GIFTS  FROMTHE  INDUSTRY 

Any  gifts  accepted  by  physicians  individually  should  primarily  entail  a benefitto  patients 
and  should  not  be  of  substantial  value.  Accordingly,  textbooks  and  other  gifts  are  appro- 
priate if  they  serve  a genuine  educational  function. Thus,  a physician  may  accept  modest 
meals  at  educational  presentations  conducted  by  industry  representatives.  It  is  unethi- 
cal, however,  for  a physician  to  demand  any  gift,  including  modest  meals,  as  a condition 
of  the  physicians  attending  an  educational  presentation  by  an  industry  representative. 

For  example,  a physician  must  not  require  that  a pharmaceutical  representative  bring  a 
physician  lunch  before  meeting  with  a representative.  A physician  must  not  demand  any 
gift  for  a person  accompanying  the  physician  to  an  educational  presentation. The  physi- 
cian may,  however,  accept  modest  meals  or  other  gifts  offered  by  the  industry  represen- 
tative, so  long  as  the  meal  or  gift  has,  or  is  offered  in  connection  with,  a genuine 
education  function.  If  the  physician  does  accept  an  appropriate  gift  offered  in  connection 
with  an  educational  presentation,  the  physician  must  attend  that  presentation. 
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(2).  In  the  residency  programs  the  study 
polled,  the  authors  write,  “The  catered 
noon  conference  has  become  part  of  the 
culture  of  residency  programs,  and 
funding  these  conferences  provides  ma- 
jor inroads  for  pharmaceutical  compa- 
nies.” The  authors  continue  that 
pharmaceutical  company  sponsorship  of 
the  conferences  is  inversely  correlated 
with  the  availability  of  departmental  or 
hospital  funds.  “Program  directors  may 
turn  to  pharmaceutical  company  repre- 
sentatives if  alternate  funding  is  not 


available  for  the  free  lunches  that  many 
residents  expect.” 

In  the  second  study  referenced  in 
the  article  and  published  in  the  Janu- 
ary 19,  2000,  JAMA,  the  author,  Ashley 
Wazana,  MD,  examined  the  influence 
of  industry  gifts  to  physicians  (3).  Dr 
Wazana  reported  that  while  some  posi- 
tive outcomes  result  from  the  gifts  to 
physicians  by  pharmaceutical  compa- 
nies, such  as  “improved  ability  to  iden- 
tify the  treatment  for  complicated 
illnesses,”  there  are  many  negative  out- 


comes as  well.  She  wrote  that  in  some 
cases  physicians  were  unable  to  iden- 
tify erroneous  claims  about  a medica- 
tion or  prescribed  the  newer  drug  over 
a generic  drug  even  though  there  was 
no  demonstrated  advantage  to  doing 
so.  None  of  the  studies  examined  pa- 
tient outcomes  measures. 

Dr  Wazana  also  examined  attitudes 
about  receiving  gifts  from  pharmaceu- 
tical industries,  quoting  one  study  from 
1980  as  having  found  that  “85%  of 
medical  students  believe  it  is  improper 


CEJA  Guidelines  on 
Ethics  of  Gifts  to  Physicians 


Many  gifts  given  to  physicians  by  companies  in  the  pharmaceuti- 
cal, device,  and  medical  equipment  industries  serve  an  important 
and  socially  beneficial  function.  For  example,  companies  have 
long  provided  funds  for  educational  seminars  and  conferences. 
However,  there  has  been  growing  concern  about  certain  gifts  from 
Industry  to  physicians.  Some  gifts  that  reflect  customary  prac- 
tices of  industry  may  not  be  consistent  with  the  Principles  of  Med- 
ical Ethics.  To  avoid  the  acceptance  of  inappropriate  gifts, 
physicians  should  observe  the  following  guidelines: 

1.  Any  gifts  accepted  by  physicians  individually  should  primarily 
entail  a benefit  to  patients  and  should  not  be  of  substantial 
value.  Accordingly,  textbooks,  modest  meals,  and  other  gifts  are 
appropriate  if  they  serve  a genuine  educational  function.  Cash 
payments  should  not  be  accepted.  The  use  of  drug  samples  for 
personal  or  family  use  is  permissible  as  long  as  these  practices 
do  not  interfere  with  patient  access  to  drug  samples.  It  would 
not  be  acceptable  for  non-retired  physicians  to  request  free 
pharmaceuticals  for  personal  use  or  use  by  family  members. 

2.  Individual  gifts  of  minimal  value  are  permissible  as  long  as  the 
gifts  are  related  to  the  physician’s  work  (eg,  pens  and  notepads). 

3.  The  Council  on  Ethical  and  Judicial  Affairs  defines  a legiti- 
mate "conference”  or  “meeting”  as  any  activity,  held  at  an  ap- 
propriate location  where  (a)  the  gathering  is  primarily 
dedicated,  in  both  time  and  effort,  to  promoting  objective  sci- 
entific and  educational  activities  and  discourse  (one  or  more 
educational  presentation[s]  should  be  the  highlight  of  the 
gathering),  and  (b)  the  main  incentive  for  bringing  attendees 
together  is  to  further  their  knowledge  on  the  topic(s)  being 
presented.  An  appropriate  disclosure  of  financial  support  or 
conflict  of  interest  should  be  made. 

4.  Subsidies  to  underwrite  the  costs  of  continuing  medical  edu- 
cation conferences  or  professional  meetings  can  contribute  to 
the  improvement  of  patient  care  and  therefore  are  permissible. 
Since  the  giving  of  a subsidy  directly  to  a physician  by  a com- 
pany's representative  may  create  a relationship  that  could  in- 
fluence the  use  of  the  company’s  products,  any  subsidy  should 


be  accepted  by  the  conference’s  sponsor  who  in  turn  can  use 
the  money  to  reduce  the  conference’s  registration  fee.  Pay- 
ments to  defray  the  costs  of  a conference  should  not  be  ac- 
cepted directly  from  the  company  by  the  physicians  attending 
the  conference. 

5.  Subsidies  from  industry  should  not  be  accepted  directly  or  in- 
directly to  pay  for  the  costs  of  travel,  lodging,  or  other  personal 
expenses  of  physicians  attending  conferences  or  meetings, 
nor  should  subsidies  be  accepted  to  compensate  for  the  physi- 
cian’s time.  Subsidies  for  hospitality  should  not  be  accepted 
outside  of  modest  meals  or  social  events  held  as  a part  of  a 
conference  or  meeting.  It  is  appropriate  for  faculty  at  confer- 
ences or  meetings  to  accept  reasonable  honoraria  and  to  ac- 
cept reimbursement  for  reasonable  travel,  lodging,  and  meal 
expenses.  It  is  also  appropriate  for  consultants  who  provide 
genuine  services  to  receive  reasonable  compensation  and  to 
accept  reimbursement  for  reasonable  travel,  lodging,  and  meal 
expenses.  Token  consulting  or  advisory  arrangements  cannot 
be  used  to  justify  the  compensation  of  physicians  for  their  time 
or  their  travel,  lodging,  and  other  out-of-pocket  expenses. 

6.  Scholarship  or  other  special  funds  to  permit  medical  students, 
residents,  and  fellows  to  attend  carefully  selected  educational 
conferences  may  be  permissible  as  long  as  the  selection  of 
students,  residents,  or  fellows  who  will  receive  the  funds  is 
made  by  the  academic  or  training  institution.  Carefully  se- 
lected educational  conferences  are  generally  defined  as  the 
major  educational,  scientific,  or  policymaking  meetings  of  na- 
tional, regional,  or  specialty  medical  associations. 

7.  No  gifts  should  be  accepted  if  there  are  strings  attached.  For 
example,  physicians  should  not  accept  gifts  if  they  are  given  in 
relation  to  the  physician’s  prescribing  practices.  In  addition, 
when  companies  underwrite  medical  conferences  or  lectures 
other  than  their  own,  responsibility  for  and  control  over  the  se- 
lection of  content,  faculty,  educational  methods,  and  materials 
should  belong  to  the  organizers  of  the  conferences  or  lectures. 
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for  politicians  to  accept  a gift,  whereas 
only  46%  found  it  improper  for  them- 
selves to  accept  a gift  of  similar  value 
from  a pharmaceutical  company”  (4). 

: Do  the  right  thing 

Wes  Cleveland,  JD,  of  TMA’s  Office  of 
the  General  Counsel,  says  he  occasion- 
i ally  receives  calls  from  physicians  won- 
dering about  the  appropriateness  of 
I accepting  certain  gifts  they’ve  been  of- 
fered by  the  pharmaceutical  industry. 
Mr  Cleveland  says  he  usually  refers 
them  to  the  CEJA  guidelines,  but 
mostly  reassures  them  that  the  decision 
they’ve  made  about  whether  to  accept 
the  gift  is  correct.  “Most  of  the  time  the 
caller  already  knows  the  right  thing  to 
do,”  Mr  Cleveland  said. 

Mr  Cleveland  says  the  opinion  of  the 
TMA  Board  of  Councilors  is  the  same  as 
that  of  CEJA.  “TMA  members  should 
follow  CEJA  guidelines  on  the  subject,” 
he  said. 

“The  question  physicians  have  to  ask 
themselves  is  whether  the  benefits  that 
are  derived  from  the  encounter  are  out 
of  proportion  to  the  information  that 
might  influence  their  practice  of  medi- 
cine,” said  Dr  Tenery.  He  also  says  he 
believes  that  while  there  is  no  specific 
way  to  enforce  these  guidelines,  “there’s 
no  question  that  Congress  could  come 
in  and  change  these  practices  if  they 
were  judged  inappropriate.”  ★ 
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Battling  supergerms 

Texas  physicians  hope  to  curb  antibiotic  resistance 


Dave  Albers 


hen  Scottish  scientist  Alexan- 
der Fleming  discovered  the 
first  antibiotic  in  1928,  he 
probably  had  no  idea  how 
popular  his  wonder  cure 
would  become.  Today,  antibi- 
otics are  prescribed  for  all 
sorts  of  infectious  conditions  from  otitis 
media  to  meningitis. 

Unfortunately,  the  use  of  antibiotics 
has  spread  almost  as  quickly  as  the  dis- 
eases for  which  they  are  prescribed,  and 
antibiotic  resistance  has  been  fast  to  fol- 
low. Scientists  detected  resistance  in 
gram-positive  and  gram-negative  organ- 
isms even  before  the  widespread  use  of| 
penicillin  in  the  late  1940s.  V 


By  Johanna  Franke,  Associate  editor 
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More  than  50  years  later,  antibiotic 
resistance  has  grown  into  a niajor  pub- 
lic health  problem,  thus  the  Texas  Com- 
mittee for  Judicious  Use  of  Antibiotics 
(TCJUA)  has  set  out  to  teach  physi- 
cians and  patients  how  antibiotics  can 
hurt  as  much  as  they  heal. 

Resistance  isn’t  futile 

The  Centers  for  Disease  Control  and 
Prevention  (CDC)  estimates  about  100 
million  courses  of  antibiotics  are  or- 
dered by  office-based  doctors  each  year 
in  the  United  States.  Half  of  those  are 
being  prescribed  inappropriately  for 
colds,  coughs,  and  other  viral  infec- 
tions rather  than  bacterial  infections. 

Even  appropriate  use  contributes  to 
the  resistance  problem,  as  the  more  an 
antibiotic  is  used,  the  quicker  it  becomes 
useless.  An  article  in  the  May  10,  1999, 
i US  News  & World  Report  relates  the 
growth  in  antibiotic  resistance  to  natural 
selection.  As  most  bacteria  exposed  to  an 
antibiotic  are  killed,  the  fittest  survive 
and  pass  their  survival  traits  to  their  off- 
j spring.  The  resistant  bugs  multiply  with 
j continued  use  of  the  antibiotic,  and  they 
easily  build  resistance  to  other  antibiotics. 
They  also  can  give  their  survival  traits  to 
nearby,  unrelated  bugs.  Scientists  who 
long  ago  turned  their  attention  to  genet- 
ics and  other  cutting-edge  research  now 
are  jumping  back  into  the  study  of  antibi- 


otics to  produce  drugs  to  combat  super- 
germs. for  the  hrst  time  in  30  years,  the 
government  is  approving  new  antibiotics 
such  as  Zyvox  and  Synercid  to  kill  germs 
that  are  resistant  to  everything  else. 

Even  the  General  Accounting  Office 
(GAO)  has  taken  note  of  increasing 
worldwide  antibiotic  resistance.  A GAO 
report  delivered  to  Congress  in  May 
1999  described  how  no  federal  agency 
tracks  all  resistant  infections,  so  human 
and  financial  costs  are  hard  to  calcu- 
late. It  has  been  estimated  by  the  Texas 


Department  of  Health  (TDH)  that  more 
than  $60  million  is  spent  by  the  state 
Medicaid  program  every  year.  If  half  of 
those  prescriptions  were  eliminated,  a 
savings  of  $30  million  per  year  could 
be  realized. 

“We  spend  a lot  of  health  care  dol- 
lars on  antibiotics,”  said  Kate  Hen- 
dricks, MD,  MPH,  division  director  for 
Infectious  Disease  Epidemiology  and 
5urveillance  at  TDH.  “We’re  throwing  a 
lot  of  money  away  by  treating  some- 


thing that  is  tiot  there.  We  could  use 
tho.se  dollars  in  other  areas,  such  as 
prevention.” 

Do  no  harm 

The  economic  impact  of  the  inappro- 
priate use  of  antibiotics  doesn’t  com- 
pare to  the  damage  it’s  causing  the 
public’s  health. 

“The  physician  sees  his  patient  in 
the  context  of  the  individual  that  he  is 
treating,  but  when  you  accumulate  all 
of  these  inappropriate  uses,  you  end  up 


with  a public  health  impact  to  which  all 
physicians  need  to  realize  they  con- 
tribute,” said  5harilyn  Stanley,  MD, 
TDH  associate  commissioner  for  dis- 
ease control  and  prevention. 

Children  are  hit  the  hardest,  as  the 
majority  of  outpatient  antibiotics  are 
prescribed  for  kids  under  age  5.  With 
the  help  of  CDC,  the  American  Acad- 
emy of  Pediatrics  (AAP)  published 
Principles  of  Judicious  Use  of  Antimicro- 
bial Agents  for  Pediatric  Upper  Respira- 


“We’re  throwing  a lot  of  money  away  by  treating 
something  that  is  not  there.  We  could  use  those 
dollars  in  other  areas,  such  as  prevention.” 


How  physicians  can  fight 
antibiotic  resistance 


The  Alliance  for  the  Prudent  Use  of  Antibiotics,  a network  of 
clinicians,  researchers,  policymakers,  and  private  citizens, 
suggests  physicians  do  the  following  to  help  limit  antibiotic 
resistance: 

• Wash  your  hands  thoroughly  between  patient  visits. 

• Do  not  accede  to  patients’  demands  for  unneeded  antibiotics. 

• When  possible,  prescribe  antibiotics  that  target  only  a 
narrow  range  of  bacteria. 

• Isolate  hospitalized  patients  with  multidrug-resistant 
infections. 

• Familiarize  yourself  with  local  data  on  antibiotic  resistance. 


How  patients  can  fight 
antibiotic  resistance 


The  Alliance  for  the  Prudent  Use  of  Antibiotics  suggests 

physicians  communicate  the  following  to  their  patients  to 

combat  antibiotic  resistance; 

• Do  not  demand  antibiotics  from  your  physician. 

• When  given  antibiotics,  take  them  exactly  as  prescribed 
and  complete  the  full  course  of  treatment;  do  not  hoard 
pills  for  later  use  or  share  leftover  antibiotics. 

• Wash  your  hands  properly  to  reduce  the  chance  of  getting 
sick  and  spreading  infection. 

• Wash  fruits  and  vegetables  thoroughly;  avoid  raw  eggs  and 
undercooked  meat,  especially  in  ground  form.  (The  major- 
ity of  food  items  that  cause  diseases  are  raw  or  under- 
cooked foods  of  animal  origin,  such  as  meat,  milk,  eggs, 
cheese,  fish,  or  shellfish.) 

• Use  soaps  and  other  products  with  antibacterial  chemicals 
only  when  protecting  a sick  person  whose  defenses  are 
weakened. 
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tory  Tract  Infections  as  a supplement  to 
the  January  1998  issue  of  Pediatrics. 
These  guidelines  also  are  available  on 
the  Internet  at  wvvw.pediatrics.org/ 
content/voll01/issuel/#SUPPLl. 

Soon  after,  TCJUA,  composed  of 
TDH  officials  and  infectious  disease 
specialists  and  pharmacists  from  the 
state’s  medical  schools,  sent  a survey  to 
1,500  Texas  physicians  pulled  from  the 
American  Medical  Association’s  master 


list.  The  survey  was  intended  to  assess 
the  need  for  educational  activities  tar- 
geted toward  specialty  groups  caring 
for  children,  such  as  pediatricians,  fam- 
ily practitioners,  and  emergency  medi- 
cine specialists.  The  survey  found  that: 

• Pediatricians  are  much  more  famil- 
iar with  the  AAP’s  guidelines  than 
are  family  practice  or  emergency 
medicine  specialists. 

• Half  to  a third  of  all  physician  re- 
spondents begin  antibiotics  for 
streptococcal  pharyngitis  without  a 
positive  lab  test. 

• Only  half  of  pediatricians  and  a 
fourth  of  family  practitioners  and 
emergency  room  specialists  wait 
long  enough  (more  than  10  days)  to 
start  treatment  in  children  with  sus- 
pected sinusitis. 

• A third  or  fewer  physicians  refrain 
from  prescribing  antibiotics  for  non- 
specific upper  respiratory  infections. 

Though  these  results  are  not  surpris- 
ing, they’re  somewhat  disappointing,  Dr 
Hendricks  says.  “You  always  hope  things 
are  better  than  what  people  are  saying. 
There’s  no  group  in  Texas  that  takes  care 
of  children  that  really  knows  the  guide- 
lines by  heart  and  follows  them,”  she  said. 
“But  the  pediatricians  did  a lot  better  than 
family  practitioners  and  emergency  physi- 
cians probably  partly  because  the  guide- 
lines were  published  in  Pediatrics.” 


A question  of  time 

Many  primary  care  physicians’  knowl- 
edge of  antibiotic  use  is  limited  because 
their  time  is  limited,  says  Glen  Mayhall, 
MD,  a member  of  TCJUA  and  a profes- 
sor of  internal  medicine  in  the  Division 
of  Infectious  Diseases  at  The  University 
of  Texas  Medical  Branch  (UTMB)  at 
Galveston.  Dr  Mayhall,  a hospital  epi- 
demiologist, heads  UTMB’s  Department 
of  Health  Care  Epidemiology. 


“You’ve  got  to  make  sure  that  pa- 
tients with  serious  illnesses  are  going  to 
be  treated,”  Dr  Mayhall  said.  “It’s  easier 
to  put  them  on  a lot  of  antibiotics, 
which  will  probably  cover  most  any- 
thing, and  then  you  don’t  have  to  worry 
about  carefully  analyzing  the  case.” 

But  using  antibiotics  to  kill  bacteria 
in  viral  infections  promotes  antibiotic 
resistance,  says  Paul  Glezen,  MD,  an- 
other TCJUA  member  and  a pediatri- 
cian in  the  Microbiology  Department  at 
Baylor  College  of  Medicine  in  Houston. 
“The  data  on  the  use  of  antibiotics  in 
viral  infections  show  that  you  don’t 
prevent  the  bacterial  complications  of 
viral  infections  by  using  antibiotics,”  he 
said.  “In  fact,  all  you  do  is  change  the 
antibiotic  susceptibility  of  the  flora  in 
the  respiratory  tract  so  that  when  a 
complication  occurs,  it  is  more  likely 
due  to  a resistant  bacteria.” 

The  most  effective  method  of  com- 
bating supergerms  is  preventing  them 
in  the  first  place  through  AAP  recom- 
mendations on  influenza  and  pneumo- 
coccal vaccinations.  Dr  Glezen  says. 
But  physicians  also  can  help  fight  an- 
tibiotic resistance  by  improving  viral 
diagnosis  in  clinical  settings  and  study- 
ing the  epidemics  that  are  popping  up 
in  their  communities. 

“This  is  a rapidly  moving  field  with 
new  antimicrobial  agents  being  pro- 
duced and  released  fairly  frequently,”  Dr 
Mayhall  said.  “One  has  to  keep  up  with 


those  new  agents  and  make  sure  what 
their  appropriate  applications  are.” 

TCJUA  is  developing  educational  ma- 
terials that  physicians  can  use  to  earn 
continuing  medical  education  credit  and 
keep  up  with  the  field  (see  “TDH  and 
CDC  Antibiotic  Resistance  Materials,” 
p 50).  Committee  members  also  are  de- 
veloping projects  for  residents,  interns, 
and  medical  students.  In  one  such  pro- 
gram under  consideration,  Texas  med- 
ical school  teams  would  test  their 
antibiotic  knowledge  against  each  other 
and  teams  from  other  states.  If  approved 
by  Texas  Medical  Association’s  Medical 
Student  Section,  the  Antibiotic  Bowl 
would  kick  off  at  TexMed  2001. 

Patient  pressures 

While  the  appropriate  use  of  antibiotics 
is  important,  the  reality  is  it’s  a cus- 
tomer service  issue,  says  Dallas  neona- 
tal-perinatal medicine  specialist 
Dolores  Carruth,  MD,  a member  of  the 
TMA  Council  on  Public  Health. 

“The  patient  comes  to  you  because 
he  doesn’t  feel  well.  Address  the  issues 
— the  cough,  the  runny  nose,  the 
headache  — and  treat  the  symptoms,” 
she  said.  “You’re  never,  ever  going  to 
have  a good  mother  or  father  let  a child 
cough  for  10  to  14  days  as  it  says  in  the 
[AAP]  recommendations.  Your  patient 
has  come  to  you  for  help  — help  him.” 

Meanwhile,  physicians  know  parents 
will  resort  to  over-the-counter  medica- 
tions, Dr  Carruth  says.  “Help  them  in 
their  quest,”  she  said.  Physicians  should 
recommend  appropriate  antihistamines 
and  decongestants  and  instruct  parents 
in  the  use  of  vaporizers  and  other  time- 
proven  remedies  like  nose  drops, 
honey,  and  lemon,  she  adds. 

“And  if  [strep]  culture  results  play  a 
role  in  your  patient’s  therapy,  make  the 
transmission  of  these  results  timely  and 
easy  for  the  patient  and  his  family.  This 
family  is  your  customer,  so  make  them 
satisfied  customers.  Such  a caring  atti- 
tude will  go  a long  way  in  decreasing 
the  patient  demand  for  antibiotics,”  Dr 
Carruth  said. 

“Physicians,  at  times,  really  get 
badgered,”  Dr  Mayhall  said.  “That’s 
why  the  committee  also  is  trying  to  ed- 
ucate parents  about  how  they  should 


“The  data  on  the  use  of  antibiotics  in  viral  infections 
show  that  you  don’t  prevent  the  bacterial 
complications  of  viral  infections  by  using  antibiotics.” 
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Careful 
antibiotic  use 


Rhinitis/sinusitis 

Antibiotics  do  not  effectively  treat  viral  upper  respiratory  illness 
(URI)  or  prevent  subsequent  bacterial  infections. 

Diagnosis  criteria  — Though  most  viral  URIs  involve  the  paranasal 
sinuses,  only  a small  minority  are  complicated  by  bacterial  sinusi- 
tis. Avoid  unnecessary  antibiotic  treatment  by  using  the  following 
strict  criteria  for  diagnosis: 

• Symptoms  of  rhinorrhea  or  persistent  daytime  cough  lasting 
longer  than  10  to  14  days  without  improvement,  or 

• Severe  symptoms  of  acute  sinus  infection,  including  fever 
(>39°  C)  with  purulent  nasal  discharge,  facial  pain  or  tender- 
ness, and  periorbital  swelling. 

Management  recommendations 

• Target  likely  organisms  with  first-line  drugs  such  as  amoxi- 
cillin or  trimethoprin-sulfa  methoxasole. 

• Use  shortest  effective  course.  Improvement  should  be  evident 
in  2 to  3 days.  Continue  treatment  for  7 days  after  symptoms 
improve  or  resolve  (usually  10  to  14  days). 

• Consider  imaging  studies  in  recurrent  or  unclear  cases.  Some 
sinus  involvement  is  frequent  early  in  the  course  of  uncompli- 
cated viral  URI,  so  Interpret  studies  with  caution. 

Excerpted  from  September  13,  1999,  Disease  Prevention  News 
(Texas  Department  of  Health). 

Cough  illness/bronchitis 

Cough  illness/bronchitis  is  principally  caused  by  viral  pathogens. 
Airway  inflammation  and  sputum  production  are  nonspecific  re- 
sponses and  do  not  imply  a bacterial  etiology.  Antibiotics  have 
been  found  ineffective  in  treating  cough  illness/bronchitis,  and 
antibiotic  treatment  of  URIs  does  not  prevent  bacterial  complica- 
tions such  as  pneumonia.  Do  not  use  antibiotics  for  a cough  of 
less  than  10  to  14  days'  duration  in  well-appearing  child  without 
physical  signs  of  pneumonia. 

Consider  antibiotics  for  these  conditions: 

• Suspected  pneumonia,  based  on  fever  with  focal  exam.  Infil- 
trate on  chest  x-ray,  tachypnea,  or  toxic  appearance. 

• Prolonged  cough  (more  than  10  to  14  days  without  improve- 
ment), which  may  suggest  specific  illnesses  (eg,  sinusitis)  that 
warrant  antibiotic  treatment. 

• Suspected  mycoplasma  or  pertussis  in  a child  younger  than  5 
years  old. Treat  with  a macrolide  such  as  erythromycin. 

Excerpted  from  November  8, 1999,  Disease  Prevention  News. 


Otitis  media 

Some  earaches  require  antibiotics  and  some  don't. The  following 
may  help  determine  the  best  treatment  for  otitis  media: 

Acute  otitis  media 

Symptoms  — Ear  pain,  fever 

Findings  — Examination  of  ear  drum  using  pneumatic  otoscopy  +/- 
tympanometry  show's  bulging  yellow  or  red  tympanic  membrane 
with  indistinct  landmarks  and  displaced  light  reflex  and  with  or 
without  mobility. 

Treatment  — Antibiotics;  use  narrow  spectrum  first.  Amoxicillin 
remains  highly  effective  and  is  recommended  as  the  first-line  an- 
tibiotic. 

Otitis  media  with  effusion 

Symptoms  — Ear  pain,  fever 

Findings  — Examination  of  ear  drum  using  pneumatic  otoscopy  +/- 
tympanometry  shows  amber  or  gray  tympanic  membrane  with  im- 
mobility, accentuation  of  landmarks,  displaced  light  reflex,  and  air- 
fluid  level. 

Treatment  — Antibiotics  not  required  for  initial  treatment.  Follow 
up  on  next  scheduled  visit. 

Excerpted  from  December  6, 1999,  Disease  Prevention  News. 

Pharyngitis 

Because  untreated  pharyngitis  caused  by  group  A streptococcus 
(GAS)  can  lead  to  nonsuppurative  sequelae  such  as  rheumatic 
fever,  a perception  exists  that  prompt  empiric  treatment  with  an- 
tibiotics is  warranted.  But  because  most  sore  throats  are  caused 
by  viral  agents  and  only  15%  by  GAS,  empiric  treatment  of  acute 
pharyngitis  with  antibiotics  is  rarely  warranted  and  often  does 
more  harm  than  good.  Follow  these  guidelines  for  appropriate 
treatment  of  pharyngitis: 

• To  ensure  proper  diagnosis  and  treatment  of  sore  throat,  ob- 
tain a positive  result  from  an  antigen  test  (rapid  strep  test)  or 
culture  before  initiating  antibiotic  treatment. 

• If  other  contingencies  make  immediate  antibiotic  treatment 
advisable,  make  sure  to  stop  antibiotics  when  the  preantibiotic 
culture  is  negative,  and  strongly  urge  patients  (or  patients' 
parents)  to  discard  leftover  antibiotics. 

• Use  a penicillin  as  treatment  for  GAS. 

• Use  erythromycin  if  the  patient  is  allergic  to  penicillin. 

Excerpted  from  January  31,  2000,  Disease  Prevention  News. 
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let  their  physicians  make  decisions 
based  on  whether  their  children  have 
infections  that  would  respond  to  an- 
tibiotics as  opposed  to  viral  infections.” 

Though  their  time  is  tight,  physicians 
need  to  teach  their  patients  about  an- 
tibiotic resistance.  “I  know  there’s  a lot  of 
pressure  on  doctors  to  get  through  many 
patients  in  a day,  and  it  takes  longer  to 
educate  these  patients’  parents  than  to 
write  a prescription,”  Dr  Hendricks  said. 
But  physicians  can  help  patients  and 
their  parents  understand  the  difference 


between  viral  and  bacterial  infections 
with  the  help  of  office  personnel  or 
through  printed  materials,  available 
from  TDH  by  calling  (512)  458-7676  or 
e-mailing  Olga.Nuno@tdh.state.tx.us. 

TDH  also  offers  the  following  tips 
for  physicians  when  parents  demand 
antibiotics  for  their  children: 

• Acknowledge  the  child’s  symptoms 
and  discomfort. 

• Explain  to  parents  that  only  bacterial 
infections  can  be  cured  by  antibiotics. 

• Explain  that  unnecessary  antibiotics 
can  be  harmful  by  promoting  resist- 
ant organisms. 


• Promote  active  management  with 
nonpharmacologic  treatments. 

• Give  a realistic  time  course  for  reso- 
lution. 

• Convey  a sense  of  partnership  — do 
not  dismiss  the  illness  as  “just  a viral 
infection.” 

Accepting  the  challenge 

Aside  from  outpatient  use  of  antibi- 
otics, TCJUA  is  studying  antibiotic  re- 
sistance in  hospitals,  day-care  centers, 
and  long-term  care  facilities.  Commit- 


tee members  also  are  looking  at  partic- 
ular challenges  Texas  faces,  such  as 
sharing  a border  with  Mexico. 

Dr  Mayhall  says  patients  are  running 
for  the  border  when  their  physicians  re- 
fuse to  prescribe  them  antibiotics,  as 
Mexico’s  pharmacies  offer  cheap  antibi- 
otics without  prescriptions.  “That  sort 
of  undirected  self-administration  of  an- 
tibiotics for  highly  questionable  indica- 
tions is  a made-to-order  selection  of 
resistance.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org. 


TDH  and  CDC 

antibiotic  resistance  materials 


TheTexas  Department  of  Health  (TDH)  and  the  Centers  for  Disease  Control  and  Pre- 
vention (CDC)  offer  materials  to  promote  judicious  use  of  antibiotics  among  physicians 
and  patients. 

TDH  has  produced  a patient  education  pamphlet  titled  “Antibiotics  Aren't  Always 
the  Answer,"  as  well  as  a physician  education  slide  set  with  continuing  medical  educa- 
tion credit  on  fighting  antibiotic  resistance.  To  order,  call  (512)  458-7676  or  e-mail 
Olga.Nuno@tdh.state.tx.us. 

For  physician  fact  sheets  on  rhinitis/sinusitis,  pharyngitis,  cough  illness/bronchitis, 
and  otitis  media,  visit  www.cdc.gov/ncidod/dbmd/antibioticresistance/educatio.htm  or 
call  (404)  639-4634. 

CDC  also  offers  patient  education  materials,  “prescription”  pads  with  checklists  for 
upper  respiratory  infection  symptomatic  therapy,  and  letters  for  parents  to  give  to  day- 
care center  personnel  that  describe  guidelines  for  a child  with  respiratory  infections  to 
return  to  day  care  without  antibiotics. 


Explain  that  unnecessary  antibiotics  can  be  harmful 
by  promoting  resistant  organisms. 
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We  can  tame  your  office  operations. 

^actice  management  can  be  a three-ring  circus,  but  TMA  Physician  Services  can  help 
your  practice  succeed  in  a managed  care  environment.  Utilize  our  expertise  for  an  extensive 
array  of  practice  management  consulting  services.  Contact  a TMA  consultant  today. 

n Physician 
Services 

(HOO)  52S-8776 

plnjsicia}i_seiT  ices@te.\‘i } ied.org 


Medical  Education 


Getting  paid 

TMA  applies  its  payment  equity  initiatives  to  academic  medical  practices 


©2000,  And!  Marlin/Photonica 


Academic  health  centers  across 
the  country  are  in  a financial  cri- 
sis. They  have  a huge  problem 
with  collecting  claims,  most  of 
which  are  in  good  order.  This  fis- 
cal year  for  these  schools  is  go- 
1 ing  to  be  the  financial  turning 
point  at  which  we  either  have  a shortfall 
or  the  crisis  is  resolved.” 

That  is  the  view  of  problems  with  third- 
party  payers  held  by  James  M.  Berry,  MD, 
an  associate  professor  at  The  University 
of  Texas-Houston  Health  Science  Center 
and  a member  of  the  Texas  Medical  As- 
sociation Subcommittee  for  Academic 
Physicians.  > > 


By  Monica  Maldonado,  Associate  editor 
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Dr  Berry  is  not  alone  in  his  assess- 
ment. In  fact,  in  its  first  meeting  last 
fall,  the  10-member  subcommittee, 
with  representatives  from  each  of  the 
I state’s  health-related  institutions, 
j agreed  that  excessively  delinquent 
claims  payment  is  one  of  the  greatest 
challenges  academic  health  centers 
face.  “For  academic  health  centers,  the 
I amount  ranges  from  30%  to  50%  of 
' claims  that  have  not  been  paid  for  120 
days  or  more  from  the  time  they  were 
submitted,”  Dr  Berry  said. 

, To  help  alleviate  this  problem,  TMA 
' is  making  its  payment  advocacy  initia- 
tives more  available  to  the  health  sci- 
ence centers’  practice  plans.  In 
1 February,  the  subcommittee  requested 
' a pilot  project  to  see  how  this  might 
work.  “The  whole  purpose  of  the  proj- 
i ect  is  to  try  to  look  at  a partnership 
between  TMA  and  the  academic 
health  centers,”  said  Dr  Berry.  “If  we 
can  pool  our  resources  — ours  and 
TMA’s  — the  unified  front  might  con- 
vince payers  that  academic  health 
centers  are  indeed  facing  a crisis  that 
must  be  resolved.” 

It’s  hoped  the  pilot  project,  which  in- 
volves The  University  of  Texas  Health 
Science  Center  at  San  Antonio  (UTHSC- 
San  Antonio),  will  be  able  to  show  pos- 
itive results  by  the  time  TexMed  2000  is 
held  in  San  Antonio  at  the  end  of  May. 

The  pilot  project  was  cited  by  TMA 
President  Alan  C.  Baum,  MD,  of  Hous- 
ton, as  an  example  of  the  efforts  TMA 
is  undertaking  to  demonstrate  the 
value  of  association  membership  to 
Texas  medical  school  faculty  during  his 
opening  remarks  at  the  TMA  Winter 
Conference  in  February. 

In  1997,  the  TMA  Board  of  Trustees 
appointed  the  Task  Force  on  Member- 
ship Development,  chaired  by  Jim  Ro- 
hack,  MD,  of  Temple,  who  will  become 
TMA  president  at  TexMed  2000.  One 
charge  of  the  task  force  was  to  identify 
ways  that  all  Texas  physicians  could  be 
represented  by  TMA,  regardless  of  their 
practice  environment.  Academic  physi- 
cians were  identified  as  a subset  of  the 
membership  that  required  more  focus. 

As  a result,  the  board  appointed  the 
Ad  Hoc  Committee  for  Academic  Physi- 
cians, chaired  by  past  TMA  President 
|l  Mark  Kubala,  MD,  of  Beaumont,  to  ex- 
amine the  membership  needs  of  aca- 


demic physicians.  The  ad  hoc  commit- 
tee determined  that  academic  physi- 
cians do  have  unique  interests  and 
needs,  and  recommended  the  forma- 
tion of  the  Subcommittee  for  Academic 
Physicians  to  report  to  the  Council  on 
Medical  Education. 

Chaired  by  Carlos  Vallbona,  MD,  of 
Baylor  College  of  Medicine,  the  Sub- 
committee for  Academic  Physicians  is 
charged  with  increasing  academic 
membership  below  the  dean  level  by 
enhancing  representation  of  the  aca- 
demic community. 


TMA  alleviates  hassles 

The  problem  of  delinquent  payments  to 
physicians  caused  TMA  to  establish 
payment  advocacy  initiatives,  includ- 
ing the  “hassle  factor”  program,  which 
provides  faxable  Hassle  Factor  Log 
forms  that  allow  physicians’  offices  to 
submit  information  about  their  specific 
payment  problems. 

In  1999,  the  Health  Care  Financing 
Department  received  3,322  individual 
forms.  “Each  one  of  those  may  contain 
numerous  complaints,”  said  Teresa 
Devine,  director  of  the  department, 
which  sometimes  receives  as  many  as 
25  in  one  day. 

When  a hassle  comes  in,  it  is  logged 
and  examined  by  Alan  Tolleson,  TMA’s 
reimbursement  specialist,  who  deter- 
mines where  the  problem  lies  and  ex- 
actly how  much  TMA  should  get 
involved.  “Sometimes  we  find  a prob- 
lem in  the  physician’s  office  process. 


Sometimes  we  find  it’s  a clean  claim  for 
which  they’re  having  trouble  getting  re- 
imbursed,” said  Mr  Tolleson.  “We  can’t 
operate  as  a collection  agency  for  our 
members,  so  we  ask  that  they  exhaust 
all  the  payer’s  avenues  for  complaints 
before  they  contact  us.” 

Then,  a letter  is  sent  to  the  payer  re- 
questing that  it  contact  either  the 
physician  or  TMA.  A copy  also  is  sent  to 
the  Texas  Department  of  Insurance. 

The  program  has  been  successful. 
“We  can  document  recovery  of  about 
$185,000  in  1999  that  the  physician 


members  who  sent  us  hassle  factor 
complaints  wouldn’t  have  gotten  with- 
out us,”  said  Ms  Devine. 

Turning  to  TMA 

Now,  the  Subcommittee  for  Academic 
Physicians  wants  to  try  advocacy  ef- 
forts like  the  Hassle  Eactor  Log.  George 
Crawford,  MD,  director  and  associate 
chair  for  educational  programs  at 
UTHSC-San  Antonio  and  a subcommit- 
tee member,  says  there  are  many  rea- 
sons why  academic  health  centers  have 
not  taken  advantage  of  TMA’s  payment 
advocacy  efforts  until  now.  Among 
them,  he  says,  is  that  academic  physi- 
cians are  more  shielded  from  the  ef- 
fects of  late  payments  than  a private 
practice  physician  might  be.  “They  are 
compensated  differently.  The  academ- 
ics’ salaries  also  depend  on  research 
grants  they  bring  in  and  teaching  activ- 
ities, as  well  as  practice  activities.” 


TIVIA  Advantage 
y Payment  help 


For  more  information  about  theTexas  Medical  Association  Health  Care  Financing  De- 
partment's hassle  factor  program  or  any  of  its  other  payment  advocacy  initiatives,  call 
Teresa  Devine  at  (800)  880-1300,  ext  1415,  or  (512)  370-1415;  or  e-mail  teresa_d@ 
texmed.org.  You  also  can  call  Alan  Tolleson  at  (800)  880-1300,  ext  1407,  or  (512)  370-1407; 
e-mail  alan_t@texmed.org;  or  see  the  “Practice  Management”  section  of  theTMA  Web 
site  at  wvvw.texmed.org. 


“This  hscal  year  for  these  schools  is  going  to  be 
the  hnanoial  turning  point  at  which  we  either 
have  a shortfall  or  the  crisis  is  resolved.” 
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Along  with  that,  academic  physi- 
cians are  not  as  involved  in  the  coding 
and  billing  process.  At  UTHSC-San  An- 
tonio, for  example,  the  physicians  work 
in  what  is  essentially  a large  group 
practice  of  more  than  700  physicians. 
“Many  of  the  billing  mechanisms  for 
academic  facilities  haven’t  accessed  as 
many  resources  or  been  as  nimble  at 
getting  paid  as  some  private  practices,” 
Dr  Crawford  said. 

Early  this  year,  the  subcommittee 
selected  UTHSC-San  Antonio  for  the 
pilot  study.  In  February,  staff  members 
from  the  TMA  Medical  Education  and 
Health  Care  Financing  departments 
met  with  Roger  Davis,  practice  plan  ad- 
ministrator of  UTHSC-San  Antonio,  to 
discuss  specific  goals  and  methodology. 
“For  us,  the  goal  is  to  determine  if 
there’s  added  value  to  working  with 
TMA  on  these  items,”  said  Mr  Davis. 
“TMA  has  obviously  been  doing  pay- 
ment advocacy  for  a while.  We  want  to 
work  with  them  to  identify  issues  that 
are  specific  to  us.”  The  pilot  will  begin 
by  taking  on  30  to  40  payment  hassles. 

Mr  Davis  notes,  however,  that  his 
and  most  academic  health  centers  face 
the  same  hassles  as  private  practices. 
According  to  Ms  Devine,  the  four  most 
frequently  reported  problems  are  delay 
in  payment,  claims  denial,  numerous 
phone  calls  for  a single  claim,  and  tele- 
phone hold  time. 

The  difference,  however,  is  in  how 
academic  health  plans  make  up  for  late 
payments.  As  Dr  Berry  explains, 
though  the  funding  of  each  of  the  med- 
ical schools’  three  missions  (care,  re- 
search, and  teaching)  comes  from 
many  different  sources,  in  the  end, 
when  the  funding  is  lacking,  those  mis- 
sions must  be  scaled  back. 

“We’re  talking  about  some  of  the 
biggest  group  practices  in  Texas.  This  is 
a systematic  problem  that,  if  not  re-i 
solved,  could  affect  every  medicak 
school  in  the  state.  It’s  a potentially! 
lethal  problem,”  he  said.  “We  need  to^ 
be  paid  a little  more  efficiently  by  these 
third-party  payers,  and  I think  TMA  can 
help  us  get  there.”  ★ 
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Treatment  for  some  patients  with  mental 
illness  involves  involuntary  commitment 
to  a mental  hospital  The  Texas  Mental 
Health  Code  establishes  legal  criteria, 
procedures  that  must  be  followed,  and 
the  burden  of  proof  borne  by  the  State  of 
Texas  to  obtain  a commitment.  The  legal 
provisions  protect  patients  from  inappro- 
priate hospitalization  but  often  obstruct 
the  efforts  of  physicians  to  effectively 
treat  patients  with  mental  illness.  By  un- 
derstanding what  appear  to  be  barriers 
to  treatment,  doctors  can  avoid  the  legal 
pitfalls  that  prevent  involuntary  treat- 
ment when  indicated. 


Ms  Stone-Harris  is  an  attorney  who  practices  in 
Bexar  County,  Texas.  She  has  represented  the 
State  of  Texas  in  more  than  1700  mental  health 
commitment  proceedings.  Send  reprint  requests 
to  Ms  Stone-Harris,  1919  Ashprington,  San  Anto- 
nio, TX  78251. 


Avoiding  the  legal  pitfalls  in  mental  health  commitments 

REGINA  STONE-HARRIS,  JD 


INTRODUCTION 

The  Texas  Mental  Health  Code  (the 
Code)  provides  for  the  involun- 
tary treatment  of  mental  illness. 
Specifically,  the  Code  establishes 
legal  criteria  for  involuntary  com- 
mitment, procedures  that  must  be  fol- 
lowed to  commit  a patient  to  a mental 
hospital,  and  the  burden  of  proof  the 
State  bears  in  such  proceedings.  All  of 
these  provisions  were  designed  to  en- 
sure that  persons  with  mental  illness  are 
not  warehoused  in  mental  institutions 
simply  because  of  their  illness.  While 
protecting  the  liberty  interests  of  Texans 
with  mental  illness,  these  safeguards 
frustrate  doctors  who  treat  mental  ill- 
ness and  often  obstruct  the  effectiveness 
of  their  treatment.  Understanding  the 
legal  requirements  for  involuntary  treat- 
ment can  help  physicians  overcome  the 
legal  difficulties  encountered  in  obtain- 
ing an  involuntary  commitment. 

COMMITMENT  CRITERIA 

The  nature  of  mental  illness  sometimes 
necessitates  involuntary  treatment.  Men- 
tal health  professionals,  however,  often 
find  their  efforts  hampered  by  the  Code. 
One  of  the  most  frustrating  aspects  of  the 
Code  is  the  narrow  circumstances  that 
must  exist  before  a patient  can  be  com- 
mitted to  a treatment  facility  for  involun- 
tary treatment  (1).  The  probable  cause 
for  believing  that  these  circumstances  ex- 
ist is  reviewed  by  lawyers  and  judges  at 
every  stage  of  the  commitment  process. 
Consequently,  to  treat  a patient  who  re- 
fuses voluntary  treatment,  the  physician 
must  fully  understand  the  limited  circum- 
stances that  must  exist  for  a commitment. 

First,  the  patient  must  have  a mental 
illness  (2).  While  this  requirement  may 
appear  obvious,  establishing  that  a per- 
son is  mentally  ill  is  an  essential  prereq- 
uisite for  commitment.  For  that  reason, 
an  application  for  involuntary  treatment 
must  state  that  a person  is  mentally  ill. 


Without  such  a statement,  an  attorney 
or  judge  considering  the  application 
must  reject  the  request.  In  addition  to 
mental  illness,  the  patient’s  condition 
must  meet  what  is  commonly  referred  to 
as  the  “commitment  criteria.” 

Specifically,  the  patient,  as  a result  of 
his  mental  illness,  must  meet  one  or 
more  of  the  following  three  commit- 
ment criteria:  likely  to  cause  serious 
harm  to  himself;  likely  to  cause  serious 
harm  to  others;  or  suffering  severe  and 
abnormal  mental,  emotional,  or  physi- 
cal distress,  experiencing  substantial 
mental  or  physical  deterioration  of  the 
ability  to  function  independently,  and 
unable  to  make  a rational  and  in- 
formed decision  about  whether  to  sub- 
mit to  treatment  (3). 

Needless  to  say,  patients  who  are 
mentally  ill  need  treatment  before  they 
deteriorate  to  the  extent  that  one  or 
more  of  these  criteria  exist,  but  these  are 
the  only  times  the  Code  permits  invol- 
untary treatment.  Because  only  these 
conditions  permit  a patient’s  commit- 
ment, the  physician  must  be  able  to 
communicate  the  seriousness  of  a deteri- 
orated patient’s  condition  in  terms  of 
these  commitment  criteria.  To  treat  a pa- 
tient under  a commitment  order,  the 
physician  must  help  the  county  or  dis- 
trict attorney  prove,  in  a legal  proceed- 
ing, that  the  patient  satisfies  one  of  these 
criteria  at  the  time  of  commitment. 

Proving  the  first  two  criteria  (harm 
to  self  or  others)  at  the  time  of  com- 
mitment is  particularly  problematic  be- 
cause of  the  words  “likely”  and 
“serious.”  Consider,  for  example,  the  i 
depressed  patient  who  tries  to  kill  him-  ] 
self  by  taking  an  overdose  of  prescrip- 
tion medication  and  ends  up  in  a ' 
hospital  emergency  room.  After  he  has 
had  his  stomach  pumped  out  for  the  , 
first  time,  the  patient  may  not  be  i 
“likely”  to  overdose  in  the  very  near  fu-  i 
ture.  Nonetheless,  his  actions  probably  ; 
indicate  that  he  requires  inpatient  care 
to  stabilize  his  mental  condition.  The 
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patient,  however,  is  likely  to  protest 
continued  hospitalization,  claiming 
that  his  actions  were  motivated  by  a 
desire  to  get  his  family’s  attention.  The 
patient’s  explanation,  coupled  with  a 
facilitating  family  that  promises  to  take 
care  of  the  patient  at  home,  may  make 
it  almost  impossible  for  the  State’s  at- 
torney to  prove  that  the  patient  is  likely 
to  cause  serious  harm  to  himself  at  the 
time  of  his  commitment  hearing. 

Similar  problems  occur  with  proving 
the  third  criterion  (deterioration  of  abil- 
ity to  function) . A doctor  will  frequently 
rely  on  this  criterion  when  the  patient 
has  been  hospitalized  for  a time  before 
the  commitment  hearing.  After  2 weeks 
in  the  structured  environment  of  the 
hospital,  a recently  compliant  patient  is 
probably  not  likely  to  cause  serious 
harm  to  self  or  others;  however,  the  pa- 
tient may  require  continued  hospitaliza- 
tion to  maximize  his  chances  for 
successful  outpatient  care.  The  fact  that 
the  patient  is  now  complying  voluntarily 
with  treatment,  however,  will  contradict 
the  testimony  of  a doctor  who  feels  that 
the  patient  is  unable  to  make  a rational 
and  informed  decision  about  whether  to 
submit  to  treatment.  As  a result,  the 
third  commitment  criterion  is  as  difficult 
to  prove  as  the  first  two. 

The  narrowness  of  these  criteria 
handicaps  the  mental  health  profes- 
sional who  detects  deterioration  in  a 
noncompliant  patient  because  treat- 
ment must  be  postponed  until  the  pa- 
tient has  deteriorated  further.  Even 
after  the  patient  becomes  “commit- 
table,”  the  burden  of  proof  for  an  in- 
voluntary commitment  makes  it  even 
more  difficult  to  commit  the  patient. 

BURDEN  OF  PROOF 

The  “burden  of  proof”  refers  to  the 
amount  of  evidence  needed  to  support  a 
commitment  order.  Specifically,  the  Code 
requires  the  county  or  district  attorney  to 
prove  that  the  patient  is  mentally  ill  and 


that  he  meets  at  least  one  of  the  commit- 
ment criteria  by  “clear  and  convincing 
evidence”  (4).  This  burden  is  an  ex- 
tremely high  standard  that  falls  between 
the  law’s  highest  standard  of  proof  re- 
quired for  criminal  convictions  (“beyond 
a reasonable  doubt”)  and  the  standard 
used  for  most  other  civil  proceedings 
(“preponderance  of  the  evidence”).  Al- 
though “clear  and  convincing”  is  already 
a higher  standard  than  is  required  for 
o±er  civil  proceedings,  the  Code  raises 
this  standard  by  specifying  what  consti- 
tutes such  evidence  for  an  involuntary 
commitment:  the  State  must  present  ex- 
pert testimony  (typically,  the  testimony 
of  the  patient’s  treating  psychiatrist)  and 
evidence  of  a recent  overt  act  or  continu- 

ing pattern  of  behavior  that  tends  to  con- 
firm the  likelihood  of  serious  harm  to  the 
proposed  patient  or  others  or  that  tends 

to  confirm  the  proposed  patient’s  distress 

and  the  proposed  patient’s  deterioration 

of  ability  to  function  (5).  The  require- 
ment for  a “recent  overt  act  or  continuing 
pattern  of  behavior”  sometimes  poses  an 
impossible  burden. 

Consider  the  depressed  patient  de- 
scribed earlier.  For  a psychiatrist,  a sui- 
cide attempt  by  a severely  depressed 
man  would  appear  to  be  a recent  overt 
act  that  confirms  the  likelihood  of  seri- 
ous harm  to  himself.  A proper  objection 
at  the  patient’s  commitment  hearing, 
however,  will  exclude,  or  at  least  limit 
the  use  of,  a psychiatrist’s  testimony 
about  this  act  because  the  applicable 
evidentiary  rules  require  testimony 
based  on  personal  knowledge.  Because 
the  doctor  did  not  actually  see  his  pa- 
tient take  the  medication  and  probably 
was  not  present  when  the  patient’s 
stomach  was  pumped  out,  the  doctor 
has  no  personal  knowledge  of  his  pa- 
tient’s suicide  attempt.  Thus,  the  physi- 
cian’s hearsay  testimony  can  only  be 
used  to  support  his  or  her  opinion  that 
the  patient  is  likely  to  harm  himself  if 
released  from  the  hospital.  Such  testi- 
mony would  satisfy  the  Code’s  “clear 


and  convincing”  test  but  does  not  sat- 
isfy the  requirement  for  evidence  of  a 
recent  overt  act  or  continuing  pattern 
of  behavior  that  tends  to  confirm  the 
likelihood  of  serious  harm  to  the  pro- 
posed patient  or  others,  or  for  evidence 
that  tends  to  confirm  the  proposed  pa- 
tient’s distress  and  deterioration  of 
ability  to  function.  Although  the  doctor 
who  pumped  the  patient’s  stomach  out 
or  the  emergency  medical  technician 
who  responded  to  the  patient’s  uncon- 
scious body  could  provide  this  testi- 
mony, requiring  these  professional 
people  to  testify  is  simply  unfeasible  in 
a large  county  that  services  numerous 
smaller  counties. 

Large  counties  have  enormous  com- 
mitment dockets  and  conduct  daylong 
hearings  to  commit  patients  from  their 
own  counties  and  from  surrounding 
counties  that  lack  mental  health  treat- 
ment facilities.  For  example,  Bexar 
County  receives  more  than  200  applica- 
tions for  involuntary  commitment  every 
month.  Most  of  these  applications  are 
filed  by  nurses  and  doctors  from  the 
county’s  psychiatric  emergency  rooms 
and  the  Center  for  Health  Care  Services’ 
“Crisis  Center.”  Many  of  these  applica- 
tions are  filed  on  out-of-county  patients 
who  are  taken  to  Bexar  County  for 
emergency  treatment.  Each  application 
must  be  set  for  a probable  cause  hear- 
ing within  72  hours  of  the  patient’s  de- 
tention under  an  Order  of  Protective 
Custody  (OPC)  and  for  a final  hearing 
within  14  days  of  the  application  (6). 
Even  if  the  county  or  district  attorney 
could  identify  and  locate  witnesses  who 
have  personal  knowledge  of  the  events 
that  necessitated  hospitalization,  re- 
quiring them  to  testify  at  weekly  com- 
mitment hearings  would  literally  shut 
down  the  county’s  psychiatric  emer- 
gency services.  Therefore,  the  county  or 
district  attorney  routinely  relies  solely 
on  the  testimony  of  the  patient’s  treat- 
ing psychiatrist.  This  practice,  however, 
is  fraught  with  legal  pitfalls. 
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As  mentioned  previously,  most  trou- 
blesome is  the  legal  requirement  that 
witnesses  testify  based  on  personal 
knowledge  (7).  The  treatment  process 
often  prevents  the  doctor  from  having 
the  personal  knowledge  required. 
Sometimes,  nurses  may  have  the  per- 
sonal knowledge  needed  to  satisfy  the 
second  prong  of  the  “clear  and  con- 
vincing” test.  But,  as  in  the  case  of 
emergency  room  personnel,  requiring 
nurses  to  testify  about  refusal  to  take 
medication  and  the  like  removes  them 
from  the  place  where  they  are  most 
needed  — attending  the  patient. 

The  difficulties  of  proving  the  com- 
mitment criteria  may  multiply  with 
each  additional  day  the  patient  is  hos- 
pitalized under  an  OPC.  For  many  pa- 
tients, the  likelihood  of  acting  out  in 
ways  that  support  commitment  de- 
creases as  the  hospital  stay  lengthens. 
With  more  time  in  the  structured  envi- 
ronment of  the  hospital,  some  patients 
become  more  likely  to  calm  down  and 
to  begin  to  recover,  thereby  reducing 
the  opportunity  to  produce  evidence  of 
a recent  overt  act  or  evidence  of  a con- 
tinuing pattern  of  behavior.  Conse- 
quently, the  burden  of  proof,  coupled 
with  the  narrowness  of  the  commit- 
ment criteria,  makes  committing  a men- 
tally ill  person  extremely  difficult.  Still 
other  provisions  of  the  Code  complicate 
further  the  commitment  process. 

PROCEDURAL  DUE  PROCESS 
UNDER  THE  CODE 

Because  the  patient’s  liberty  is  at  stake, 
the  Code  contains  provisions  designed 
to  ensure  that  the  patient  receives  due 
process.  Notably,  the  court  is  required 
to  appoint  an  ad  litem  attorney  when 
an  OPC  is  issued  (8).  Specifying  the 
duties  of  the  ad  litem  attorney,  the 
Code  tasks  the  attorney  to  advise  his 
client  about  the  wisdom  of  accepting 
treatment  but  also  mandates  that  the 
patient  decide  whether  to  agree  to,  or 
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resist,  efforts  for  his  treatment  (9).  The 
Code  specifies  the  following  provision; 

Regardless  of  an  attorney’s  personal 
opinion,  the  attorney  shall  use  all 
reasonable  efforts  within  the  bounds 
of  law  to  advocate  the  proposed  pa- 
tient’s right  to  avoid  court-ordered 
mental  health  services  if  the  pro- 
posed patient  expresses  a desire  to 
avoid  the  services  (10). 

Thus,  the  ad  litem  attorney  is  bound 
by  statute  to  advocate  his  client’s 
wishes  when  the  patient  expresses  the 
desire  to  leave  the  hospital  or  to  refuse 
treatment.  The  nature  of  mental  illness 
makes  such  rejection  of  treatment  a 
common  occurrence,  triggering  the  dif- 
ficulties discussed  above. 

To  represent  his  client’s  wishes,  an 
effective  ad  litem  attorney  will  rely  on 
the  evidentiary  rules  that  exclude 
hearsay  testimony  (11).  This  reliance 
will  often  exclude  or  strictly  limit  (12) 
the  use  of  a physician’s  testimony 
about  acts  that  are  factored  into  the 
medical  evaluation.  The  rules  about 
hearsay  are  particularly  perplexing  to 
doctors,  who  in  providing  treatment 
must  rely  on  statements  from  family 
members  and  nursing  staff,  as  well  as 
from  the  patient.  Knowing  this,  ad 
litem  attorneys  often  question  a testify- 
ing doctor  about  the  source  of  the  facts 
of  his  testimony  to  demonstrate  that 
the  witness  lacks  the  personal  knowl- 
edge needed  to  prove  the  case. 

Many  exceptions  exist  to  the  rule 
against  hearsay  — eg,  statements  made 
for  the  purposes  of  medical  diagnosis 
(13)  and  business  records  exception  for 
medical  records  (14).  However,  excep- 
tions only  admit  hearsay  testimony  for 
a limited  purpose:  to  support  the  doc- 
tor’s expert  opinion  that  the  patient  is 
mentally  ill  and  that  he  meets  commit- 
ment criteria.  This  limitation  often 
leaves  the  court  without  the  evidence 
of  a recent  overt  act  or  continuing  pat- 
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tern  of  behavior  that  is  needed  to  order 
the  commitment. 

Another  problem  lies  in  the  Code’s 
requirement  that  the  case  be  set  for  a fi- 
nal hearing  within  14  days  after  the  ap- 
plication is  filed  with  the  county  clerk’s 
office  (15).  This  provision  ensures  that 
patients  not  be  detained  indefinitely  or 
unnecessarily.  But  when  patients  are 
moved  from  a private  hospital  to  a 
state  hospital  after  their  insurance  cov- 
erage is  exhausted,  the  state  psychia- 
trist is  often  disadvantaged.  In  this 
situation,  the  new  treating  physician 
may  not  have  even  had  time  to  fully  ex- 
amine the  patient  before  the  case  is  set 
for  a final  hearing  and  cannot  possibly 
provide  the  testimony  needed  to  com- 
mit the  patient  even  though  further 
hospitalization  is  needed. 

Despite  these  obstacles,  many  of  the 
legal  pitfalls  involved  in  the  involun- 
tary commitment  process  can  be 
avoided.  What  physicians  can  do  to  fa- 
cilitate the  treatment  of  an  unwilling, 
mentally  ill  patient  is  described  below. 

THE  DOCTOR-PATIENT  PRIVILEGE 

The  communications  between  a doctor 
and  a patient  are  an  integral  part  of  the 
doctor’s  clinical  assessment  of  the  pa- 
tient’s mental  condition.  Because  these 
communications  are  so  important  to  a 
physician’s  assessment,  the  patient’s 
statements  are  a necessary  part  of  the 
physician’s  testimony  during  a commit- 
ment proceeding.  But  unlike  many 
other  statements  relied  upon  to  make  a 
clinical  assessment,  the  patient’s  state- 
ments are  admissible  under  an  excep- 
tion to  the  hearsay  rule  that  permits 
testimony  about  statements  “made  for 
the  purposes  of  medical  diagnosis  or 
treatment  and  describing  past  medical 
history”  (16).  Because  the  physician, 
has  personal  knowledge  of  these  state- 1 
ments,  testimony  based  on  them  may: 
establish  evidence  that  satisfies  the  cri- 
teria for  commitment. 
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while  not  automatically  excluded  by 
the  hearsay  rule,  communications  with 
the  patient  are  still  ordinarily  confiden- 
tial. The  rules  of  evidence  protect  this 
confidentiality  by  prohibiting  a doctor 
from  testifying  about  patient  communi- 
cations under  the  physician-patient 
privilege  (17).  But  under  an  exception 
to  this  privilege  in  involuntary  commit- 
ment proceedings  (18),  a doctor  may 
testify  about  patient  communications 
during  a commitment  proceeding  if 
“the  judge  finds  that  the  patient,  after 
having  been  previously  informed  that 
communications  would  not  be  privi- 
leged, has  made  communications  to  a 
professional  in  the  course  of  a court-or- 
dered examination  relating  to  the  pa- 
tient’s mental  or  emotional  condition 
or  disorder,  providing  that  such  com- 
munications shall  not  be  privileged 
only  with  respect  to  the  patient’s  men- 
tal or  emotional  health”  (19).  This 
means  that  doctors  may  testify  about 
what  patients  have  told  them  provided 
the  patients  have  been  advised  before 
their  examinations  that  the  doctor-pa- 
tient privilege  does  not  apply  to  their 
statements  to  doctors  during  detention 
under  an  OPC.  Otherwise,  even  the 
most  relevant  patient  statements  — 
“the  food  is  poison,”  “the  mafia  is  out 
to  get  me,”  “I  want  to  die”  — are  privi- 
leged and  protected  from  disclosure.  As 
a result,  doctors  must  advise  patients  at 
every  stage  of  the  commitment  process 
that  the  physician-patient  privilege 
does  not  apply. 

Unfortunately,  informing  patients 
that  the  doctor-patient  privilege  does 
not  apply  can  create  treatment  prob- 
lems at  times  when  doctors  are  trying 
to  develop  patients’  trust.  Nevertheless, 
if  a patient  is  not  informed  that  the 
privilege  does  not  apply,  the  physician 
may  have  nothing  to  support  his  or  her 
expert  opinion  that  the  patient  requires 
inpatient  treatment.  In  that  event,  the 
doctor  has  done  the  patient  more  harm 
than  good  because  the  judge  will  be 


forced  to  dismiss  the  application  for 
treatment  and  the  patient  will  be 
promptly  discharged  from  the  hospital. 
To  avoid  this  pitfall,  the  physician  must 
inform  the  patient  that  the  physician- 
patient  privilege  does  not  apply  to  invol- 
untary commitment  proceedings  and 
document  this  notice  in  the  patient’s 
medical  chart. 

COMPLETING  THE  CERTIEICATE 
OF  MEDICAL  EXAMINATION 

The  Code  is  very  specific  about  what 
must  be  included  in  the  legal  pleadings 
required  for  commitment  (20).  As  a re- 
sult, most  lawyers  involved  in  the  com- 
mitment process  have  developed 
preprinted  forms  for  applicants  and 
doctors  to  fill  out.  The  forms  bear  titles 
such  as  “Application  for  Court-Ordered 
Mental  Health  Services”  and  “Certifi- 
cate of  Medical  Examination  for  Mental 
Illness.”  These  forms  will  be  rejected 
unless  each  and  every  blank  is  filled  out 
completely  because  the  blanks  reflect 
the  Code’s  requirements.  While  the 
forms  may  appear  to  be  just  paperwork, 
the  proper  completion  of  forms  is  es- 
sential to  the  legal  detention  of  a pa- 
tient because  they  constitute  the  legal 
basis  for  holding  the  patient  until  a final 
commitment  hearing.  Relying  upon  an 
incomplete  form  subjects  an  OPC  to 
challenge  by  an  unwilling  patient’s  ad 
litem  attorney.  If  the  challenge  is  sus- 
tained, the  physician  may  be  forced  to 
release  a medically  unstable  patient. 

Most  forms  used  to  document  the 
results  of  the  physician’s  examination 
require  a diagnosis.  Initially,  lawyers 
involved  in  the  commitment  process 
will  probably  consult  the  DSM-IV  to  as- 
certain whether  the  physician  has  diag- 
nosed a mental  illness.  Most  lawyers 
and  judges  are  not  doctors  and,  there- 
fore, want  to  ensure  that  the  legal 
pleadings  reflect  a mental  illness  that 
can  be  proved  up  legally  on  the  face  of 
the  document  itself.  Knowing  this,  a 


physician  should  use  a mental  illness  or 
mental  disorder  listed  in  the  DSM-IV  in 
diagnosing  the  patient’s  condition. 

If  completing  the  certificate  of  med- 
ical examination  to  obtain  an  OPC,  a 
physician  must  indicate  that  the  patient 
is  likely  to  cause  serious  harm  to  him- 
self or  others.  Although  the  Code  allows 
commitment  based  on  the  deterioration 
criterion  alone,  the  Code  only  permits 
the  court  to  issue  an  OPC  if  the  patient 
“presents  a substantial  risk  of  serious 
harm  to  himself  or  others  if  not  imme- 
diately restrained  pending  the  [commit- 
ment] hearing”  (21).  In  other  words, 
patients  can  be  placed  under  an  OPC  if 
they  are  “committable”  under  either  the 
first  or  second  criterion.  The  doctor’s 
evaluation  that  a patient  presents  a sub- 
stantial risk  of  serious  harm,  however, 
may  be  based  on  the  patient’s  behavior 
or  “by  evidence  of  severe  emotional  dis- 
tress and  deterioration  in  proposed  pa- 
tient’s mental  condition”  (22). 

Regardless  of  which  commitment  cri- 
terion applies,  the  doctor  must  support 
his  or  her  opinion  that  a patient  is  “com- 
mittable” with  specific  details  explaining 
why  the  patient  cannot  remain  at  liberty 
(23).  Although  most  examination  forms 
contain  blank  lines  for  physicians  to 
record  statements  or  actions  that  support 
their  opinions,  doctors  typically  record 
only  the  symptoms  of  the  patient’s  condi- 
tion on  the  medical  certificate  without 
explaining  the  medical  significance  of 
the  symptoms  — ie,  “the  patient  has  not 
been  sleeping”  rather  than  “the  patient’s 
mania  has  prevented  him  from  sleeping 
for  3 days,  seriously  jeopardizing  his 
health.”  As  a result,  many  certifications 
of  medical  examination  do  not  legally 
support  an  OPC  because  they  do  not  in- 
dicate why  the  patient  cannot  remain  at 
liberty.  An  example  is  the  paranoid  schiz- 
ophrenic who  refuses  to  eat.  Simply  stat- 
ing that  “the  patient  is  not  eating”  does 
not  convey  why  that  patient  must  be  de- 
tained under  an  OPC.  Stated  this  way, 
the  patient  may  not  be  eating  because  he 
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just  finished  a meal  and  is  not  hungry. 
But  a statement  that  “the  patient  refuses 
to  eat  because  he  is  experiencing  para- 
noid delusions  and  believes  his  food  is 
poison;  without  treatment,  the  patient 
will  seriously  decompensate”  conveys 
why  the  patient  should  not  remain  at  lib- 
erty pending  a commitment  hearing.  To 
obtain  an  OPC,  the  physician  must  include 
details  that  explain  why  the  proposed  pa- 
tient presents  a substantial  risk  of  serious 
harm  to  himself  or  others  so  that  he  can- 
not remain  at  liberty. 

TESTIFYING  AT  THE 
COMMITMENT  HEARING 

If  the  application  for  treatment  and  the 
medical  certificate  indicate  that  a com- 
mitment criterion  exists,  the  patient  will 
be  placed  under  an  OPC  and  scheduled 
for  a probable  cause  hearing  (24).  The 
purpose  of  the  hearing  is  to  determine 
whether  probable  cause  exists  to  believe 
that  the  proposed  patient  presents  a sub- 
stantial risk  of  harm  to  himself  or  others 
if  not  detained  (25).  In  small  counties, 
testimony  may  be  required  from  the  ap- 
plicant and  the  first  examining  physi- 
cian; but  in  large  counties,  the  probable 
cause  hearing  is  probably  an  informal, 
nonevidenciary  hearing  among  the  pro- 
posed patient,  his  ad  litem  attorney,  the 
county  or  district  attorney,  and  a Judge. 
Because  this  hearing  occurs  so  quickly 
after  the  patient’s  initial  detention,  most 
Judges  find  probable  cause  to  hold  the 
patient  until  a final  commitment  hear- 
ing. At  this  point,  many  patients  who  ini- 
tially resisted  treatment  will  choose  to 
receive  treatment  voluntarily.  But  if  a pa- 
tient decides  to  resist  treatment,  the  dif- 
ficulties discussed  earlier  will  be 
triggered.  As  a result,  finding  probable 
cause  will  give  the  physician  time  to 
evaluate  the  patient  and  to  collect  the  in- 
formation needed  for  testimony  at  the  fi- 
nal commitment  hearing. 

In  large  counties,  the  physician’s  tes- 
timony must  serve  two  purposes:  to  sat- 


isfy the  State’s  burden  to  produce  expert 
testimony  and  to  produce  evidence  of  a 
recent  overt  act  or  continuing  pattern  of 
behavior.  As  discussed  earlier,  a treating 
physician  will  rarely  have  personal 
knowledge  of  a recent  overt  act  because 
patients  usually  do  not  act  out  in  their 
doctors’  presences;  however,  the  physi- 
cian probably  has  personal  knowledge 
of  many  behaviors  that  confirm  that  the 
patient  is  experiencing  mental  distress 
and  confirm  that  he  is  losing  his  ability 
to  function  independently.  As  a result, 
the  physician  must  rely  on  personal  ob- 
servations of  the  patient’s  behavior  for 
his  or  her  testimony  at  the  commitment 
hearing.  To  testify  effectively,  a doctor 
must  translate  the  clinical  terms  that  de- 
scribe the  patient  (eg,  pressured  speech, 
labile  mood,  and  loose  associations) 
into  words  that  lawyers  and  Judges  rec- 
ognize as  behavior  confirming  mental 
distress  and  deterioration;  in  other 
words,  the  patient’s  symptoms  must  be 
presented  as  a continuing  pattern  of  be- 
havior that  demonstrates  distress  and 
the  inability  to  function  independently. 

As  an  illustration,  consider  classic 
symptoms  of  schizophrenia  — disor- 
ganized speech,  grossly  disorganized 
behavior,  inappropriate  affect,  and  ab- 
normal psychomotor  activity  — and 
how  a physician  might  testify  about 
these  symptoms  to  support  the  opinion 
that  the  patient  is  committable  on  the 
basis  of  the  deterioration  criterion: 

State’s  attorney:  Doctor,  is  Mr 
Jones  suffering  severe,  abnormal 
mental,  emotional,  or  physical  dis- 
tress? 

Doctor:  Yes. 

State’s  attorney:  How  do  you  know 
Mr  Jones  is  suffering  distress? 

Doctor:  Well,  Mr  Jones’  speech  is 
disorganized.  His  behavior  is  bizarre 
and  his  affect  is  inappropriate.  He  is 


also  experiencing  abnormal  psy- 
chomotor activity. 

State’s  attorney:  Do  these  symp- 
toms represent  behavior  that  con- 
firms your  patient’s  distress? 

Doctor:  Yes,  they  do. 

State’s  attorney:  What  do  these 
behaviors  indicate  in  terms  of  your 
patient’s  ability  to  function  inde- 
pendently? 

Doctor:  Well,  he  cannot  function  in- 
dependently at  the  present  time. 

State’s  attorney:  Is  the  patient  ex- 
periencing a substantial  deteriora- 
tion in  his/her  ability  to  function 
independently? 

Doctor:  Yes. 

State’s  attorney:  Does  your  pa- 
tient’s distress  endanger  his  health? 

Doctor:  Most  certainly. 

State’s  attorney:  Does  the  patient 
have  the  ability  to  make  a rational 
and  informed  decision  about 
whether  to  submit  to  treatment? 

Doctor:  Not  at  the  present  time. 

State’s  attorney:  Why  do  you  be- 
lieve that  the  patient  is  not  able  to 
make  a rational  and  informed  deci- 
sion about  submitting  to  treatment? 

Doctor:  For  one  thing,  Mr  Jones  did 
not  choose  to  seek  treatment  prior 
to  his  admission.  He  was  brought  to 
the  hospital  involuntarily. 

From  a medical  perspective,  the  doc- 
tor’s responses  appear  to  be  sufficient. 
From  a legal  perspective,  however, 
these  responses  are  insufficient,  prima- 
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rily  because  the  doctor  testified  about 
symptoms  using  clinical  terms  that 
mean  nothing  to  lawyers  and  judges. 
Even  if  the  lawyers  and  judges  involved 
in  the  specific  commitment  proceeding 
understood  the  doctor,  the  doctor’s 
words  would  mean  nothing  to  the 
lawyers  and  judges  who  would  review 
the  proceeding  if  the  patient  appeals 
the  commitment  order.  Although  this 
type  of  testimony  is  often  meaningful  to 
judges  who  conduct  mental  health  pro- 
ceedings, commitment  orders  based  on 
this  type  of  testimony  are  routinely  re- 
versed on  appeal.  Essentially,  these  or- 
ders are  reversed  because  the  evidence 
does  not  show  why  the  patient’s  symp- 
toms confirm  the  patient’s  distress  and 
his  inability  to  function  independently. 
Clinical  words  like  “labile  mood”  or  “in- 
appropriate affect”  simply  do  not  mean 
anything  to  lawyers.  On  the  other  hand, 
the  doctor  could  have  relied  on  the 
same  symptoms  and  testified  in  a way 
that  produced  evidence  that  confirms 
the  patient’s  distress  and  his  deteriora- 
tion. Consider  the  following  testimony; 

State’s  attorney:  Doctor,  is  Mr  Jones 

suffering  severe,  abnormal  mental, 

emotional,  or  physical  distress? 

Doctor:  Yes. 


State’s  attorney:  How  do  you  know 
Mr  Jones  is  suffering  distress? 


I 


1 
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Doctor:  Well,  for  one  thing,  Mr  Jones’ 
speech  is  disorganized.  By  disorgan- 
ized, I mean  that  he  keeps  getting  off 
track  when  responding  to  a simple 
question.  He’s  not  able  to  focus  on  a 
single  topic.  Instead,  he  talks  about 
several  topics  other  than  the  topic  I 
asked  him  about.  Yesterday,  I asked 
Mr  Jones  how  he  was  feeling.  He  be- 
gan to  answer  me  by  telling  me  ±at 
he  had  not  slept  well  but  then  began 
to  talk  about  the  feel  of  his  skin  to  his 
fingertips.  This  is  what  doctors  call 


1 Tel  800.880.1300 


“loose  association.”  Loose  association 
is  a symptom  of  untreated  schizophre- 
nia. It  shows  that  the  patient’s  think- 
ing is  disorganized.  Mr  Jones’ 
behavior  is  also  bizarre.  For  example, 
he  dresses  in  multiple  layers  of  cloth- 
ing. While  this,  in  itself,  does  not 
make  a person  committable,  this  be- 
havior coupled  with  other  symptoms 
indicates  that  Mr  Jones  is  suffering 
mental  distress.  Mr  Jones  also  exhibits 
a symptom  referred  to  as  “inappropri- 
ate affect.”  I know  Mr  Jones’  affect  is 
inappropriate  because  I have  also  ob- 
served Mr  Jones  act  silly,  like  a child, 
when  discussing  his  suicidal  thoughts. 
Certainly,  suicidal  thoughts  are  very 
serious,  and  laughing  and  giggling  are 
not  appropriate  behaviors.  I have  also 
observed  Mr  Jones  become  very  agi- 
tated when  I try  to  talk  to  him  about 
medications  that  are  needed  to  treat 
his  mental  illness.  He  simply  does  not 
believe  he  has  a mental  illness. 

State’s  attorney:  Do  you  consider 
the  symptoms  you  just  described  to 
be  behaviors  that  confirm  your  pa- 
tient’s distress? 

Doctor:  Certainly.  Mr  Jones  is  also 
experiencing  abnormal  psychomotor 
activity.  I have  seen  him  pacing  the 
hallways  of  his  unit  when  activities 
are  available  for  his  recreation.  He 
also  “rocks”  during  group  sessions. 
Rocking  and  pacing  are  considered 
abnormal  psychomotor  activity 
when  present  with  other  symptoms 
like  those  I have  described.  Mr 
Jones’  rocking  and  pacing  confirms 
my  belief  that  he  is  experiencing  a 
great  deal  of  mental  distress  as  a re- 
sult of  not  being  treated. 

State’s  attorney:  What  do  these  be- 
haviors indicate  in  terms  of  Mr  Jones’ 
ability  to  function  independently? 

Doctor:  Well,  his  behavior  indicates 


that  he  cannot  function  independ- 
ently at  the  present  time.  His  illness 
cannot  be  cured,  but  it  can  be 
treated  to  allow  him  to  live  outside 
a hospital.  But  his  thinking  is  just 
too  disorganized  right  now  for  him 
to  be  able  to  comply  with  treatment 
as  an  outpatient.  He’s  just  not  stable 
enough  to  take  the  medication  he 
needs  on  a prescribed  basis. 

State’s  attorney:  Is  Mr  Jones  experi- 
encing a substantial  deterioration  in 
his  ability  to  function  independently? 

Doctor:  Yes.  In  his  present  condi- 
tion, his  judgment  is  just  too  im- 
paired for  him  to  function  on  his 
own.  Right  now,  Mr  Jones  needs 
prompting  and  assistance  with 
many  self-care  tasks. 

State’s  attorney:  Does  Mr  Jones’ 
distress  endanger  his  health? 

Doctor:  Most  certainly.  He  must  re- 
ceive treatment  or  he  will  deteriorate 
further,  and  further  deterioration  will 
prolong  his  recovery  period. 

State’s  attorney:  Does  the  patient 
have  the  ability  to  make  a rational 
and  informed  decision  about  whether 
to  submit  to  treatment? 

Doctor:  Not  at  the  present  time. 

State’s  attorney:  Why  do  you  be- 
lieve that  the  patient  is  not  able  to 
make  a rational  and  informed  deci- 
sion about  submitting  to  treatment? 

Doctor:  For  one  thing,  Mr  Jones  did 
not  choose  to  seek  treatment  prior  to 
his  admission.  He  was  brought  to  the 
hospital  involuntarily.  Although  he  has 
improved  a little  since  his  admission, 
Mr  Jones  still  does  not  believe  he  is 
mentally  ill.  Because  he  does  not  be- 
lieve he  is  mentally  ill,  he  will  not  take 
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the  medications  he  needs  for  treat- 
ment outside  the  hospital.  We  need  to 
work  with  him  here  in  the  hospital 
and  help  him  develop  the  insight  that 
he  needs  to  make  a rational  and  in- 
formed decision  about  treatment. 

Granted,  the  above  testimony  seems 
somewhat  redundant  and  laborious, 
but  note  how  this  testimony  focuses  on 
behavior  the  doctor  has  observed.  Be- 
cause the  testimony  is  based  on  the 
doctor’s  personal  observations  of  the 
patient’s  behavior,  the  testimony  is  all 
admissible  as  evidence  of  a continuing 
pattern  of  behavior  that  confirms  the 
patient’s  distress  and  his  deterioration 
of  ability  to  function. 

If  the  treating  physician  has  not  ob- 
served a recent  overt  act  that  confirms 
the  likelihood  of  serious  harm  to  the 
patient  or  others,  or  a recent  overt  act 
that  confirms  the  patient’s  distress  and 
his  deterioration  of  ability  to  function, 
then  the  physician  must  rely  on  obser- 
vations of  the  patient’s  symptoms  and 
explain  how  those  symptoms  represent  a 
continuing  pattern  of  behavior  that  indi- 
cates that  the  patient  is  likely  to  harm 
himself  or  others,  or  that  indicates  his 
distress  and  deterioration. 

BRING  ANOTHER  WITNESS 

If  a patient  has  committed  an  overt  act 
since  coming  to  the  hospital  that  indi- 
cates that  he  is  a harm  to  himself  or 
others  (striking  out  at  hospital  staff  or 
another  patient),  or  that  he  is  suffering 
distress  and  deterioration  (charging  at 
the  door,  cheeking  medicine),  the 
physician  will  probably  know  about  the 
act  even  if  he  or  she  did  not  observe  it. 
The  State’s  attorney,  however,  will  not 
know  the  incident  occurred.  As  a result, 
the  State  will  not  call  the  person  who 
observed  the  act  to  testify  at  the  com- 
mitment hearing  unless  the  doctor 
identifies  the  person  as  a witness. 

The  physician  should  attempt  to  ad- 
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vise  the  State’s  attorney  about  the  addi- 
tional witness  before  the  hearing,  but  if 
that  is  not  possible,  the  physician  should 
just  take  the  witness  to  court.  Eirst,  the 
physician  should  testify  about  the  act 
and  explain  its  importance  in  the  assess- 
ment of  the  patient’s  condition.  Even  if 
the  person  with  personal  knowledge  of 
the  act  testifies,  the  doctor’s  testimony  is 
required  to  explain  why  the  act  confirms 
that  the  patient  is  a harm  to  himself  or 
others,  or  why  the  act  confirms  the  pa- 
tient’s distress  and  deterioration.  If  and 
when  such  testimony  draws  a hearsay 
objection,  the  doctor  can  simply  state 
that  the  witness  with  personal  knowl- 
edge is  standing  by  to  testify.  The  State’s 
attorney  can  then  call  the  witness  to  tes- 
tify. The  additional  witness  is  especially 
important  when  the  doctor  is  not  confi- 
dent about  translating  his  or  her  per- 
sonal observations  into  a continuing 
pattern  of  behavior  that  confirms  the 
patient  is  likely  to  harm  himself  or  oth- 
ers, or  that  confirms  the  patient’s  dis- 
tress and  deterioration.  If  a doctor  knows 
about  a recent  overt  act  that  confirms  the 
patient  is  a harm  to  himself  or  others,  or 
confirms  the  patient’s  distress  and  deteri- 
oration, the  doctor  should  take  the  wit- 
ness with  personal  knowledge  of  that  act 
to  the  commitment  hearing  to  testify 
about  that  act. 

RESETTING  THE  CASE 

Once  they  are  in  the  structured  envi- 
ronment of  the  hospital  under  an  OPC, 
many  patients  will  not  need  to  be  com- 
mitted. Patients  often  settle  down  once 
they  enter  the  hospital  and  voluntarily 
accept  treatment.  If  a patient  starts  to 
comply  with  treatment  before  his  com- 
mitment hearing,  and  if  he  requires 
only  short-term  hospitalization,  he 
probably  can  be  stabilized  without 
needing  to  be  committed.  Instead,  the 
commitment  hearing  can  be  “contin- 
ued,” or  postponed,  to  the  following 
week  to  allow  time  for  the  patient  to 
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improve  (26). 

Likewise,  a patient  who  agrees  to 
voluntary  treatment  probably  does  not 
need  to  be  committed.  If  the  patient 
voluntarily  admits  himself  to  the  hospi- 
tal, and  if  the  doctor  feels  confident 
that  the  patient  will  accept  treatment 
voluntarily,  the  doctor  can  notify  the 
county  clerk’s  office  to  dismiss  the  ap- 
plication for  involuntary  treatment.  If, 
however,  the  doctor  feels  uncomfort- 
able about  the  patient’s  agreement,  the 
doctor  should  ask  the  State’s  attorney 
to  request  a continuance  to  postpone 
the  commitment  hearing.  Patients  can 
be  held  under  an  OPC  for  up  to  30 
days.  In  the  event  that  the  patient  re- 
lapses and  begins  to  resist  treatment, 
the  patient  is  still  detained  under  an 
OPC  and  the  court  can  proceed  with 
commitment.  To  obtain  a continuance, 
the  State’s  attorney  must  provide  the 
court  with  “good  cause”  for  postponing 
the  hearing  (27). 

Continuing  appropriate  cases  af- 
fords many  benefits.  The  patient  can  be 
treated  under  an  OPC  and,  thereby,  can 
avoid  the  stigma,  whether  real  or  imag- 
ined, of  being  committed  to  a mental 
hospital.  The  physician  should  always 
consider  continuing  the  case  when  the 
patient  is  very  young.  Young  patients 
will  face  a variety  of  job  and  school  ap- 
plications in  their  futures.  These  appli- 
cations often  ask  applicants  about 
involuntary  treatment  for  mental  ill- 
ness. A continuance  can  also  help 
maintain  patient  trust  by  avoiding  the 
need  to  testify  “against”  the  patient  in 
court.  The  time  that  would  otherwise 
be  used  to  testily  can  be  used  instead 
to  treat  the  patient.  A continuance  can 
provide  time  also  to  collect  information 
the  doctor  needs  to  testify  more  effec- 
tively in  court. 

Despite  the  benefits  of  continuances, 
many  cases  must  proceed  to  final  com- 
mitment hearings.  Eor  example,  a pa- 
tient who  refuses  necessary  medication 
must  proceed  to  commitment  because 
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the  Code  only  provides  for  compelled 
medication  under  a commitment  order. 
Patients  who  require  treatment  for  more 
than  30  days  must  be  committed  if  they 
do  not  consent  to  voluntary  treatment. 
Ideally,  commitment  hearings  should  be 
conducted  only  when  the  patient  re- 
quires more  than  a few  weeks  of  treat- 
ment or  when  the  patient  refuses,  or 
lacks  the  capacity  to  consent  to,  medica- 
tion. If  treating  a patient  without  commit- 
ment is  possible,  the  doctor  should  ask  the 
State’s  attorney  to  request  a continuance. 

THE  ULTIMATE  SOLUTION: 
OUTPATIENT  MEDICATION 
ORDERS 

Many  of  the  difficulties  encountered  in 
treating  mental  patients  are  exacerbated 
in  large  counties.  Large  counties  that 
serve  very  large  mental  health  popula- 
tions have  very  large  mental  health 
dockets.  Persons  with  mental  illness  who 
fail  as  outpatients  to  take  prescribed 
medications  make  up  a large  part  of 
these  dockets.  These  patients  must  be 
committed  repeatedly  to  be  stabilized  on 
medication  that  enables  them  to  func- 
tion outside  a hospital.  As  a result,  many 
counties  have  considered  outpatient 
commitments  to  reduce  their  dockets. 
Outpatient  commitment  orders,  how- 
ever, will  not  reduce  mental  health  dock- 
ets because  the  courts  cannot  compel 
outpatients  to  receive  treatment  for  their 
mental  illnesses  with  psychoactive  med- 
ications (28).  Consequently,  there  is  no 
way  to  reduce  mental  health  dockets  un- 
der present  law.  Inasmuch  as  dockets 
cannot  be  reduced,  physicians’  testi- 
mony is  essential  to  proving  commit- 
ment criteria  exist.  Unless  doctors  can 
help  the  State  prove  commitment  crite- 
ria exist,  persons  who  are  very  ill  will  not 
receive  the  treatment. 

Because  physicians’  testimony  is  es- 
sential to  the  treatment  of  Texans  who 
are  mentally  ill,  Texas  physicians  must 
know  how  to  avoid  the  legal  pitfalls  in- 


volved in  treating  unwilling,  deterio- 
rated patients.  Although  the  suggestions 
presented  in  this  article  may  help  doc- 
tors treat  patients  with  mental  illness, 
lobbying  Texas  legislators  for  outpatient 
medication  orders  is  perhaps  the  ulti- 
mate solution  to  managing  the  difficul- 
ties discussed  above.  If  the  courts  could 
compel  outpatients  with  mental  illness 
to  receive  treatment  with  psychoactive 
medications,  mental  health  profession- 
als could  treat  their  patients  before  they 
become  dangerous  or  lose  their  abilities 
to  function  independently. 

Ideally,  outpatient  medication  or- 
ders would  be  incorporated  into  an  ef- 
fective case  management  program  that 
includes  supportive  or  supported  hous- 
ing as  well  as  jobs.  Not  only  would 
such  a program  be  in  the  best  interest 
of  Texans  suffering  from  mental  illness, 
it  also  would  be  cheaper  for  taxpayers 
in  the  long  run  than  continually  recom- 
mitting deteriorated  patients.  In  turn, 
preventing  patients  from  deteriorating 
would  reduce  commitment  dockets  to 
manageable  levels.  Smaller  dockets 
would  enable  the  State  to  identify  and 
secure  witnesses  who  can  produce  the 
type  of  evidence  the  Code  requires  for 
involuntary  treatment.  Meanwhile, 
doctors  and  lawyers  must  work  to- 
gether to  ensure  that  Texans  with  men- 
tal illness  receive  the  treatment  they 
need  to  function  independently. 
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W 15th  St,  Austin,  TX  78701;  faxed  to  (512)  370-1629;  or  e-mailed  to 
larry_b@texmed.org. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  editor  must  be  obtained  before  reproducing,  in  part  or  in 
whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy  Bariatric  Surgery 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA.  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Gonzalez  & Sanchez,  PA 

' Diagnostic  and  Therapeutic  Preventive  Healthcare 
j Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Clinics 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  608-8658;  Fax  (972)  608-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbeil.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  Orthopedic  Surgery,  Pediatric 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale.  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


Orthopedic  Surgery 


W.B.CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MO 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 
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AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
I Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
j LDR  and  outpatient  HDR  (Solectron)  implants  for  gyn  and  lung  tumors 
' 3D  Conformal  Radiotherapy 

I 

I CancerTherapy  and  Research  Center 
! 7979  Wurzbach  Road,  San  Antonio,  Texas  78229 
(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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Emergency  Medicine 


Marshall,  Texas — Local,  established  physician 
group  joins  Marshall  Regional  Medical  Center  in 
opening  of  new  ED  facility  with  an  annual  patient 
volume  of  16,000.  Full-time  opportunities  for  BC  EM 
physicians  dedicated  to  making  a difference  in 
patient  care.  Independent  contractor  status  with 
annual  compensation  of  $200,000-f  annually  and 
paid  malpractice.  Call  (800)  346-0747,  ext.  146  or 
e-mail  mpc2psr@aol.com. 

Family/General  Practice 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 


Residency  Program  Director. The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as 
Residency  Program  Director  for  the  St.  Mary/St. 
Elizabeth  Family  Practice  Program’s  ACGME  accred- 
ited community  based  Family  Practice  Residency. 
This  10-10-10  residency  is  located  in  Port 
Arthur/Beaumont,  TX  and  is  affiliated  with  the 
Medical  Branch.  Applicants  must  have  demon- 
strated ability  as  a teacher  and  clinician  and  have 
administrative  experience.  Experience  as  a Resi- 
dency Program  Director  or  Associate  Residency  Pro- 
gram Director  is  highly  desirable.  The  Program 
Director  will  hold  a faculty  appointment  with 
UTMB.  Responsibilities  will  include:  1)  Recruitment 
of  suitable  applicants  to  the  program;  2)  Develop- 
ment of  curriculum  and  experiences  within  the 
guidelines  of  the  Accreditation  Council  for  Graduate 
Medical  Education,  Family  Practice  Residency 
Review  Committee;  3)  Provide  for  the  long-term 
growth  and  stability  of  the  Program.  Port 
Arthur/Beaumont  is  known  for  its  year-round  out- 
door recreation,  which  includes  fishing,  golf,  bird 
watching,  hunting,  etc.  It  is  home  to  Lamar  Univer- 
sity, a major  four-year  institution  and  is  one  hour 
from  Houston,  TX  and  four  hours  from  New 
Orleans,  LA.  Applicants  may  submit  curriculum 
vitae  and  a list  of  references  to:  Mr.  Marshall  Kratz, 
Search  Committee  Chairman,  830  North  11th 
Street,  Beaumont,  TX  77702.  UTMB  is  an  EO/AA 
employer,  M/F/D/V.  UTMB  is  a smoke  free/drug 
free  work  place.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 


Family  Practice/Occupational  Medicine  Posi- 
tion available  in  metropolitan  Houston  for  BE  or  BC 
family  physician.  Salary  incentives  with  equity 
available.  Fax  resume  to  (713)  270-8414. 

Well  Established  Primary  Care  Clinic  available 
in  Metroplex.  Doctor  ready  to  retire.  Please  call  for 
more  information.  Jerry  Lewis,  The  Lewis  Group, 
(800)  460-8159. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

May  2000  March  31,2000 

June  2000  May  1,2000 

July  2000  June  1,2000 


STAFF  PHYSICIANS 

Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 
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Internal  Medicine 

Primary  Care  Internist:  Needed  to  join  a busy 
physician  and  to  provide  health  care  in  a rural  East 
Texas  community.  Competitive  salary  and  benefits. 
Reply  to  Ad-1217,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 

Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Abell  at  (972)  255-5533  or  (888)  K 
CLINIC. 

Occupational  Medicine 

Occupational  Medicine  Physician:  Multiple 
industrial  park  employers  with  4000-5000  employ- 
ees need  an  aggressive  board  certified/eligible  physi- 
cian. The  right  physician  will  enjoy  supportive  col- 
laboration from  these  companies  to  establish  a 
practice.  Companies’  primary  needs  include  post 
offer  physical  exams,  drug  screen  program,  and 
treatment  of  work-related  injuries.  Setting  ideal  for 
expansion  with  a general  practice  partner.  Great 
opportunity  to  practice  in  a family  oriented  commu- 
nity. Rocky  Mountain  outdoor  attractions  just  min- 
utes away  and  Denver  only  two  hours.  All  inquiries 
treated  confidentially.  To  explore  this  opportunity 
send  letter  of  interest  and  resume  to:  OCC  MED 
PHYSICIAN,  PO  Box  7761,  Pueblo  West,  CO  81007. 

Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  needed  for  office  practice  in 
DFW  Metroplex.  No  surgery,  no  weekends,  and  no 
call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Abell  at  (972)  255-5533  or  (888)  K CLINIC. 

Psychiatry 


Psychiatrist  Position  Available 

Private  practice  opportunity  affiliated 
with  existing  counseling  center  and 
hospital  program.  Geriatric  specialist 
preferred.  Excellent  economic  package. 
Contact  Lois  McCallister,  New  Day  @ 
Tomball  Hospital.  Call  (281)  351-3871 
or  e-mail  to  ndtompm@ACS4.com. 


Surgery 


Other  Opportunities 


TEXAS:  Prestigious  general/vascular 
surgery  group  seeks  a fifth  associate  with 
superior  surgical  skills,  personality,  and  vision 
to  join  their  growing  private  practice. The  lure 
of  the  sand,  sea,  and  a tropical  climate  makes 
this  an  ideal  location  to  live  and  practice 
medicine.  Interested  candidates  should  con- 
tact Patrice  Streicher  at  (800)  338-7107  or 
fax  CVto  (414)  427-7251. 


Locum  Tenens 


Ini  ^Im 

P HYSICIANS 


Time  for 
a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 

0 short-term  assignments, 

1 flexibility,  weekly  pay  and 

2 expense  reimbursement 

i for  physicians. 

Call  Us  Today  At: 

I (800)  531-1122 

www.iiiterimphysicians.com 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  o 

Houston,  TX  77242-23 1 4 ^ .EQ  n_s  _t  e i n 

FAX  281-493-2234  & Associates 


Methodist 

Hospitals  of  Dallas 

Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest  not- 
for-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  - MMC 

• Otolaryngology  - CMH 

• Physical  Medicine  & Rehab  - MMC 

• Pulmonology  - CMH 

• Family  Practice  - MFHC 

• Rheumatology  - MMC 

• Perinatology 

For  information  or  to  apply, 
contact  Susan  Cogburn: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancoghum@mhd.com 
P.O.  Box  655999 
Dallas,  TX  75265-5999 
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FOR  SALE  OR  LEASE 


Rural  Health  Clinic 

• 35  miles  south  of  Ft.  Worth 

• 30  miles  north  of  Waco 

• 2,000  sq.  ft.  all  equipment  and  supplies 

• Ready  to  walk  in  and  start  your  practice 
For  infoniiation  call  (214)  734-7277 
ITASCAHEALTHCARFX’ENTER. 
homestead.com/lTASCA.html 


Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Office  Space 

M D/PhD?  Looking  to  downsize/share  office  space 
in  centrally  located,  prestigious  Austin  practice?  370 
sq.  ft.  Seton  Medical  Park  Tower  available  immedi- 
ately. For  information  call  (512)  467-7877. 


Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 

For  Sale:  Adult  Neurology  practice  of  26  years. 
Redecorated  office  in  1999  with  all  amenities  and 
latest  technology.  In  Dallas.  Asking  $150K.  Call 
(972)  566-8745;  fax  (972)  566-8750.  E-mail 
pbright@safeweb.net. 

Urgent  Care  Center — North  Dallas  area.  Estab- 
lished 20  years.  3,600  square  feet.  Great  for  two 
MDs.  Open  7 days  a week.  I’m  retiring.  Write  Ad- 
1216,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


LEGAL  SERVICES 


Health  care  litigation 


• Restraint  of  Trade  Litigation 

• Peer  Review  Defense 

• Licensure  Hearings 

• Medicare  8 Medicaid  Compliance 

• Sale  8 Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 

Perry-Miller  8 Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)522-7979 

'Not  certified  by  (he  Board  of 
Legal  Specialization  by  choice. 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  weU  as  problems 
with  hospitals  and  societies.  Fee  $2,500,  Call  (512) 
338-1143. 


HEALTH  CARE  LAW 


VIRGINIA  A.  SLOAN.  RN 
ATTORNEY  AT  LAW 

100  E.  Ferguson,  Ste.  1018 
Tyler,  TX  75702 
Telephone  (903)  593-3771 


Physician  Employment 
Agreements  & Corporate  Law 
Fraud  and  Abuse  Issues 
Managed  Care  Contract 
Review  and  Consulting 
Litigation 


'Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  display 
classified  ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1 st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 33 

Autoflex  Leasing  Inc Inside  Front  Cover 

Casey  + Casey 32 

Cunningham  Group 29 

Gillespie  & Associates,  PC 6 

Holland  Photos 45 

Physician’s  News  Digest 21 

Scott  & White Back  Cover 

Searle  Pharmaceutical 7,8 

Superior  Leasing 5 

Texas  Beef  Council 11 

Texas  Children’s  Hospital 12 

Texas  Medical  Association 

Physician  Services 51 

Web  Site 18 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

Texas  Surgical  /Associates 16 

US  Physical  Therapy 35 

Woodway  Financial  Advisors 45 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  serv- 
ice involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Carotid  Duplex/Color 

May  4-6 

Introduction  to  PV 

July  28-29 

Vascular  Accreditation 

April  29 

Aug.  5 

Emergency  Medicine 

July  20-22 

Abdominal  (5  Day) 

April  3-7 

June  5-9 

OB/GYN  (5  Day) 

April  10-14 

June  12-16 

Prostate 

Aug.  12 

Muscidoskeletal 

June  24-25 

Family  Practice 

May  18-20 

Echo/Cardiac  Doppler 

May  8-15 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  vour  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
tree  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 

innAfw.aheconline.com 

TexasMedicine 


Here’s  what’s  coming 
in  May’s 
Texas  Medicine. 


WE’1.1.  Explore: 


Texas  medical  research 
HMO  liability  law 
TexMed  preview 


For  more  information,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larryjo  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  ivww.texmed.org. 


tel  800.880.1300 
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TMA  Planner 


May  25-28 
Tex  Med  2000 

Rivercenter  and  Convention  Center 


September  16 

TMA  Fall  Conference:  Policy  and 
Leadership  Development 


San  Antonio 

Renaissance  Austin  Hotel 

April  2000 

April  1 

Dallas 

Eliminating  Cancer  Pain  in  the  21st  Century:  What  Clinicians  Need  to  Know 

April  4 

Corpus  Christi 

Hassle  Factor  Seminar 

April  5 

El  Paso 

Children’s  Health  Insurance  Program  (CHIP)  Seminar 

April  6 

Austin 

CHIP  Seminar 

April  11 

Houston 

CHIP  Seminar 

April  12 

San  Antonio 

Hassle  Factor  Seminar 

April  12 

McAllen 

CHIP  Seminar 

April  18 

McAllen 

Hassle  Factor  Seminar 

April  19 

Tyler 

CHIP  Seminar 

April  20 

N Richland  Hills 

Physician  Stress  and  Burnout 

April  20 

Dallas 

CHIP  Seminar 

April  25 

Houston 

Hassle  Factor  Seminar 

April  26 

Fort  Worth 

CHIP  Seminar 

April  27 

Amarillo 

CHIP  Seminar 

April  28-29 

Lawton,  Okla 

EPEC 

May  2000 

May  2 

McAllen 

Coding:  Beyond  the  Basics 

May  3 

Corpus  Christi 

CHIP  Seminar 

May  3 

Houston 

Coding:  Beyond  the  Basics 

May  4 

Fort  Worth 

Hassle  Factor  Seminar 

May  4 

Corpus  Christi 

Coding:  Beyond  the  Basics 

May  5-6 

College  Station 

Communication  in  the  Age  of  Managed  Care 

May  6 

Houston 

Cancer  Control  in  Special  Populations 

May  16 

Austin 

Coding:  Beyond  the  Basics 

May  17 

Fort  Worth 

Coding:  Beyond  the  Basics 

May  18 

San  Antonio 

Coding:  Beyond  the  Basics 

May  27 

San  Antonio 

Cancer:  What  Primary  Care  Physicians  Need  to  Know 

May  31 

Amarillo 

Coding:  Beyond  the  Basics 
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The  fight  to  protect  your  professional  reputation 
is  a medical  emergency  few  physicians  are 
prepared  to  handle.  Increasing  medical 
liability  claims  frequency  and  severity  in  Texas 
are  raising  your  chances  of  a costly  court- 
room appearance  that  will  take  time  away 
from  your  patients  and  family. 

An  experienced  ally  can  make  the  critical 
difference.  TMLT  has  closed  over  21,000 
claims  during  the  twenty  years  we  have  been 
defending  Texas  physicians. 


And  we  have  an  enviable,  long  term  track 
record  of  success  in  the  courtroom.  Skilled 
law  firms  and  TMLT  claim  professionals  guide 
you  personally  through  each  step  of  the  legal 
process.  Because  TMLT  is  Texas-based,  we 
know  the  Texas  legal  environment  and  Texas 
trial  venues.  This  is  an  advantage  out-of-state 
carriers  just  don't  have! 

If  you  were  facing  a lawsuit,  wouldn't  you 
want  a TMLT  claim  professional  beside  you 
in  the  courtroom? 


Choose  the  best  defense. 

Texas  Medical  Liability  Trust  ‘Austin,  Texas  • 800*580*8658  • www.tmlt.org  Choose  TMLT 


S(X)Tr&  WHITE 


Off-Pump  Heart  Surgery  Cuts 
Hospital  Stays  By  Half 


Scott  and  Wliite  surgeons  who  do  the  “off-pump”  artery 
bypass  find  that  it  cuts  hospital  stays  by  half  or  more. 
“The  procedure  which  enables  the  surgeon  to  work  on 
a beating  heart  also  reduces  post-surgical  complications  signifi- 
cantly/' Dr.  Randy  Bolton,  Scott  and  White  Surgeon  reports.  “In 
many  cases,  we’re  able  to  send  the  patient  home  the  next  day 
after  surgery.” 

“By  not  having  to  use  the  mechanical  pump,  we  reduce  the 
bruising  of  blood  cells,  as  well  as  the  swelling  and  increased  risk 
of  stroke  in  our  patients,"  adds  Dr.  Bolton. 

For  more  information,  or  to  refer  a patient  please  contact  Scott  and  White  at 

254/724-4910 


Dr.  Randy  Bolton 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  Appointments  (800)  792-3710 


Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 


Research  economics  • HMO  liability  • Antitrust  relief 

FexasMedicine 
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iledical  research:  Seeing  the  future 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

V V hether  it’s  a Mercedes  S500  or  S430,  the  CLX  Cabriolet 
or  all  new  Honda  S2000,  your  ’’hard  to  find”  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


1*888*234*1234 


Think 

About 
Ubur  Future 


Think 


A eat  financial  opportunity  sponsored 
by  Texas  Medical  Association  Insurance  Trust 

It  you’re  dedicated  to  educating  your  children. . .maintaining  a comfortable  lifest\4e  for  your  family. . .or  retiring 
in  Style. . .you  can  now  turn  to  TIAA-CREF  for  help.  TIAA-CREF  Mutual  Funds  otfer  solid,  long-term  invest- 
ment opportunities  to  help  you  achieve  the  vision  you  have  for  the  fuuire.  For  a free  information  kit, 
call  today:  1-877-276-9429,  Dept.  JH8,  weekdays  from  7:00  a.m.  to  7:00  p.m.  CT. 


■ 11  no-load  funds  to  choose  from 

■ Low  operating  expenses* 

■ No  sales  charges  or  commissions 

■ No  transaction  or  account 
maintenance  fees 


■ Low  initial  investment  — just  $250 

■ Free  guidance  from  professional  coun- 
selors 

■ Over  80  years  of  investment 
experience 


Learn  more  about  TIAA-CREF  Mutual  Funds  at  the  TexMedlOOO  Conference.., 

Call  TMAIT  toll  free  at  1-800-880-8181,  May  25,  11:30  a.m.  - 6:00  p.m. 

Dept.  2205  to  pre-register  for  one  of  our  financial  May  26,  7:00  a.m.  - 5:30  p.m. 

seminars... and  come  meet  us  at  BOOTH  #220!  May  27,  7:30  a.m.  - 2:00  p.m. 


Think  Future  — Think  TIAA-CREF 


Sponsored  bv: 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Association 


P ^ MUTUAL  FUNDS 

Ensuring  the  future  for  those  who  shape  it.“ 


*A  portion  of  the  management  fee  has  been  waived.  This  waiver  is  contractual  and  guaranteed  through  July  1,  2003.  Note:  Neither  TMAIT  nor  TMA  receive  anv  commissions, 
income  or  fees  for  the  sponsorship  of  the  TIAA-CREF  Mutual  Funds.  TMATf  is,  however,  reimbursed  for  certain  administrative  expenses  associated  with  tfie  sponsorship. 
For  more  information  about  the  TIAA-CREF  Mumal  Funds,  including  charges  and  expenses  please  call  toll  free  1-877-276-9429,  Dept.  JH8,  for  a prospectus.  Please  read  the  prospectus 
carefuUv  before  you  invest  or  send  money.  As  with  any  mutu.!!  fund,  the  performance  of  the  TIAA-CREF  Mutual  Funds  is  not  guaranteed  and  principal  and  returns  will  fluctuate. 


Cover  Story 

Texas  research 

When  it  comes  to  research,  Texas  is  clearly  a leader.  Scientists  in  Houston,  Dal- 
las, Fort  Worth,  San  Antonio,  Amarillo,  Lubbock,  College  Station,  Tyler,  and 
other  cities  are  tr3dng  to  cure  cancer,  decipher  the  complex  human  genome, 
prevent  heart  disease,  and  develop  new  treatments  for  everything  from 
Alzheimer’s  disease  to  tuberculosis.  It’s  good  medicine  and,  for  some  schools, 
good  business. 

By  Laurie  Stoneham 


Departments 

Rounds  18 

Pack  up  for  San  Antonio  • TEXPAC’s  primary  wins  • Med  schools  online  • CME  pro- 
gram a winner  • Dateline  Health  • Preventing  heart  disease  • Driving  while  hazy 
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Texas  Medicine 

Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  the  Texas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  the  Texas  Medical  Association. 
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Prophylaxis  against  respiratory  sync3n:ial  virus  in  high-risk  infants:  58 

administration  of  immune  globulin  and  epidemiological  surveillance  of  infection 

By  Gilbert  Handal,  MD;  Marie-Martine  Logvinoff,  MD;  Narcedallia  Zegarra,  MD; 
Luz  Allen,  MD;  Antonio  Jesurun,  MD;  Garrett  Levin,  MD;  AyeThida,  MD 

Commentary:  Fen-phen  manufacturers,  not  physicians,  are  liable  62 

By  Scott  Allen,  JD;  Jay  Henderson,  JD 
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Law 

HMO  liability  28 

The  fate  of  Texas’  1997  landmark  law  granting  patients  the  right  to  sue  health 
maintenance  organizations  now  rests  in  the  hands  of  a federal  appeals  court.  In 
March,  a three-judge  panel  of  the  5th  Circuit  Court  of  Appeals  heard  oral  argu- 
ments in  a lawsuit  by  insurers  challenging  the  law.  The  case  could  reach  the  US 
Supreme  Court  and  go  a long  way  in  determining  the  outcome  of  managed  care 
reform  efforts. 

I By  Alice  Adams 

Legislative  Affairs 

Antitrust  relief  33 

Health  plans  and  their  business  allies  have  launched  an  intensive  lobbying  effort 
campaign  to  kill  it,  but  the  so-called  “Campbell  Bill”  is  still  alive  in  Congress.  Spon- 
sored by  California  Rep  Thomas  Campbell,  the  bill  would  make  sure  that  physi- 
cians negotiating  a contract  with  health  plans  are  treated  the  same  as  any 
'bargaining  unit  recognized  by  the  National  Labor  Relations  Board.  It  sailed  out  of 
the  House  Judiciary  Committee  with  an  overwhelming  vote  in  late  March. 

By  Ken  Ortolon 

Medical  Economics 

Research  economics  46 

It’s  one  of  those  win-win  situations  we  often  hear  about  but  seldom  see.  Medical 
research  in  Texas  is  not  only  advancing  the  science  of  medicine,  but  it  also  is  be- 
coming one  of  the  state’s  biggest  employers  and  generating  billions  of  dollars  in 
revenues  for  both  the  public  and  private  sector. 

By  Johanna  Franke 

Public  Health 

Real  world  research  52 

They  may  not  get  all  the  headlines  or  money  that  scientists  in  some  of  the  high- 
tech,  high-profile  research  projects  do,  but  public  health  researchers  are  conduct- 
I ing  studies  that  affect  people’s  everyday  lives.  They  work  in  relative  anonymity,  but 
as  one  scientist  put  it,  “A  positive  public  health  event  is  a non-event.  People  have 
to  learn  that  things  are  good  when  things  are  quiet,  and  we’re  the  people  trying  to 
ensure  that  quiet.” 

By  Johanna  Franke 
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Sunset  over  Copano  Bay  in  Rockport,  by  Dawn  T.  Lucci,  MD,  Corpus  Christ! 

If  you  would  like  to  submit  a photograph  forThe  Big  Picture,  please  send  it  to  Larry  BeSaw,  Editor,  Texas  Medicinej  401  W 15th  St,  Austin,  TX  78701. 
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f OCCASIONALLY  WE 
MUST  MAKE  DECISIONS 
REGARDING  OUR 
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PLAY...OR  SIT  IT  OUT  AT  A CAR  DEALERSHIP? 


Not  interested  in  wasting  the  next  4 hours  of  your  life  at  a car 
dealership?  Lucky  for  you,  we  can  get  you  any  make,  any  model, 
any  time.  In  most  cases  the  next  day.  We’ll  even  deliver  your 
new  car  or  truck  to  your  front  door. 


Managing  Director  • Medical  Division 
TOM  RIGHT  ext.  222 


Assisting  Agents 
KRIS  TATE  ext.  232 
jOHNATHAN  PECK  ext.  235 
FRANK  VENTURE  ext.  241 


Proud  to  be  one  of  the  largest 
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Sharing  the  Caring 

TN\A  PUBLIC  HEALTH  & SCIENCE  WORKING  FOR  YOU 


Learn  more  about  your  Association’s  public  health  and  scientific  resources. 

■ Clinical  Education  ■ Patient  Advocacy 

■ Policy  Development  ■ Legislative  and  Regulatory  Representation 

See  wvvw.texmed.org  or  call  (800)  880-1300  ext.  1403. 
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TexasMedical 
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VISIT  OUR  BOOTH  AT  TEXMED  2000 


INTRODUCING  A WAY  OF  BANKING 
THAT  DOCTORS  CAN  RELATE  TO. 


Sure,  Frost  has  banking  specialists  with  over  90  years  combined  experience  in 
meeting  the  unique  banking  and  investment  needs  of  doctors.  But  it’s  the  honest, 
loyal  and  somewhat  old-fashioned  way  we  do  business  that  really  sets  us  apart.  Call 
our  Healthcare  Financial  Services  Group  at  1-800-562-6732  to  see  for  yourself. 
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Editor’s 

Note 


It’s  been  fashionable  for  a long  time 
now  for  television  and  the  movies  to 
portray  scientists  as,  at  best,  geeks 
and,  at  worst,  maniacs  intent  on  cre- 
ating monsters  or  destroying  the 
world.  Remember  Jerry  Lewis  as  the 
“Nutty  Professor”? 

Of  course,  neither  characterization  is 
true.  The  simple  fact  is  that  a lot  of  sci- 
entists are  conducting  research  that  is 
revolutionizing  the  way  you  practice 
medicine  and  enabling  you  to  help  your 
patients  live  longer  and  happier  lives. 

Here  in  Texas,  we’ve  got  some  of  the 
best  researchers  in  the  world.  As  Laurie 
Stoneham  points  out  in  this  month’s 
cover  story,  Texas  is  a leader  in  medical 
research.  The  work  being  conducted  at 
Texas  medical  schools  and  other  re- 
search institutions  is  truly  remarkable. 

And  as  Associate  Editor  Johanna 
Franke  reports  in  her  Medical  Econom- 
ics story,  medical  research  is  bringing  a 
lot  of  jobs  and  money  to  Texas. 

While  you’re  reading  this  issue,  be 
sure  to  check  out  the  Rounds  section 
for  a preview  of  what’s  going  to  be  hap- 
pening at  TexMed  2000  in  San  Antonio 
over  the  Memorial  Day  weekend. 

You  can  choose  from  more  than  140 
hours  of  free  continuing  medical  edu- 
cation programs,  attend  educational 
and  scientific  programs  and  symposia, 
learn  how  the  Internet  is  changing 
medicine,  and  hear  some  dynamic 
speakers  at  two  general  sessions.  Not 
only  that,  there  will  be  numerous  fam- 
ily-oriented activities,  including  a spe- 
cial TMA  Day  at  Sea  World.  ' 

You  don’t  want  to  miss  this  year’s 
meeting. 
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OA:  the  convenience  of  qd...the  option  of  bid  RA:  the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

CELEBREX  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS— Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  G1  Ulceration,  Bleeding,  and  Perforation;  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs,  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gi  events 
are  In  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects;  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects;  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
Celebrex  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, CELEBREX  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests;  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions;  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6-  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  Celebrex  is  introduced  or  withdrawn  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  simitar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  mtcronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24)- 

Pregnancy;  Teratogenic  effects.  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  >150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24)-  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed-  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided-  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  Celebrex,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use;  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0. 1-1.9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like  symptoms,  pain,  peripheral  pain,  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis.  Platelets  (bleeding  or  clotting):  Ecchymosis.  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia,  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia, Nervous  system:  Ataxia,  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiriess,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  ■ CE18246V 
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Letters 


Responding  to  the 
responders 


In  the  March  2000  issue  of  Texas  Med- 
icine, several  letters  to  the  editor 
commented  on  my  letter  “Drifting 
Toward  Socialized  Medicine”  (De- 
cember 1999  Texas  Medicine,  p 9). 

, Replies  to  my  letter  arbitrarily 
J claimed  that  a free-market  approach  to 
health  care  reform  is  “prehistoric,” 
* “ideological  nonsense”  and  “arro- 
ij  gance.”  It  was  implied  that  a physician, 
' in  essence,  must  sacrifice  his  career,  his 
^ future,  his  mind,  and  his  life  on  the  al- 
ii tar  of  “society.” 

The  principle  that  an  individual  — 
f including  a physician  — has  a right  to 
I his  own  life,  which  includes  the  right  to 
I practice  medicine  freely  without  gov- 
ernment force  or  coercion,  lies  at  the 
I heart  of  the  American  political  system. 

I Until  now,  our  system  has  produced  the 
greatest  health  care  system  the  world 
has  ever  known. 

The  ideas  from  the  giants  of  medi- 
i cine  (the  Osiers,  the  Halsteds,  the 
Cushings),  the  advent  of  anesthesia 
and  modern  surgery,  and  the  develop- 
ment of  antibiotics  were  not  products 
of  the  state  but  of  individuals,  of  physi- 
; cians  who  were  free  to  produce,  free  to 
think  and  act  in  accordance  with  the 
i independent  judgment  of  their  own 


minds,  and  free  to  exercise  their  in- 
alienable right  to  self-determination. 

Contrary  to  what  has  been  claimed, 
it  is  not  the  Enlightenment’s  concept  of 
individual  rights  that  is  “prehistoric.” 
What  is  regressive  is  the  concept  that  a 
physician’s  life  belongs  to  “society”  — 
to  the  collective,  to  the  state  or  govern- 
ment, to  the  “tribe”  — to  be  disposed 
of  and  consumed  at  the  whim  of  others 
by  force.  This  very  prehistoric  concept 
forms  the  basis  of  all  schemes  to  col- 
lectivize medicine  with  the  use  of  gov- 
ernment force  and  coercion. 

The  slow  decay  of  the  socialized 
health  care  systems  in  Europe  and 
Canada  and  the  practically  nonexistent 
health  care  system  of  the  former  Soviet 
Union  and  Russia  are  a few  examples  of 
the  logical,  moral,  and  practical  conse- 
quences of  state-run  and  controlled 
medicine. 

One  letter  claims  that  “free-market 
capitalism  produces  a few  winners  and 
a lot  of  losers.”  Although  pure  laissez- 
faire  capitalism  has  never  existed  in 
this  country  or  elsewhere,  what  the 
freer  American  culture  of  the  late  19th 
and  early  20th  centuries  did  produce 
was  the  greatest  and  best  health  care 
system  in  the  world,  the  most  prosper- 
ous country  in  the  world,  the  entire  in- 
frastructure of  our  present  civilization, 
and,  consequently,  an  unprecedented 


increase  in  the  life  expectancy  and 
standard  of  living  of  Americans. 

Laissez-faire  capitalism  is  ethical  be- 
cause it  is  a consequence  of  the  moral 
principle  of  individual  rights,  of  an  in- 
dividual’s right  to  live  his  life  for  his 
own  sake.  Health  care  is  not  and  can- 
not be  an  individual  right  because 
there  is  no  fundamental  right  to  en- 
slave other  individuals,  including 
physicians. 

Individual  rights  exist  because  of 
man’s  sums  as  a rational  being  and, 
therefore,  cannot  be  “granted”  by  the 
state  or  “society.”  The  purpose  of  gov- 
ernment is  to  protect  the  rights  of  indi- 
viduals, not  to  destroy  them  by 
attempting  to  create  nonexistent  rights. 
What  has  happened  in  American  medi- 
cine over  the  past  several  decades  is 
that  physicians  and  patients  have  seen 
a slow  decline  in  the  right  to  self-deter- 
mination, which  is  now  threatening  the 
very  future  of  American  medicine. 

The  full  expansion  of  medical  sav- 
ings accounts  to  all  Americans,  without 
restrictions  and  with  100%  tax-de- 
ductibility  for  medical  expenses,  is  an 
opportunity  for  America  to  begin  the 
process  of  reversing  decades  of  declin- 
ing quality  and  availability  of  health 
care  because  of  the  ever-increasing 
specter  of  government  force  and  coer- 
cion in  the  health  care  market. 

Richard  G.  Parker,  MD 

4500  Medical  Center  Dr 
McKinney,  TX  75069 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  It  to  Texas  Medicine, TtAA, 
; 401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
i editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 
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Junk  the  system 


Drs  Frankel  and  Jacobson,  in  their 
letters  to  the  editor  in  your 
March  2000  issue  (see  “Ethical 
Capitalism  Is  Best”  and  “A  Moral 
Obligation,”  pp  9-10),  cannot  be 
totally  blamed  for  their  lack  of  under- 
standing of  the  ethical  superiority  of 
capitalism  over  any  degree  of  socialism. 

Hospitals,  other  medical  “providers,” 
and  we  older  physicians  first  abandoned 
our  professional  position  of  putting  the 
patient  first.  Putting  patients  first  begins 
with  providing  treatment  for  every  pa- 
tient, without  regard  to  ability  or  willing- 
ness to  pay  and  without  first  (at  the  front 
desk)  being  sure  that  we  do  not  get  taken 
advantage  of  In  short,  we  have  stopped 
treating  all  who  walk  through  our  doors 
as  our  mothers,  our  fathers,  our  brothers, 
our  sisters.  That  old-style  capitalism  still 
works,  although  many  forces  work 
against  us,  including  Medicare,  which 
will  charge  us  as  felons  if  we  vary  our 
fees  according  to  patients’  ability  to  pay. 

I love  medical  practice  and  every 
doctor,  but  we  have  been  greatly  re- 
sponsible for  turning  patients  away  at 
the  door,  first  to  the  city-county  hospi- 
tal and  then  into  the  arms  of  politicians 
and  bureaucrats  who  are  glad  to  be 
their  champions,  while  labeling  us  as 
greedy  and  uncaring. 

Our  present  system  does  not  need 
fine-tuning  or  radical  change.  It  needs  to 
be  junked.  We  physicians  have  the  abil- 
ity to  put  an  ax  to  the  root  of  the  tree.  We 
can  treat  every  patient  as  we  ourselves 
want  to  be  treated,  medically,  financially, 
and  personally.  Freedom,  capitalism, 
self-responsibility,  benevolence,  self-sac- 
rifice, preferring  others  first  — these  are 
homogeneous.  Socialism  always  fails;  it 
mixes  with  nothing  good. 

Robert  M.  Eckert,  MD 

PO  Box  2097 
Athens,  TK  75751 


TSBME  regulation  needed 


A deluge  of  heath  care  Web  sites 
flooded  the  Internet  this  past 
year.  However,  no  governing 
body  has  emerged  that  can  regu- 
late this  vast,  surging  ocean  of 
online  health  information.  In  Texas,  it 
is  time  for  the  Texas  State  Board  of 
Medical  Examiners  (TSBME)  to  dive  in 
before  the  consumer  drowns. 

So  far,  a few  groups  have  launched 
voluntary  self-policing  of  health  care 
Web  sites.  One  example  is  Health  on  the 
Net  (HON)  at  www.hon.ch,  which  pro- 
vides a “Code  of  Conduct”  that  sites 
may  adopt.  This  code  states  that  “any 
medical  or  health  advice  provided  and 
hosted  on  this  site  will  only  be  given  by 
medically  trained  and  qualified  profes- 
sionals.” Presumably,  if  a consumer  sees 
the  HON  stamp  of  approval  on  a Web 
site,  then  he  or  she  can  feel  protected. 

Unfortunately,  this  is  a false  sense  of 
protection.  A Web  site  is  a business,  not 
a doctor.  It  will  never  be  a doctor.  Only 
a board-certified  physician  who  has 
done  a thorough  history  and  physical 
exam  should  be  allowed  to  diagnose, 
prescribe  for,  or  advise  a patient.  Web 
sites  must  post  a clear  disclaimer  that 
they  are  providing  “medical  informa- 
tion,” not  “medical  advice.” 

Moreover,  a governing  body  needs 
to  enforce  these  online  disclaimers.  Al- 
though TSBME  has  the  authority  to 
control  the  practice  of  medicine  by 
Texas-based  Web  sites,  it  will  need 
more  funds  to  navigate  the  immense 
Internet  to  find  and  regulate  these 
sites.  Until  this  regulation  begins,  the 
foundering  health  care  consumer  will 
be  hit  with  wave  after  wave  of  unsafe, 
online  medical  advice. 

Cyrus  Peikari,  MD 

Dallas 

Texas  Medical  Association 
Virtual  Advisory  Committee 

Editor's  Note:  The  April  issue  of  Texas  Medicine  in- 
cluded a poster  for  physicians'  offices  directing  pa- 
tients to  the  “Gateway  to  Health"  on  TMA's  Web  site 
(www.texmed.org).  In  this  section,  patients  can  find 
credible  medical  information  that  has  been  recom- 
mended by  TMA. 
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You  can  do  more  to  prevent 
and  treat  stroke 


By  Diane  Solomon,  MD, 
chair,  TMA  Stroke  Project 

Exciting  advances  in  stroke  research 
have  given  physicians  the  ability 
to  reverse  some  strokes  and  pre- 
vent many  more.  This  knowledge 
comes  at  an  ideal  time  as  our  pop- 
ulation ages  and  more  people  enter  the 
stroke-prone  years.  Still,  with  10,000 
Texans  dying  annually,  stroke  remains 
the  third  leading  cause  of  death. 

The  majority  of  stroke  survivors  are 
left  with  disability,  needing  assistance 
with  ambulating  or  with  activities  of 
daily  living.  In  fact,  stroke  is  the  lead- 
ing cause  of  adult  disability.  It  is  no 
wonder  that  stroke  is  universally 
feared.  For  a physician,  there  are  few 
experiences  in  patient  care  more  dis- 
heartening than  the  newly  retired  pa- 
tient whose  dreams  to  travel  and  play 
with  grandchildren  are  shattered  by 
impairment  caused  by  a stroke.  We 
need  to  educate  our  patients  about 
stroke  and  convince  them  that  their 
lifestyles  now  will  greatly  impact  the 
quality  of  their  later  years. 


Education  is  the  key  to  stroke  pre- 
vention. Evidence  shows  that  health  be- 
havior is  more  likely  to  change  in 
response  to  a physician’s  recommenda- 
tions than  from  any  other  source.  Texans 
have  a lot  of  room  to  improve  their  pre- 
ventive stroke  health,  and  we,  as  their 
physicians,  need  to  motivate  them  to  do 
so.  Data  collected  by  the  Texas  Depart- 
ment of  Health  show  that  33%  of  adult 


Texans  are  overweight.  Obesity  is  an  in- 
dependent risk  factor  for  stroke  and  is 
associated  with  other  important  risk  fac- 
tors such  as  hypertension,  elevated  cho- 
lesterol, and  non-insulin-dependent 
diabetes  mellitus.  Twenty-two  percent 
of  adult  Texans  smoke,  increasing  their 
risk  for  stroke  at  least  twofold.  At  least 
one  third  of  Texans  have  elevated  cho- 
lesterol levels.  Those  with  atheroscle- 
rotic vascular  disease  and  LDL 
cholesterol  greater  than  130  mg/dL 
should  be  treated  with  HMG  CoA  reduc- 
tase inhibitors  (“statins”).  Diabetes  mel- 
litus occurs  in  5%  of  Texans,  doubling 
their  stroke  risk.  Exercise  and  weight 
control  will  help  prevent  diabetes. 

Hypertension  increases  stroke  risk  5 
to  10  times,  making  it  the  most  impor- 
tant modifiable  risk  factor.  We  know  that 
hypertension  increases  steadily  with  age. 


and  64%  of  Americans  aged  65  to  74 
have  blood  pressures  greater  than 
140/90  mmHg.  Recent  information  from 
the  Eramingham  Study  shows  that  an- 
tecedent blood  pressure  is  predictive, 
over  and  above  current  blood  pressure, 
in  determining  risk  of  atherothrombotic 
infarction  in  the  elderly.  In  other  words, 
we  need  to  control  blood  pressure  at  all 
ages  to  prevent  stroke. 


In  addition  to  risk  factor  control, 
preventive  stroke  treatment  includes 
appropriate  anticoagulation  in  atrial 
fibrillation,  antiplatelet  agents,  and 
carotid  endarterectomy  in  selected  pa- 
tients. Prompt  evaluation  of  transient 
ischemic  attacks  (TIAs)  is  critical  to  al- 
low early  intervention.  Patients  should 
be  told  that  TIAs  typically  last  5 min- 
utes or  less  and  are  painless,  but  that 
they  are  serious  stroke  warnings. 

The  first  proven  treatment  for  acute 
stroke  became  available  in  1996.  Intra- 
venous tissue  plasminogen  activator 
(tPA)  can  reverse  some  strokes  but 
must  be  given  within  3 hours  of  the  on- 
set of  stroke  symptoms,  following  a CT 
scan  to  exclude  hemorrhage.  Eor  this 
treatment  to  be  used,  the  public  needs 
to  know  the  symptoms  of  stroke  and 
that  stroke  is  an  emergency.  The  safe 


Texans  have  a lot  of  room  to  improve  their 
preventive  stroke  health,  and  we,  as  their  physicians, 
need  to  motivate  them  to  do  so. 
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use  of  thrombolytics  in  clinical  practice 
requires  strict  adherence  to  treatment 
guidelines  and  the  collection  of  out- 
comes for  all  stroke  patients  admitted 
to  hospitals. 

Increasing  longevity  mandates  that 
we  be  more  aggressive  in  identifying 
patients  with  stroke  risk  factors,  moti- 
vating behavioral  change,  and  treating 
when  indicated.  Even  better,  we  need 
to  educate  our  children  about  healthy 
habits  to  prevent  stroke.  Just  as  we 
would  rather  prevent  a stroke  than 
treat  a stroke,  we  are  more  likely  to  be 
successful  in  preventing  unhealthy 
habits  than  changing  established  ones. 
Finally,  not  only  those  at  risk  but  also 
friends  and  family  should  readily  rec- 
ognize stroke  symptoms  and  call  911 
when  they  occur.  A community  com- 
mitment is  required,  and  physicians 
should  lead  the  effort. 

The  Texas  Medical  Association  and 
the  Texas  Affiliate  of  the  American 
Heart  Association  sponsor  the  TMA 
Stroke  Project,  targeting  stroke  preven- 
tion and  acute  stroke  treatment  as  a 
means  to  improve  the  quality  of  life  for 
all  Texans.  In  a series  of  seminars  and 
symposia,  speakers  for  the  Stroke  Pro- 
ject have  educated  more  than  4,000 
physicians  across  the  state  on  stroke.  If 
you  would  like  more  information  on  the 
TMA  Stroke  Project,  please  contact  the 
TMA  Stroke  Project  coordinator  at  (800) 
880-1300,  ext  1461,  or  (512)  370-1461; 
or  e-mail  bridget_b@texmed.org.  Infor- 
mation also  is  available  on  the  associa- 
tion’s Web  site  at  www.texmed.org/ 
cme/spt/stroke-project.asp.  ★ 


Dr  Solomon  is  a neurologist  in  San  Antonio. 
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Newsmakers 


Houston  anesthesiologist  Ezzat 
Abouleish,  MD,  has  received  a gold 
medal  for  his  contributions  to  and  par- 
ticipation in  the  Sixth  Pan  Arab  Interna- 
tional Congress  of  Anesthesia,  ICU, 
Pain,  Emergency,  and  Disaster  Medicine. 

The  San  Antonio  Business  Journal  has 
named  Richard  Benedikt,  MD,  one  of 
the  Alamo  City’s  40  Under-40  Rising 
Stars.  Dr  Benedikt  is  a partner  in  the 
South  Texas  Radiology  Group  and  a 
member  of  the  board  of  the  Susan  G. 
Komen  Breast  Cancer  Foundation. 

Kirk  Calhoun,  MD,  corporate  medical  di- 
rector for  The  University  of  Texas  Med- 
ical Branch  at  Galveston  Healthcare 
Systems,  has  been  appointed  to  the 
Texas  Council  on  Cardiovascular  Disease 
and  Stroke  by  the  Texas  Board  of  Health. 

Nancy  W.  Dickey,  MD,  immediate  past 
president  of  the  American  Medical  As- 
sociation, has  been  elected  to  the  board 
of  directors  of  SpiderMed.Com,  Inc. 
Based  in  Houston,  the  company  pro- 
vides Internet-based  management  tools 
for  physician  offices  and  operates  an 
online  retail  pharmacy. 

The  American  Society  of  Hypertension 
has  honored  Mona  Eissa,  MD,  of  Hous- 


Nancy  W.  Dickey,  MD 


Errol  Friedberg,  MD 


ton,  for  her  knowledge  and  manage- 
ment of  clinical  hypertension  and  re- 
lated diseases. 


Joseph  J.  Fedorchik,  Jr,  MD,  of  Bryan, 
has  received  a 3-year  appointment  as 
cancer  liaison  physician  for  the  cancer 
program  at  College  Station  Medical 
Center.  The  cancer  liaison  program  is 
part  of  the  Commission  on  Cancer  of 
the  American  College  of  Surgeons. 

Errol  Friedberg,  MD,  chair  of  pathology 
at  The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas,  received 
the  2000  Rous-Whipple  Award  from 
the  American  Society  for  Investigative 
Pathology.  The  award  honors  patholo- 
gists who  have  distinguished  careers  in 
research  and  continued  productivity. 

Francisco  Fuentes,  MD,  a professor  of 
medicine  at  The  University  of  Texas- 
Houston  Health  Science  Center,  has  been 
elected  president  of  the  American  Soci- 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza* 
tion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


David  Joseph,  MD  J.  James  Rohack,  MD 


Simone  Scumpia,  MD  Richard  Tallman,  MD 


ety  for  Prevendve  Cardiology  for  2000. 

Robert  T.  Gunby,  Jr,  MD,  received  the 
Dallas  County  Medical  Society’s  2000 
Max  Cole  Leadership  Award.  He  was 
cited  for  his  advocacy  efforts  on  behalf 
of  patients  and  physicians  and  his  op- 
position to  managed  care  companies’ 
antipatient  and  antiphysician  activities. 

The  Texas  Society  of  Clinical  Patholo- 
gists has  awarded  its  Distinguished  Ser- 
vice Award  to  Richard  J.  Hausner,  MD, 
of  Houston. 

Two  Austin  physicians,  David  Joseph, 
MD,  and  Simone  Scumpia,  MD,  have 
been  elected  to  the  Austin  Diagnostic 
Clinic  Board  of  Directors. 


Tel  800.880.1300 


Volume  96  * Number  5 


13 


Discount  Medical 
Supercenter 

HCFA  1500  (2500  qty/frt  pd)  $47/ctn 

SOFTWARE 

Smart  Clairas(print  HCFAs) $79.00 
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Complete  system-Print  HCFAs/File  Electronic, 
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Physicians. 

Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect. 

Why  Do  You 
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Experience  the  best  of  everything.  Best 
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with  pay,  training  and  advancement. 
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HEALTH  PROFESSIONS 


People 


Bruce  Levy,  MD,  JD,  will  join  the  execu- 
tive staff  of  the  Federation  of  State  Med- 
ical Boards  (FSMB)  after  he  completes 
his  tenure  as  executive  director  of  the 
Texas  State  Board  of  Medical  Examiners. 
Dr  Levy  will  assist  James  R.  Winn,  MD, 
the  FSMB  executive  director,  in  repre- 
senting the  federation  and  will  serve  as 
a liaison  to  external  organizations. 

TMA  President-elect  J.  James  Rohack, 
MD,  is  the  new  medical  director  of  the 
Scott  & White  Health  Plan.  He  is  re- 
sponsible for  the  medical  management 
of  patients  and  manages  the  quality 
improvement  process  to  make  sure  the 
plan  meets  or  exceeds  accreditation  re- 
quirements. 

Michael  Speer,  MD,  has  assumed  the 
presidency  of  the  Harris  County  Medical 
Society.  A board-certified  pediatrician, 
Dr  Speer  is  associate  professor  of  pedi- 
atrics of  the  newborn  section  at  Baylor 
College  of  Medicine.  He  also  is  chair  of 
the  TMA  Council  on  Scientific  Affairs 
and  scientific  affairs  consultant  for  the 
Texas  Medicine  Editorial  Committee. 

Charles  Sprague,  MD,  former  president 
of  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas  and  chair  emer- 
itus of  the  Southwestern  Medical  Foun- 
dation, received  a Lifetime  Achievement 
Award  from  the  Health  Industry  Council 
of  the  Dallas-Fort  Worth  Region. 

Richard  Tallman,  MD,  was  named  1999 
Physician  of  the  Year  by  physicians  and 
board  members  of  the  Austin  Diagnos- 
tic Clinic.  Dr  Tallman,  a neurologist,  is 
a former  chair  of  the  clinic’s  board. 

The  Society  of  Gynecologic  Surgeons 
elected  two  Texas  physicians  to  leader- 
ship positions  at  its  annual  meeting  in 
New  Orleans.  Sheldon  Weinstein,  MD, 
of  Dallas,  was  elected  president  for 
2000,  while  Robert  Shull,  MD,  of  Tem- 
ple, was  elected  president-elect. 


Deaths 


Harold  M.  Anspach,  MD,  86;  Waco;  Uni- 
versity of  Iowa  College  of  Medicine, 
1937;  died  February  20,  2000. 

Raymond  B.  Blalock,  MD,  72;  Huntsville; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1950;  died  February  17, 
2000. 

Sebron  C.  Dale,  MD,  92;  Houston;  Tu- 
lane  University  School  of  Medicine, 
1935;  died  February  4,  2000. 

Apolinar  T.  Dizon,  MD,  76;  Seabrook; 
University  of  St  Thomas,  Manila,  Philip- 
pines, 1952;  died  February  28,  2000. 

Charles  J.  Donaghey,  MD,  87;  McKin- 
ney; The  University  of  Texas  Medical 
Branch  at  Galveston,  1936;  died  Febru- 
ary 2,  2000. 

James  F.  Graham,  MD,  84;  Dallas;  Uni- 
versity of  Tennessee  College  of  Medi- 
cine, 1941;  died  March  1,  2000. 

Seldon  B.  Graham  Ml,  MD,  44; 

Longview;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1981;  died  February  24,  2000. 

Henry  M.  Hamra,  MD,  86;  Borger;  Uni- 
versity of  Oklahoma  College  of  Medi- 
cine, 1937;  died  March  3,  2000. 

Ben  F.  Harrison,  Jr,  MD;  87;  Dallas;  Bay- 
lor College  of  Medicine-Dallas,  1936; 
died  February  15,  2000. 

John  P.  Heaney,  MD,  86;  San  Antonio; 
Baylor  College  of  Medicine,  1937;  died 
February  24,  2000. 

John  J.  Hinchey,  MD,  84;  San  Antonio; 
Baylor  College  of  Medicine-Dallas, 
1940;  died  March  3,  2000. 

Dinshaw  K.  Irani,  MD,  69;  Houston; 
Grant  Medical  College,  Bombay,  India, 
1957;  died  February  22,  2000. 

L.W.O  Janssen,  MD,  84;  Corpus  Christi; 
Tulane  University  School  of  Medicine, 
1939;  died  January  6,  2000. 
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I Charles  E.  McKenzie,  MD,  78;  Corpus 
Christi;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1945;  died 
November  22,  1999. 

Robert  I.  Morgan,  MD,  67;  Greenville;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1958;  died  March  13,  2000. 

Warren  J.  Raymer,  MD,  79;  Houston; 
Baylor  College  of  Medicine,  1947;  died 
March  6,  2000. 

R.  Thomas  Reinke,  MD,  85;  Houston; 
Baylor  College  of  Medicine,  1939;  died 
February  18,  2000. 

Gustavo  J.  Riddle,  MD,  65;  Laredo;  Uni- 
versity of  Nuevo  Leon,  Monterrey,  Mex- 
ico, 1957;  died  January  23,  2000. 

Eugene  T.  Standley,  MD,  77;  San  Anto- 
nio; University  of  Iowa  College  of  Med- 
icine, 1947;  died  February  16,  2000. 

Davis  W. Taylor,  MD,  56;  Salado;  South- 
ern Illinois  University  School  of  Medi- 
cine, 1982;  died  February  25,  2000. 

Arthur  R.  Thomasson,  Jr,  MD,  85;  Dal- 
las; Louisiana  State  University  School 
lof  Medicine  in  New  Orleans,  1942; 
died  February  11,  2000. 

Herman  E.  Warshaw,  MD,  72;  Lubbock; 
Baylor  College  of  Medicine,  1957;  died 
February  8,  2000. 

I 

Charles  H.  Wilson,  MD,  81;  Wichita 
{Falls;  The  University  of  Texas  Medical 
'Branch  at  Galveston,  1942;  died  Febru- 
ary 9,  2000. 

Thomas  E.  Zion,  MD,  71;  Austin;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1954;  died  March  1,  2000. 
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Johnson  Graduate  School 
of  Management 


The  Anderson  Graduate 
School  of  Management 


The  Executive  Certificate 
I Program  in  Healthcare 
■ Delivery  Management 


Endorsed  by: 


tt 


TexasMedical 

Association 


The  Nationally  Recognized  f 

Program  for  Medical  y ^ 


COURSE  INFORMATION 


For  more  information  call  toll  free; 
1.888.786.6334 

Or  visit  our  web  site  at:  www.StonefieldGroup.com 


^The  four,  one-week  modules  focus  on  the 
essential  issues  of  Management,  Finance  & 
Accounting,  Marketing  & Promotion,  and 
Leadership. 

^The  program  features  key  faculty  mem- 
bers from  Cornell  University’s  Johnson 
Graduate  School  of  Management,  the 
University  of  California  at  Los  Angeles’ 
Anderson  Graduate  School  of  Manc^pment, 
and  select  faculty  from  other  major  schools  of 
business  as  well  as  industry  experts. 

^This  program  is  offered  at  convenient 
locations  throughout  the  year  in  Dallas, 
Houston,  San  Francisco,  Los  Angeles,  New 
York  City,  and  on  the  Cornell  campus  in 
Ithaca,  New  York. 


^Upon  completion  of  the  four  indepen- 
dent one-week  modules,  participants  will 
receive  an  Executive  Certificate  in 
Healthcare  Delivery  Management  from 
the  schools. 

‘^CME  Accreditation/ AMA  Category  1 Credit.  This  activ- 
ity has  been  planned  and  implemented  in  accordance 
with  the  Essentials  and  Standards  of  the  Accreditation 
Council  for  Continumg  Medical  Education  (ACCME) 
through  the  joint  sponsorship  of  the  Medical  Society  of 
the  State  of  New  York  (MSSNYj,  The  fohnson  Graduate 
School  of  Management  at  Cornell  University,  and  the 
Anderson  Graduate  School  of  Management  at  UCLA. 
MSSNY  is  accredited  by  ACCME  to  provide  continuing 
medical  education  for  physicians  and  takes  responsibili- 
ty for  the  content,  quality  and  scientific  integrity  of  this 
CME  activity. 

MSSNY  designates  this  continuing  medical  education 
activity  for  a maximum  of  30  hours  per  week  of 
Category  1 credit  toward  the  AMA/PRA  (Physician’s 
Recognition  Award).  Each  physician  should  claim  only 
those  hours  of  credit  that  he/she  actually  spent  in  the 
educational  activity. 


jCet  us  give  you  a hand. 

Practice  management  can  be  a three-ring  circus.  Utilize  our  expertise  for  an  extensive 
array  of  practice  management  consulting  services  including:  billing  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 


Physician 
SeiVices 
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pJnjsician_seiTices@texined.org 


Tex 


TexasMedical 

Association 


TexMed  2000  makes  San  Antonio  the 
place  to  be  Memorial  Day  weekend 


This  year’s  Memorial  Day  week- 
end will  be  a memorable  one 
for  physicians  and  their  fami- 
lies who  attend  TexMed  2000 
at  the  Henry  B.  Gonzalez  Con- 
vention Center  in  San  Antonio 
May  25-28.  The  Texas  Med- 
ical Association’s  annual  meet- 
ing will  include  educational  and  scientific 
programs  and  symposia,  two  general  ses- 
sions featuring  dynamic  speakers,  and 
numerous  family-oriented  activities. 

TMA  members  can  choose  from 
more  than  140  free  continuing  medical 
education  (CME)  hours  on  topics  rang- 
ing from  anesthesiology  to  surgery. 
Nurses  and  other  allied  health  profes- 
sionals can  choose  from  the  same  pro- 
grams for  only  $10. 

The  Opening  General  Session  on 


Thursday,  May  25,  presented  through  an 
exclusive  partnership  with  the  Texas  Med- 
ical Liability  Trust  (TMLT),  will  feature 
exciting  speakers  addressing  issues  that 
are  important  to  physicians  and  patients. 

The  first  speaker  will  be  James  O. 
Prochaska,  PhD,  who  will  discuss  “The 
Mind  Game  of  Disease  Management: 
Preventing  Cardiovascular  Disease  and 
Strokes  by  Helping  Patients  Change  Be- 
havior.” Dr  Prochaska  will  provide  spe- 
cific tips  to  help  encourage  patients  to 
change  their  behavior. 

Next,  Midland  physician  Judy  Goo- 
gins,  MD,  will  discuss  “Physician  Stress 
and  Burnout  in  an  Environment  of 
Change.”  Physicians  typically  have 
many  of  the  traits  that  are  risk  factors 
for  burnout.  (See  “Stress,  Burnout,  and 
Addiction,”  March  1999  Texas  Medicine, 


pp  42-52.)  Dr  Googins  will  give  physi- 
cians the  tools  to  refocus  themselves 
and  regain  control  of  their  environment! 
and  their  lives. 

The  session’s  final  speaker  will  be] 
Rabbi  Harold  S.  Kushner,  whose  presen-j 
ration,  “Healing  What  We  Cannot  Cure,”! 
will  address  a physician’s  need  to  support! 
the  human  side  of  medicine.  Attendees! 
will  hear  ideas  on  how  to  share  patients’' 
feelings  without  taking  them  on. 

Thursday’s  Opening  General  Session 
will  be  followed  by  the  TMLT  Welcome 
Reception  in  the  Exhibit  Hall.  Refresh-! 
ments  will  be  available  while  physicians 
visit  with  colleagues  and  exhibitors. 

The  TMA  Alliance  Evening  at  the 
Southwest  School  of  Art  and  Craft,  just  a 
short  riverboat  ride  from  the  convention 
headquarters  hotel,  follows  the  recep- 


James  O.  Prochaska,  PhD 


Judy  Googins,  IVID 


Rabbi  Harold  S.  Kushner 


Catherine  M.  Garcia-Prats 


Joseph  A.  Garcia>Prats,  MD 


18 


Texas  Medicine  Rounds 


www.texmed.org 


tion.  Dinner  will  be  served,  and  atten- 
dees’ children,  ages  5 years  and  older, 
will  be  treated  to  dinner  and  arts-and- 
ii  crafts  activities.  The  featured  speaker 
will  be  Peter  Meade,  MD,  a member  of 
ii  Doctors  Without  Borders,  which  won  the 
1 1999  Nobel  Peace  Prize.  Admission  is 
‘ $70  for  adults,  $15  for  children. 

Friday,  May  26,  features  a full  day  of 
scientific  and  specialty  programs  offer- 
ing CME  credit.  In  addition,  the 
TMA/TMAA  Presidents’  Joint  Installa- 
tion Luncheon  will  be  held  at  noon.  Jim 
Rohack,  MD,  of  Temple,  will  assume  the 
TMA  presidency,  and  Irene  Skor,  of  The 
Woodlands,  will  become  alliance  presi- 
dent. Tickets  for  the  luncheon,  under- 
written by  the  Texas  Medical  Association 
Insurance  Trust  (TMAIT)  and  TIAA- 
. CREF,  are  $20  each. 

Saturday,  May  27,  begins  with  a sec- 
ond general  session,  featuring  Cather- 
ine Musco  Garcia-Prats  and  Joseph  A. 
Garcia-Prats,  MD.  This  Houston  couple 
ihas  managed  to  raise  10  sons,  now 
: ages  6 to  26,  and  maintain  their  mar- 
riage and  their  sanity.  Their  presenta- 
tion, “Good  Families  Don’t  Just 
Happen:  Raising  Children  in  a Medical 
Marriage,”  will  address  the  difficult 
' choices  they  have  made  to  keep  family 
first  and  strengthen  their  relationship. 

1 Saturday’s  educational  tracks  will 
‘ cover  several  topics,  including: 


• Alternative  and  Complementary 

Practices  in  Pediatrics; 

• Clinical  Practice  of  Medicine:  Geri- 
atrics; 

• Ethics:  Breaking  Bad  News;  and 

• Medical  Economics. 

TMA  policy  on  a wide  range  of  med- 
ical economics,  public  health,  scientific, 
medical  education,  and  association  or- 
ganizational and  financial  issues  will  be 
established  during  TexMed  2000.  The 
TMA  House  of  Delegates  will  convene 
Thursday  morning,  then  recess  for 
meetings  of  reference  committees  to 
hear  testimony  from  physicians  on  the 
issues.  The  House  will  reconvene  Friday 
morning  to  debate  and  adopt  reference 
committee  recommendations. 

TexMed  2000  activities  are  aimed  at 
the  entire  family.  Camp  TexMed  — featur- 
ing fun  and  affordable  child  care  partially 
undeiwitten  by  Searle  Pharmaceuticals 
— will  be  available  Thursday  through 
Saturday  from  7:30  am  to  5:30  pm.  In  ad- 
dition, Saturday  is  TMA  Day  at  Sea  World, 
with  discount  admission  for  TexMed  2000 
attendees,  featuring  a Memorial  Day  fam- 
ily cookout  and  fireworks. 

For  more  information  and  to  register 
for  TexMed  2000,  visit  the  meeting’s  Web 
site  at  virtual.texmed.org  or  see  the  regis- 
tration form  in  the  March  issue  of  Texas 
Medicine.  Or,  you  may  request  an  advance 


program  and  registration  materials  by 
e-mailing  texmed2000@texmed.org  or 
calling  (800)  880-1300,  ext  1452,  or 
(512)  370-1452.  ★ 


POEP  symposium  to  help 
primary  care  physicians 

TexMed  2000  attendees  can  learn 
important  and  timely  cancer  infor- 
mation from  Texas’  cancer  experts 
while  earning  continuing  medical 
education  credit  in  ethics.  “Can- 
cer: What  Primary  Care  Physicians  Need 
to  Know,”  a symposium  sponsored  by 
TMA’s  Committee  on  Cancer  and  the 
Physician  Oncology  Education  Program 
(POEP),  will  be  held  from  8:30  am  to 
5:15  pm  Saturday,  May  27,  at  the  Henry 
B.  Gonzalez  Convention  Center. 

Symposium  topics  include  preven- 
tion, early  detection  and  primary  ther- 
apy of  skin  cancer,  an  update  on  breast 
cancer  and  ovarian  cancer  in  high-risk 
patients,  nutrition  and  cancer  therapy, 
cancer  of  the  head  and  neck,  early  de- 
tection of  hematologic  malignancies, 
prostate  cancer  screening,  and  genetic 
evaluation  for  cancer. 

To  register  or  for  more  information, 
call  POEP  at  (800)  880-1300,  ext  1672, 
or  (512)  370-1672;  or  e-mail  poep@ 
texmed.org.  ★ 


TexMed 

technology 


Physicians  on  the  cutting  edge  of  technology  or  those  still  trying 
to  figure  out  what  “WWW”  stands  for  will  want  to  attend  TexMed 
2000's  free  Technology  Track  from  9 am  to  1 pm  on  Saturday,  May 
27,  in  Room  212  of  the  Henry  B.  Gonzalez  Convention  Center. 

Sponsored  by  Intel  Corporation,  the  session  will  offer  updates 
on  the  changing  patient-physician  relationship  in  the  high-tech 
age,  present  panel  discussions  on  diabetes  and  prostate  cancer, 
and  demonstrate  the  various  online  resources  for  both  physicians 
and  patients  in  treating  these  diseases.  Additionally,  attendees 
will  have  an  opportunity  to  see  the  latest  technology  while  inter- 
acting with  a variety  of  experts  in  technology  and  medicine. 

The  first  speaker  will  beTom  Ferguson,  PhD,  recently  honored  by 
Intel  as  one  of  the  four  pioneering  "online  health  heroes,”  and  the 
author  of  Health  Online:  How  to  Find  Health  Information,  Support 
Groups  and  Self-Help  Communities  in  Cyberspace.  Dr  Ferguson  will 
present  “Digital  DoctoringiThe  Changing Tradecraft  of  Medicine  in 
the  Age  of  the  Net-Empowered  Patient”  and  then  moderate  a panel 


discussion  of  the  online  resources  available  for  managing  diabetes 
and  prostate  cancer.  Representatives  from  online  disease  support 
communities  for  patients  and  from  an  emerging  industry  dedicated 
to  helping  physicians  manage  the  treatment  of  chronically  ill  pa- 
tients online  will  be  on  hand. 

Next  will  be  “Jumpin'  IntoThe  Net,"  where  physicians  can  visit 
a variety  of  exhibits,  watch  product  demonstrations,  hear  brief 
presentations,  and  directly  interact  with  the  technology  in  hands- 
on  sessions. 

Experts  will  discuss  techniques  for  managing  e-mail  communi- 
cation with  patients  and  online  privacy  and  security  issues;  pro- 
vide advice  on  Web  page  design  and  tips  on  using  palmtop 
computers  in  physicians’  personal  lives  and  medical  practices; 
share  hints  on  what  technology  to  buy  and  how  to  buy  it;  and  help 
determine  how  to  select  an  Internet  service  provider. 

Physicians  and  spouses  are  encouraged  to  attend  this  session, 
which  does  not  include  continuing  medication  education  credit. 
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Patients  and  medicine  win 
in  primary  elections 


After  an  unusually  intense  pri- 
mary season  with  a large  num- 
ber of  contested  races,  TEXPAC 
walked  away  a winner  in  most 
races,  including  two  high-profile 
House  of  Representatives  elections. 

“TEXPAC  took  some  courageous  po- 
sitions in  the  March  primary,  taking  on 


well-funded  incumbents  and  gambling 
on  a few  open-seat  races,”  said  David 
Duffner,  MD,  chair  of  the  TEXPAC 
Board  of  Directors.  “While  other  groups 
stood  on  the  sidelines  and  stayed  out  of 
the  game,  physicians  and  alliance  mem- 
bers jumped  into  the  heat  of  the  battle.” 

In  most  cases,  TEXPAC’s  gambles  paid 
off.  In  fact,  several  Texas  political  re- 
porters declared  TEXPAC  a winner  and  a 
major  factor  in  the  election  outcome.  For 
example,  the  March  17  issue  of  the  po- 
litical newsletter  Lone  Star  Report  said 
TEXPAC’s  success  in  the  primary  “could 
make  it  even  harder”  for  insurance  lob- 
byists “to  convince  lawmakers  to  side 
with  insurers  over  doctors.” 

Dr  Duffner  says  TEXPAC  “raised  eye- 
brows in  Austin  and  around  the  state 
when  it  made  the  bold  decision  to  back 
two  candidates  who  were  challenging 
well-financed  incumbent  legislators. 
With  medicine’s  help,  Elizabe±  Ames 
Jones,  of  San  Antonio,  and  Lois 
Kolkhorst,  of  Brenham,  succeeded  in  top- 
pling Reps  Bill  Siebert  and  C.B.  Jones.” 
Both  legislators  were  strongly  backed  by 
insurance  and  big  business,  he  says. 

Overall,  TEXPAC  made  endorse- 
ments in  47  congressional,  legislative, 
and  judicial  races  in  the  March  14  pri- 
mary election.  Thirty-eight  of  the  TEX- 
PAC-endorsed  candidates  won  outright. 


and  three  made  it  into  the  April  runoff 
elections.  “Physicians  and  alliance 
members  have  much  to  be  proud  of,” 
said  Dr  Duffner. 

Most  of  those  races  were  on  the  Re- 
publican ballot,  for  a couple  of  reasons. 
First,  the  state  is  trending  Republican, 
so  the  GOP  is  experiencing  growing 


pains.  This  year  saw  several  bitter  con- 
tests between  factions  within  the  Re- 
publican Party.  Second,  the  Democrats 
failed  to  field  legitimate  candidates  for 
most  statewide  offices,  so  there  wasn’t 
much  action  on  the  Democratic  ballot. 

Here  is  a look  at  races  TEXPAC  con- 
sidered “hot”  in  the  primary: 

Congress  — District  7 

In  this  open-seat  contest  to  replace  re- 
tiring US  Rep  Bill  Archer  (R-Houston), 
TEXPAC  made  an  early  endorsement 
and  strongly  backed  longtime  State  Rep 
John  Culberson  in  the  Republican  pri- 
mary. Representative  Culberson  faced  a 
runoff  against  businessman  Peter  Ware- 
ing.  The  winner  will  oppose  Democrat 
Jeff  Sell  in  the  fall  general  election. 

Judicial  races 


TEXPAC  printed  and  distributed  more 
than  half  a million  slate  cards  to  help  vot- 
ers choose  the  best  judicial  candidates. 
“Once  again,  TEXPAC  physicians  and  al- 
liance members  made  a difference  in  the 
outcome  of  these  low-profile  races,”  said 
Dr  Duffner.  Of  the  1 1 judges  TEXPAC  en- 
dorsed, 8 were  elected  and  2 faced 
runoff  elections  in  April.  The  following  is 
a summary  of  the  primary  results,  with 


asterisks  indicating  candidates  endorsed 
by  TEXPAC: 

Texas  Supreme  Court  — 

Republican  Primary 

Place  1 — ^Justice  Nathan  Hecht  de- 
feated Valorie  Davenport. 

Place  3 — '^Justice  Al  Gonzales  de- 
feated Rod  E.  Gorman. 

Neither  candidate  has  a Democratic  op- 
ponent in  the  fall. 

Courts  of  Appeals  — 

Republican  Primary 

1st  Court,  Place  1 — ^Justice  M.  B. 
“Murry”  Cohen’s  opponent  dropped  out. 
1st  Court,  Place  2 — * Justice  Scott  Bris- 
ter  defeated  Richard  Hall  and  will  face 
Democrat  Mary  Thompson  in  November. 
1st  Court,  Place  4 — * Attorney  Terry 
Jennings  faced  a runoff  against  Ken 
Cannata.  The  winner  will  be  opposed 
by  Democrat  Eric  Andell  in  November. 
7th  Court  — ‘"Justice  Brian  Quinn  de- 
feated Deborah  Smith  McClure.  There 
is  no  Democratic  opponent. 

14th  Court,  Place  1 — TEXPAC  en- 
dorsed both  ^Justice  Maurice  Amidei 
and  *Charles  Wesley  Seymore,  JD.  Mr 
Seymore,  a medical  malpractice  de- 
fense attorney,  faced  Jim  Barr  in  the 
April  runoff  election.  There  is  no  De- 
mocratic opponent. 

Courts  of  Appeals  — 

Democratic  Primary 

13th  Court,  Place  1 — *Justice  Nelda 

Viadaurri  Rodriguez  defeated  Barry 

Jones. 

13  th  Court,  Place  2 — * Justice  Fred- 
erico  “Fred”  Hinojosa  defeated  Ruben 
Pena. 

13th  Court,  Place  3 — ^Attorney  Frank 
Enriquez  was  defeated  by  Errlinda 
Castillo,  who  will  face  Republican 
Bradford  Condit  in  November. 

Justices  Rodriguez  and  Hinojosa  are 
unopposed  in  November. 

Texas  Senate 


District  2 

While  TEXPAC’s  endorsed  candidate. 
Sen  David  Cain,  was  unopposed  in  the 
Democratic  primary,  TEXPAC  watched 
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the  Republican  primary  with  interest. 
Bob  Deuell,  MD,  of  Greenville,  was  the 
presumed  frontrunner  but  came  in  sec- 
ond place,  behind  three-time  candidate 
Richard  Harvey.  They  faced  each  other 
in  the  April  runoff.  Although  Dr  Deuell  is 
supported  by  many  of  his  colleagues. 
Senator  Cain  has  been  a true  friend  of 
medicine  throughout  his  legislative  ca- 
reer and  will  continue  to  enjoy  TEXPAC’s 
support,  says  Dr  Duffner. 

District  3 

After  interviewing  all  candidates  for 
the  Senate  District  3 open  seat,  TEX- 
PAC  endorsed  Republican  primary  can- 
didate Les  Tarrance  over  state  Rep 
Todd  Staples.  This  decision  was  met 
with  no  small  amount  of  controversy. 
“Even  TEXPAC’s  political  consultants, 
Bryan  Eppstein  and  David  Marwitz, 
were  on  the  other  side,”  said  Robert 
Gunby,  MD,  of  Dallas,  chair  of  the  TEX- 
PAC  Candidate  Evaluation  Committee. 
In  a surprise  to  most  analysts  and  po- 
litical observers.  Representative  Staples 
ran  away  with  the  nomination,  garner- 
ing more  than  68%  of  the  vote. 

Representative  Staples  faces  Demo- 
crat David  Fisher  in  the  fall  election. 
“This  race  will  be  targeted  by  both  par- 
ties, with  the  one-seat  Republican  ma- 
jority hanging  in  the  balance  and 
redistricting  on  the  horizon,”  Dr  Duffner 
said. 

Representative  Staples  enjoyed  sup- 
port from  a large  number  of  physicians 
and  alliance  members  in  East  Texas 
during  the  primary.  In  the  coming 
weeks  and  months,  TEXPAC  will  review 
its  stance  in  this  race  and  make  an  en- 
dorsement decision  for  the  fall  elec- 
tion, Dr  Gunby  says. 

District  26 

Still  trying  to  catch  her  breath  from  a 
hard-fought  special  election  victory  in 
November,  newly  elected  Sen  Leticia 
Van  de  Putte  overcame  a serious  chal- 
lenge in  the  Democratic  primary  from 
trial  lawyer  David  Leibowitz,  JD. 

Texas  House  of 
Representatives 


District  11 

In  the  race  to  succeed  Representative 


Staples,  TEXPAC  endorsed  banker  Paul 
Woodard  in  the  Republican  primary 
and  pharmacist  Chuck  Hopson  in  the 
Democratic  primary.  TEXPAC  based 
this  decision  on  the  recommendation  of 
the  local  medical  community  after  all 
four  candidates  participated  in  candi- 
date interviews.  Although  both  races 
were  tight,  Mr  Woodard  and  Mr  Hop- 
son  won  their  respective  primaries.  Mr 
Woodard  defeated  Kenneth  Durrett  by 
120  votes,  while  Mr  Hopson  defeated 
JoAl  Cannon  Sheridan  by  about  300 
votes.  TEXPAC  will  assess  the  fall  con- 
test and  make  a general  election  en- 
dorsement decision  in  the  coming 
months.  Dr  Gunby  says. 


District  13 

Petroleum  retailer  Lois  Kolkhorst  de- 
feated first-term  Rep  C.B.  Jones  in  the 
Republican  primary.  She  has  no  Demo- 
cratic opponent.  Ms  Kolkhorst  is  a busi- 
nesswoman and  the  daughter  of  a 
longtime  rural  dentist. 

Districts  25,  66,  and  91 

State  Reps  Dennis  Bonnen,  Brian  Mc- 
Call, and  Bill  Carter  survived  chal- 
lenges from  opponents  backed  by  the 
Free  Market  Foundation  Political  Ac- 
tion Committee  (FreePAC),  who  said 
they  were  not  “Republican  enough.” 
Troy  Alexander,  TEXPAC  director,  says 
FreePAC  is  a front  group  for  far-right 
political  interests.  TEXPAC  played  a 
major  role  in  Representative  Bonnen’s 
victory.  None  of  the  three  have  Democ- 
ratic opponents  in  the  fall. 

District  98 

First-term  Rep  Vicki  Truitt  defeated  for- 
mer Rep  Nancy  Moffat  with  66%  of  the 
vote.  TEXPAC  was  heavily  involved  in 


Representative  Truitt’s  campaign.  She 
will  be  opposed  by  Democrat  Gene 
Mitchell  in  November. 

District  115 

TEXPAC’s  candidate,  Roberto  Vasquez, 
a physician’s  brother,  was  defeated  by 
State  Rep  Mike  Villareal.  Representative 
Villareal  is  unopposed  in  November. 

District  121 

Elizabeth  Ames  Jones  defeated  Rep  Bill 
Siebert  in  the  Republican  primary.  TEX- 
PAC and  the  political  action  committee  of 
the  Texas  Academy  of  Family  Physicians 
were  the  only  PACs  to  back  Ms  Jones  in 
her  uphill  bid  to  unseat  a well-financed 


and  entrenched  incumbent.  “I  was  so  de- 
lighted and  honored  to  be  supported  by 
such  a fine  organization,”  Ms  Jones  said. 
“So  much  of  my  grassroots  support  came 
from  physicians  and  their  spouses  in  this 
district.”  This  race  once  again  displayed 
the  power  of  physician  and  alliance  ac- 
tivism, and  Ms  Jones’  message  of  ethics 
and  health  maintenance  organization  re- 
form carried  the  day,  Mr  Alexander  says. 
Michael  G.  Zapper  is  her  Democratic  op- 
ponent in  November. 

District  124 

San  Antonio  City  Councilman  Jose 
Menendez  defeated  his  former  col- 
league, State  Rep  Juan  Solis,  in  this 
East  San  Antonio  race.  While  TEXPAC 
considered  Representative  Solis  a 
friendly  incumbent,  Mr  Menendez  en- 
joyed considerable  physician  support. 

For  a more  detailed  summary  of  the 
primary  election  results,  log  on  to 
www.texpac.org  and  go  into  the  “Mem- 
bers Only”  section.  ★ 


Contributions  to  Texas  Medical  Association  Political  Action  Committee  (TEXPAC),  Texas  Medical  Association 
PAC-Statewide  (TEXPAC-Statewide),  and  American  Medical  Association  PAC  (AMPAC)  are  not  deductible  as 
charitable  contributions  for  federal  income  tax  purposes.  Voluntary  political  contributions  to  TEXPAC  are  shared 
with  AMPAC.  Contributions  are  not  limited  to  any  suggested  amount.  Neither  TMA  nor  AMA  will  favor  or  disad- 
vantage anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  to  TEXPAC  and  AMPAC  are 
subject  to  Federal  Election  Commission  regulations.  Federal  election  law  prohibits  TMA  from  soliciting  donations 
from  persons  who  are  not  in  its  solicitable  class  (eg,  TMA  members  and  their  families).  All  donations  received  from 
persons  who  are  not  inTMA's  solicitable  class  will  be  returned. 


“Physicians  and  alliance  members 
have  much  to  be  proud  of.” 
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Only  one  thing  grows  faster  than  healthy  kids  - the  hospital  that  helps  them  get  healthy.  Texas  Children’s  Is  enjoying  a 
I healthy  growth  spurt,  adding  more  than  1 .2  million  more  square  feet.  We're  expanding  one  of  our  inpatient  facilities  to  20 
floors  and  adding  a new  16- story  outpatient  center.  And  we’re  renovating  our  current  outpatient  facility,  The  Feigin  Center, 
lo  house  a dedicated  hub  for  state-of-the-art  research  in  areas  ranging  from  childhood  cancer 
to  molecular  medicine.  In  all,  we’re  spending  $345  million  to  meet  the  growing  healthcare  needs  of  children.  Because  we  believe  that 
even  when  you're  known  for  setting  the  standards  in  pediatric  medicine,  there’s  always  room  for  Improvement.  To  inquire  about 
referral,  consultation,  or  academic  collaboration,  call  713-770-1111. 


Texas  Children’s  Hospih 


Texas  Children’s  Hospital  is  the  primary  pediatric  teaching  hospital  for  Baylor  College  of  Medicine. 
©2000  Texas  Children’s  Hospital 


Houston 

www.texaschildrenshospital.org 


study  shows  Texas  health 
spending  totals  $71  billion 


Health  care  spending  in  Texas  totals 
$71  billion  and  represents  11%  of 
the  state’s  economy,  slightly  lower 
than  the  national  average  of 
13.4%,  according  to  a study  by 
the  Texas  Comptroller’s  Office.  The  av- 
erage Texan  spends  about  $3,600  annu- 
ally for  health  care,  compared  with  the 
national  average  of  $4,200. 

Of  the  $71  billion,  the  study  says, 
35%  is  spent  by  employers  and  others 
who  purchase  health  care  insurance. 
Out-of-pocket  expenses  for  individuals 
and  for  federal  Medicare  payments  total 
20%  each,  while  federal  and  state  Med- 
icaid spending  accounts  for  14%.  The  re- 
maining 1 1%  comes  from  other  areas.  ★ 

TMA  CME  program  receives 
4 years  accreditation 


TMA’s  continuing  medical  educa- 
tion (CME)  program  has  been 
awarded  4 years  accreditation 
with  a commendation  after  a re- 
view by  the  Accreditation  Coun- 
cil for  Continuing  Medical  Education 
(ACCME)  Committee  on  Review  and 
iRecognition.  This  accreditation  status 
acknowledges  that  TMA  is  clearly  com- 
imitted  to  CME  accreditation  and  has 
'established  a quality  process  for  ac- 
Icreditation  of  CME  sponsors  in  Texas. 

I The  program  was  commended  for: 

i 

j • The  program’s  manual.  The  Accredi- 
j tation  of  Continuing  Medical  Educa- 
tion in  Texas,  for  its  easy-to-follow 
I format  and  visual  presentation; 

'•  The  quality  of  the  survey  process, 
j including  the  forms  used  and  com- 
munication to  potential  organiza- 
tions that  will  be  surveyed; 

; • The  subcommittee  retreat,  which  al- 
lowed for  review  of  policies  and 
planning  for  the  future;  and 
• The  resources  and  support  devoted 
to  the  accreditation  program  in 
terms  of  a defined  unit  including  the 
committee,  subcommittee,  and  staff. 

Additionally,  TMA  was  chosen  by  the 
committee  to  receive  the  2000  Rutledge 


W.  Howard,  MD,  Award  for  Maintenance 
of  High  Standards  in  the  overall  accredi- 
tation process.  Dr  Howard  worked  with 
every  state,  the  District  of  Columbia,  and 
four  territories  in  developing  the  present 
system  for  accreditation  of  intrastate 
providers  of  CME.  The  award  is  given 
annually  by  the  Committee  on  Review 
and  Recognition,  based  on  its  reviews  of 
the  states’  accreditation  programs  to  rec- 
ognize meritorious  achievement. 

Meanwhile,  TMA’s  Committee  on 
Continuing  Education  has  granted  full 
CME  accreditation  upon  resurvey  to 
the  following  institutions: 

• Columbia  Medical  Center-East,  El 
Paso; 

• Corpus  Christ!  Medical  Center; 

• Knapp  Medical  Center,  Weslaco; 

• Park  Plaza  Hospital,  Houston; 

• Spring  Branch  Medical  Center, 
Houston; 

• United  Regional  Medical  Center,  Wi- 
chita Falls;  and 

• Valley  Baptist  Medical  Center,  Har- 
lingen. 

An  initial  provisional  accreditation 
was  granted  to  the  Academy  of  Health 
Care  Professions  in  Houston  and  MHMR 
of  Tarrant  County  in  Fort  Worth. 

TMA  seeks  to  assure  both  physicians 
and  the  public  that  CME  activities 
sponsored  by  its  accredited  providers 
meet  the  high  standards  of  the  Essen- 
tials and  Guidelines  for  Accreditation. 

TMA  evaluates  the  overall  CME  pro- 
grams of  Texas  institutions  according 
to  national  criteria  adopted  by  ACCME. 
TMA  currently  accredits  45  institutions 
and  organizations  in  Texas  as  CME 
providers. 

For  information  about  TMA’s  CME 
program,  call  Billie  Dalrymple  at  (800) 
880-1300,  ext  1446,  or  (512)  370-1446; 
or  e-mail  billie_d@texmed.org.  ★ 


CONNECT  TO  TMA 


TMA  switchboard 

(800)  880-1300 
Impaired  Physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TexMed  2000 

texmed2000@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 
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WEB  SITES  O F INTEREST  TO  TEXAS  PHYSIC  I A N S I i i | | I I I I W I 


The  May  edition  of  "MedBytes”  gives  an  overview  of  the  science  as  underutilized  health  services,  cultural  barriers  to  treatment,  un- 
research areas  ofTexas  medical  schools’ Web  sites.  der-representation  of  Hispanics  in  policy  development,  and  more. 


Texas  A&M  University  System  Health  Science  Center 
Go  to  tamushsc.tamu.edu  and  check  out  the  site's  link  to  the 
School  of  Rural  Public  Health.  It  features  information  on  the 
school,  the  administration,  the  departments,  the  students,  and  fac- 
ulty. The  site's  link  to  the  Institute  of  Biosciences  andTechnology 
gives  links  to  the  latest  faculty  research  news  and  seminars. 

Baylor  College  of  Medicine 

Baylor's  site,  www.bcm.tmc.edu,  provides  links  to  research 
news,  including  a recent  clinical  research  program  educating  stu- 
dents to  become  independent  clinical  investigators  and  future 
leaders  in  academic  research  and  biomedical  research.  Visit  BCM 
Technologies,  under  the  "Services  and  Administration”  section  of 
the  site's  front  page,  for  details  about  recent  projects. 

Texas  Tech  University  Health  Sciences  Center 

Texas  Tech's  Web  site,  www.ttuhsc.edu,  has  a research  section 
covering  recent  announcements,  research  information,  a health 
services  and  research  and  management  section,  and  information 
about  sick  building  syndrome. 


The  University  ofTexas  Health  Center  at  Tyler 

This  university’s  site  can  be  found  at  www.uthct.edu,  with  several 
different  areas  under  its  research  section,  including  links  to  active 
studies,  the  university’s  research  council  and  awards,  and  the  South- 
west Agricultural  Health  Center  and  its  current  research  projects. 

The  University  of  Texas-Houston  Health  Science  Center 
Visit  www.uth.tmc.edu  and  explore  this  site's  research  area  for  in- 
formation on  research  support  organizations,  research  data  re- 
sources, research-related  publications,  and  research  service 
providers.  Included  are  links  to  information  such  as  chemical,  biolog- 
ical, and  radiation  safety,  and  an  animal  welfare  committee  to  moni- 
tor and  ensure  the  humane  treatment  of  animals  used  in  experiments. 

The  University  ofTexas  M.D.  Anderson  Cancer  Center 

Visit  this  university's  site  at  www.mdanderson.org  for  the  latest 
news  on  cancer  research.  The  treatment  research  area  offers  de- 
tails about  clinical  trials,  from  the  definition  of  a trial  to  the  de- 
signing of  one. The  site  includes  a link  to  the  National  Institutes  of 
Health  Web  site,  providing  a place  to  search  specific  clinical  trials. 


University  of  North  Texas  Health  Science  Center  at  Fort  Worth 
Go  to  www.hsc.unt.edu  and  under  its  research  section  you'll  find 
links  to  seminars  and  announcements,  grants  and  funding,  re- 
search policies,  and  the  school's  research  institutes. 


The  University  ofTexas  Medical  Branch  at  Galveston 

This  site  is  at  www.utmb.edu  and  its  research  area  provides  in- 
formation about  the  Graduate  School  of  Biomedical  Sciences,  re- 
search development  services,  and  the  Moody  Medical  Library. 


The  University  ofTexas  Health  Science  Center  at  San  Antonio 
Visit  www.uthscsa.edu  and  search  the  research  area  for  high- 
lights of  current  projects.  In  the  South  Texas  Environmental  Educa- 
tion and  Resource  Center  project,  students  and  faculty  took  a 
lesson  on  border  health  in  a 1-month  elective  course.  You'll  find  that 
the  SouthTexas  Health  Research  Center  has  addressed  such  issues 


The  University  ofTexas  Southwestern  Medical  School  at 
Dallas 

This  university's  site  can  be  found  at  www.swmed.edu,  and  its 
research  area  includes  information  on  its  research  centers,  the 
Howard  Hughes  Medical  Institute,  grants  management,  and  clini- 
cal trials  office. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


24 


Texas  Medicine  Rounds 


www.texmed.oi 


continues 


For  over  twenty  years,  University  Health  System 
has  been  the  South  Texas  leader  in  organ  transplant 
surgery  and  research. 

University  Health  System’s  surgical  teams  were  the  ^ 

first  to  perform  heart  transplants  in  San  Antonio. 

First  in  heart/lung  transplants  and  single-lung  transplants. 

First  in  civilian  liver  transplants  and  adult  donor/pediatric 
recipient  split-liver  technique.  And  first  to  use  Laparoscopic 
surgery  in  kidney  transplantation. 

This  level  of  experience  and  expertise  is  reflected  in  a program  ^ 

that  includes  a team  of  on-staff  transplant  surgeons,  supported  » 
by  transplant  specialists,  dedicated  to  every  aspect  of  transplantation. 

This  unique  team,  working  in  close  consultation  with  referring 
physicians  at  every  phase,  assures  unsurpassed  patient  comfort  and 
comprehensive  care. 

Today,  University  Health  System,  in  conjunction  with  The  University  of 
Texas  Health  Science  Center  at  San  Antonio,  is  South  Texas’  only  source 
for  all  five  major  types  of  organ  transplants. 

Our  commitment  to  excellence  and 
leadership  continues  as  we  work  to 
assure  the  communities  we  serve 
the  highest  level  of  quality 

healthcare  available.  . ■ v ^ 


University 
Health  System 


universityhealthsystem.com 


For  the  best  in  heaMi  care, 
you  can’t  beat  The  System. 


210-358-4000 

San  Antonio 

1^888^336^9633 

Toll  Free 


i 


WHAT  YOUR  PATIENTS  ARE  READING 


Dateline: 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  and  news  reports 
that  feature  health  and  medical  information  your  patients  may  ask  you  about. 

“A  CURE  FOR  HEART  DISEASE.”  Medicine  is  taking  on  the  No.  1 killer  with  an 
arsenal  of  new  weapons.  And  women  are  finding  out  that  heart  disease  is  an 
equal-opportunity  illness.  US  News,  3/13/00 

“THE  FAMILY  DOCTOR."  Are  there  really  any  doctors  left  who  reflect  that  Nor- 
man Rockwell  image?  ABC  Nightline  shadows  a Belfast,  Maine,  physician  who 
is  a “friend,  a counselor,  a husband,  a father,  a member  of  the  community,  a doc- 
tor.” (A  transcript  is  available  at  www.abcnews.com.)  Nightline,  1/13/00 

“FOR  THOSE  WHO  CAN  AFFORD  IT,  OLD-STYLE  MEDICINE  RETURNS.” 
Some  doctors  are  saying  so  long  to  health  maintenance  organizations.  Some 
patients  are  willing  to  pay  the  price  for  a doctor  who  gives  them  added  attention 
and  care.  New  York  Times,  3/17/00 

“ARE  YOUR  MEDICAL  FILES  SAFE  ON  THE  WEB?”  Your  medical  records  are 
going  online.  If  someone  gains  unauthorized  access  to  your  files,  the  touch  of  a 
button  could  make  it  available  to  millions.  Shape,  4/00 

“SAVING  FACE.”  The  plastic  surgeon  had  never  seen  a dog-mauling  case  as 
horrific  as  this  one.  The  2-year-old  child  would  undergo  40  hours  of  reconstruc- 
tive facial  surgery  at  a cost  of  several  hundred  thousand  dollars.  The  result 
would  make  medical  history.  Texas  Monthly,  03/00, 

“MIND  OVER  CANCER.”  Your  life  may  be  extended  with  psychological  treat- 
ment. Psychology  Today,  3-4/00 

“SIGHT  SEEKING.”  It’s  the  hottest  surgery  going.  Millions  of  Americans  are  ex- 
pected to  undergo  laser-assisted  in-situ  keratomileusis  surgery  to  correct  their 
vision.  But  are  you  the  right  candidate  for  the  procedure?  Shape,  4/00 

“HOSPITALS:  GET  OUT  ALIVE.”  The  last  word  you  want  to  hear  at  the  hospi- 
tal is  “oops!”  The  People’s  Medical  Society  offers  tips  on  ways  a patient  can 
avoid  becoming  another  medical  error.  The  group  suggests  patients  watch  drug 
dosages,  question  authority,  label  body  parts  scheduled  for  surgery,  take  a copy 
of  their  medical  records,  remind  health  care  workers  to  wash  their  hands  and 
change  gloves,  and  learn  about  their  illnesses.  Health,  3/00 


PreLeiiting  heart  & brain  attack 


UT  Southwestern  launches 
heart  disease  prevention 
project 


Cardiologists  at  The  University  of 
Texas  Southwestern  Medical  Cen- 
ter at  Dallas  are  about  to  under- 
take an  ambitious  project  to 
reduce  death  and  disability  from 
heart  disease  by  50%  in  the  next  decade. 

In  June,  the  Dallas  Heart  Disease 
Prevention  Project,  conducted  by  the 
Reynolds  Center  for  Clinical  Cardiovas- 
cular Research  at  UT  Southwestern, 
will  begin  surveying  15,000  randomly 
selected  residents  of  Dallas  County.  The 
4-year,  $24-million  project  is  being 
funded  by  a grant  from  the  Donald  W. 
Reynolds  Foundation. 

“This  study  is  unprecedented  in  the 
detail  and  sophistication  of  the  mea- 
surements we  will  make  with  respect  to 
genes,  blood  constituents,  body  fat  dis- 
tribution, the  size  and  shape  of  the 
heart,  and  the  extent  of  disease  in  blood 
vessels  of  the  heart,”  said  R.S.  Williams, 
MD,  director  of  the  Reynolds  Center. 

It  is  also  the  first  random  multieth- 
nic urban  population  survey  of  heart 
disease  prevention. 

Heart  disease  is  the  No.  1 killer  of 
both  Americans  and  Texans.  The  num- 
ber of  minorities  claimed  by  heart  dis- 
ease is  disproportionately  high.  The 
project  also  aims  to  close  the  gap  in  the 
burden  of  heart  disease  among  differ- 
ent ethnic  communities. 

TMA  also  has  taken  on  heart  dis- 
ease, as  well  as  stroke,  with  its  Project 
WATCH  initiative.  Project  WATCH 
seeks  to  reduce  death  and  illness  from 
heart  disease  and  stroke  by  educating 
the  public  about  preventable  risk  fac- 
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tors  for  those  diseases,  including 
Weight,  Activity  level.  Tobacco  use. 
Cholesterol,  and  High  blood  pressure. 

For  information  and  material  on 
Project  WATCH,  call  (800)  880-1300, 
ext  1382,  or  (512)  370-1382,  or  see 
the  TMA  Web  site  at  www.texmed.org. 

In  the  UT  Southwestern  survey,  re- 
, searchers  will  visit  homes  and  ask  par- 
ticipants to  fill  out  questionnaires  on 
i medical  and  family  history,  take  blood 
i tests,  undergo  blood  pressure  screen- 
iings,  and  measure  height,  weight,  and 
I waist  circumference. 

; “We  want  to  know  the  risk  factor 
] burden  that  people  have  and  people’s 
I knowledge,  attitudes,  and  beliefs  about 
! their  risks  for  heart  disease,”  said 
[Ronald  G.  Victor,  MD,  professor  of  in- 
[temal  medicine  and  chief  of  the  Hyper- 
j tension  Division  at  UT  Southwestern 
I and  one  of  the  principal  investigators  at 

I*  the  Re3molds  Center.  “We  want  to  know 
what  they  know  about  heart  disease  in 
general  and  what  they  know  about  how 
ito  minimize  their  own  risks.” 

I Later,  some  participants  will  be 
[given  elaborate  tests  to  examine  the 
'heart,  including  magnetic  resonance 
.imaging,  electrocardiograms,  and  elec- 
Itron  beam  CT  scans.  Any  abnormalities 
|will  be  reported  to  the  participants’ 
personal  physicians. 

The  initial  surveys  are  expected  to 
take  18  months.  Participants  will  be  fol- 
f lowed  by  telephone  contact  and  by  auto- 
I mated  tracking  of  hospital  admissions  to 
-47  Dallas-area  hospitals  during  the  pro- 
ilject.  Data  will  be  analyzed  to  uncover 
Inew,  treatable  causes  of  heart  disease 

I and  identify  the  barriers  to  awareness 
and  treatment  of  heart  disease  in  the 
various  ethnic  populations  of  Dallas, 
i Dr  Victor  says  the  US  Public  Health 
Service  has  set  a goal  of  reducing  death 
rates  from  heart  disease  by  50%  in  all 
segments  of  society  by  2010. 

“We  see  this  as  a vehicle  by  which 
the  Dallas  community  can  take  the  lead 
in  trying  to  reach  that  goal,”  he  said.  ★ 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


A University  of  Iowa  study  of  40  allergy  sufferers  in  a driving  simulator  indicates 
that  a driver’s  ability  to  safely  operate  his  or  her  car  may  be  affected  by  over- 
the-counter  allergy  medications  more  than  by  alcohol.  Annals  of  Internal  Medi- 
cine, 3PIOO 

While  acknowledging  that  more  research  is  needed,  scientists  in  Great  Britain 
report  that  a synthetic  equivalent  of  THC,  the  main  ingredient  in  marijuana, 
eases  multiple  sclerosis-like  tremors  in  mice.  Nature,  3/2100 

Although  they  often  experience  side  effects  from  taking  prescription  medica- 
tion, most  patients  don't  tell  their  physicians  about  them,  say  researchers  at 
Brigham  and  Women's  Hospital  in  Boston  who  surveyed  2,248  patients  between 
ages  20  and  75.  Journal  of  General  Internal  Medicine,  3/00 

A variant  of  the  prostate-specific  antigen  test  — fPSA  — is  as  accurate  in  de- 
termining the  risk  of  prostate  cancer  in  African-American  men  as  it  is  in  Cau- 
casian men,  report  Johns  Hopkins  School  of  Medicine  researchers  after  a 
nationwide  trial  of  f PSA,  a more  sensitive  test  for  prostate  cancer  approved  by 
the  US  Food  and  Drug  Administration  in  1998.  Urology,  3/00 

Only  26%  of  heart  patients  who  could  benefit  from  taking  aspirin  are  doing  so, 
even  though  aspirin  can  prevent  heart  attacks  and  reduce  the  risk  of  stroke  and 
angina,  say  Massachusetts  General  Hospital  researchers  who  examined  data 
for  10,942  patients  in  1996.  Circulation,  3/13/00 

Pharmaceutical  companies'  direct  marketing  of  their  drugs  to  patients  may 
damage  the  patient-physician  relationship  because  patient  pressure  is  causing 
some  doctors  to  prescribe  drugs  against  their  better  judgment,  report  UCLA  re- 
searchers. Health  Affairs,  3-4/00 

A study  of  more  than  6,300  breast  cancer  patients  by  researchers  at  Hamilton 
Regional  Cancer  Centre  in  Ontario,  Canada,  revealed  a 17%  decrease  in  mortal- 
ity among  women  who  undergo  radiation  along  with  surgery  and  chemotherapy. 
Journal  of  Clinical  Oncology,  3/00 

Army  researchers  who  studied  more  than  2,000  male  and  female  recruits  say 
smokers  are  more  prone  to  injuries  such  as  sprains  or  fractures,  even  after  they 
quit.  American  Journal  of  Preventive  Medicine,  4/00 
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Law 


HMO  liability 

Texas  case  could  set  a national  health  care  reform  precedent 


Regan  Dunntck 


j he  appellate  courtroom  of  the 
Fifth  Circuit  Court  of  Appeals  in 
Austin’s  federal  building  was 
business-as-usual  that  brisk 
March  morning.  Only  the  red, 
white,  and  blue  of  the  American 
and  Texas  flags  interrupted  the 


institutional  drabness  of  the  setting. 

The  court  had  already  heard  two  cases 
as  legal  teams  took  their  seats  for  the 
third  hearing.  There  was  no  hint  that 
Case  No.  98-20940  — which  challenges  a 
Texas  statute  giving  patients  the  right  to 
sue  health  maintenance  organizations 
(HMOs)  for  harmful  medical  necessity 
decisions  — could  catapult  the  litigants 
before  the  US  Supreme  Court  for  a ruling 
that  would  have  a major  impact  on 
health  care  reform  efforts.  > > 


By  Alice  Adams 
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SaEMCEMEV^  BOOKS — 

To  order  these  books  or  any  other  book  in  print,  call 
1-800-BOOKS-NOW  (266-5766)  ext.  1494.  Visa,  Master- 
Card,  and  American  Express  accepted.  Send  checks  or 
money  orders  plus  $4.95  shipping  and  handling  ($2.50  for 
each  additional  item)  to  Books  Now,  400  Morris  Avenue, 
Long  Branch,  NJ  07740.  Or  see  our  Web  site  at  www.sci- 
encenewsbooks.org.  This  service  is  provided  in  conjunc- 
tion with  Science  News  Books. 

Biohazard:  The  Chilling  True 
Story  of  the  Largest  Covert  Bio- 
logical Weapons  Program  in  the 
World — Told  From  Inside  by  the 
Man  Who  Ran  It — Ken  Alibek,  with 
Stephen  Handelman.  For  17  years, 
Alibek  played  a key  role  in  the 
former  Soviet  Union’s  massive 
operation  to  stockpile  the  world’s  most  effi- 
cient means  of  biological  warfare.  Upon 
defecting  in  1992,  Alibek  revealed  this  clandes- 
tine operation  to  U.S.  intelligence  agencies.  Now, 
he  shares  his  experience  with  the  public.  His 
first-person  account  details  the  work  of  60,000 
scientists  and  support  staff  members  who  devel- 
oped and  maintained  deadly  pathogens.  Alibek 
insists  that  while  huge  stockpiles  of  anthrax, 
plague,  and  smallpox  were  destroyed  at  the  end 
of  the  Cold  War,  the  expertise  to  produce  such 
weapons  is  now  available  to  terrorist  groups  and 
rogue  nations.  In  revealing  the  practices  that  he 
oversaw,  he  describes  the  dangers  to  society 
mass-producing  and  hoarding  biological  weapon- 
ry pose.  Originally  published  in  hardcover  in  1999. 
Delta,  2000,  319  p.,  paperback,  $12.95. 


Greetings,  Carbon-Based  Bipeds! 
Collected  Essays  1934-1998 — 
Arthur  C.  Clarke.  Over  the  course  of 
Clarke’s  long  and  distinguished 
career,  he  has  both  informed  read- 
ers of  cutting-edge  science  and 
beguiled  us  with  infinitely  creative 
stories  of  what  could  be.  This  opus 
reflects  the  best  of  Clarke’s  nonfiction  work  that  has 
established  him  as  an  enlightened  thinker  and, 
sometimes,  a prophet.  He  predicted  the  arrival  of  the 
Internet  and,  perhaps  less  profoundly,  resorts  for 
scuba  divers.  Of  course,  he  also  concluded  in  the 
1960s  that  computers  and  automation  would  lead  to 
massive  unemployment.  No  matter  whether  it  has 
come  true,  each  idea  presented  in  this  book  offers  a 
unique  vantage  point  from  which  to  reflect  on  the 
past  and  the  future.  Presented  decade  by  decade 
each  set  of  essays  features  a fresh  preface  that  puts 
the  text  into  historical  context.  St  Martin,  1999, 
558  p.,  b&w  plates,  hardcover,  $35.00. 


The  Hidden  Forest;  The  Biog- 
pyujppi  raphy  of  an  Ecosystem— Jon  R. 

16,000  acres  of  primal  forest  in 
which  researchers  for  30  years 
have  tagged  and  described  in 
[Jon  R.  Luoma  j excruciating  detail  virtually  every 
living  thing— and  many  dead  things.  In  the 
Andrews  Experimental  Forest,  hundreds  of  scien- 
tists in  a multitude  of  disciplines  thus  seek  to 
define  the  biodiversity  and  working  elements  of  an 
ecosystem.  Originally  developed  as  a research 
lab  for  the  logging  industry,  the  forest  has  now 
become  a tool  for  squelching  destructive  logging 
practices,  as  researchers  come  to  understand  the 
importance  of  the  various  components  of  an  old- 
forest  ecosystem.  Luoma  reports  on  an  array  of 
scientific  endeavors  at  Andrews  and  describes 
how  these  efforts  are  leading  to  a new  kind  of  sus- 
tainable forestry.  Originally  published  in  hardcover 
in  1999.  Owl,  2000,  228  p.,  paperback,  $15.00. 


The  New  England  Wild  Flower 
Society  Guide  to  Growing  and 
Propagating  Wildflowers  of 
the  United  States  and  Cana- 
da— William  Cullina.  A stunning 
display  of  1 ,000  species  of  wild- 
flowers native  to  North  America 
graces  this  encyclopedia.  Culli- 
na aids  gardeners  to  create  a 
habitat  that  relies  on  these  plants.  He  profiles  plants 
by  their  hardiness,  native  areas,  size,  color,  soil 
requirements,  culture,  uses,  and  propagation 
requirements.  Short  essays  document  each 
flower’s  history  and  offer  personal  anecdotes  about 
Cullina’s  experience  with  the  plants.  HM,  2000,  322 
p.,  color  photos,  hardcover,  $40.00. 
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The  Secret  Knowledge  of 
Water:  Discovering  the 

Essence  of  the  American 
Desert — Craig  Childs.  In  a highly 
personal  odyssey,  Childs  tracks 
his  2-year  journey  through  each 
of  the  North  American  deserts  in 
search  of  water.  He  vividly 
describes  the  terrain  and  cites  a 
remarkable  number  of  water  sources  and  natural 
occurrences  such  as  flash  floods  and  underground 
lakes.  Childs’  knack  for  storytelling,  his  broad  knowl- 
edge of  the  desert  environment,  and  his  conversa- 
tions with  a diverse  group  of  geologists,  ecologists, 
conservationists,  and  archeologists  bring  added 
insight  to  his  narrative.  Exhibiting  an  almost  spiritual 
feel  for  the  desert  and  its  inhabitants,  this  book  con- 
veys the  underlying  impact  of  water  on  everyone  and 
everything  living  there  or  just  passing  through. 
Sasquatch,  2000, 288  p.,  illus.,  hardcover,  $23.95. 


The  Triple  Helix:  Gene,  Crgan- 
ism,  and  Environment — Richard 
Lewontin.  In  four  brief  essays, 
this  respected  evolutionary  biolo- 
gist critiques  several  key  compo- 
nents of  contemporary  biology.  In 
doing  so,  he  makes  a case  for 
replacing  the  notion  of  the  double 
helix  with  that  of  a triple  helix.  The 
latter,  he  asserts,  better  reflects  the  interconnected- 
ness of  gene,  organism,  and  environment.  In  his  opin- 
ion, evolution  can’t  be  reduced  to  a sequence  of 
events  whose  unfolding  is  predetermined  by  a genet- 
ic program.  Crganisms  rely  on  the  interaction  of  both 
genes  and  the  environment,  he  notes.  While  consid- 
ering these  ideas,  Lewontin  explores  some  of  the 
biggest  debates  in  the  field  of  biology.  HUP,  2000, 
136  p.,  illus.,  hardcover,  $22.95. 


Ej 


Walking  with  Dinosaurs:  A 
Natural  History — Tim  Haines. 
Amazing  images  of  dinosaurs 
in  action  make  the  creatures 
come  alive  in  this  compan- 
ion guide  to  a documentary 
appearing  on  cable  television 
in  the  United  States  this  month. 
The  computer-generated  images  display  dozens 
of  dinosaurs  on  land,  in  the  sea,  and  in  the  air — 
showing  how  they  grazed,  hunted,  and  nurtured 
their  young.  The  visual  content  benefits  from  the 
expertise  of  eight  paleontologists  who  also  vetted 
the  data  and  words  accompanying  the  pictures. 
Originally  published  in  Great  Britain  in  1999.  DK, 
2000, 288  p.,  color  images,  hardcover,  $25.00. 
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Letters 

Is  phonics  the  answer? 

That  six  college  students  in  London  should 
require  more  brain  activity  than  Italian  stu- 
dents in  decoding  words  (“Readers’  brains 
go  native,”  SN:  1/22/00,  p.  58)  is  consistent 
with  the  use  of  whole-language  methods 
favored  in  London  classrooms  when  these 
respondents  were  young.  For  people  not 
trained  in  phonics,  word  decoding  is  more 
difficult.  A more  complete  study  would 
include  students  from  Scotland,  where  phon- 
ics instruction  was  more  likely. 

Kevin  C.  Killian 
Kenilworth,  III. 

NO  news?  Not  quite 

As  stated  in  the  article  “NO  news”  (SN: 
1/29/00,  p.  78),  nitric  oxide  is  a recognized 
and  commonly  monitored  pollutant.  It  would 
be  of  interest  to  see  the  incidence  of  sickle- 
cell disease  plotted  against  NO  pollution  lev- 
els for  similar  populations.  Sufficient  data 
are  probably  already  available. 

Ken  Martwick 
Fall  Creek,  Ore. 


Pump  up  the  research 

Your  article  on  microbial-efflux-pump 
research  (“Keeping  bugs  from  pumping  drugs,” 
SN:  2/12/00,  p.  110)  immediately  caused  me  to 
relate  the  phenominum  to  immune  system 
response.  Have  the  researchers  considered  the 
possibility  of  such  a response  triggering  the 
formation  of  efflux  pumps,  either  specific 
to  the  triggering  “foreign”  body  or  to  a group 
of  bodies  similar  to  the  cow  pox-small 
pox  link? 

Robert  E.  Hubbard 

Winter  Haven,  Fla. 

The  subject  is  a good  one  for  future  research, 
says  Paul  M.  Tulkens  of  the  Catholic  University 
of  Louvan  in  Brussels,  Belgium.  He  is  unaware 
of  any  current  research  on  the  topic,  although 
last  year  researchers  showed  that  antibodies 
could  inhibit  an  efflux  pump  found  in  cancer 
cells  that  have  multidrug  resistance. 

— D.  Christensen 

Take  the  short  view,  too 

“As  globe  warms,  atmosphere  keeps  its 
cool”  (SN:  1/22/00,  p.  53)  fails  to  point  out 
interesting  aspects  of  the  land  and  ocean 


temperature  data  shown  in  the  article.  Dur- 
ing the  period  from  about  1918  until  1943, 
land  and  ocean  temperatures  rose  at  a rate 
of  about  18°C  per  millennium.  From  1943 
until  about  1975,  the  temperature  was  con- 
stant or  declined  slightly.  A period  of  con- 
stant or  slightly  declining  temperature  also 
occurred  prior  to  1918.  A theory  of  global 
temperature  change  should  account  for  both 
the  long-term  trend  in  the  data  (about  6°C 
per  millennium)  and  the  short-term  trends. 

Joe  De  Maio 
Mountain  View,  Calif 

A fair  assessment 

I’m  glad  to  see  that  other  mathematicians 
are  working  on  the  fair-division  problem  (“A 
fair  deal  for  housemates,”  SN:  2/26/00, 
p.  141).  The  challenge  is  not  so  much  with 
the  optimizing-allocating  procedures  or  algo- 
rithms but  with  how  to  explain  the  process 
cmd  results  in  a way  that  is  satisfying,  under- 
standable, and  binding  to  the  participants 
without  seeming  to  benefit  some  distant  par- 
ty, like  the  landlord  or  the  market. 

Mike  Chambreau 
Los  Altos,  Calif 
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SdEHCEHEV^  of  the  week 

Balloon  Sounds  Out  the  Early  Universe 


Fluctuations  in  the  temperature  of  the  microwave 
background.  Black  curve  is  prediction  for  flat  universe. 


Intrepid  explorers  braved  the  un-  ^ 
known  to  find  that  the  world  is  | 
round.  Now,  a detector  suspended  5 
from  a balloon  circling  the  frigid  ^ 
Antarctic  has  measured  the  curva-  | 
ture  of  the  universe  and  revealed  e 
that  it’s  perfectly  flat. 

The  balloon-borne  experiment 
detected  tiny  fluctuations  in  the 
temperature  of  the  cosmic  mi- 
crowave background,  the  whisper 
of  radiation  left  over  from  the  Big 
Bang.  This  energetic  radiation 
cooled  to  microwave  energies  as  it 
traveled  through  space  for  some  13 
billion  years. 

The  new  data,  from  the  Italian- 
U.S.  experiment  BOOMERANG 
(Balloon  Observations  of  Millimet- 
ric  Extragalactic  Radiation  and 
Geophysics),  represent  the  most 
detailed  images  ever  taken  of  the 
infant  universe,  says  Andrew  E. 

Lange  of  the  California  Institute  of 
Technology  in  Pasadena. 

Several  fundamental  parameters  lie  hid- 
den in  the  maps  of  the  microwave  back- 
ground that  Lange  and  his  colleagues 
have  constructed,  researchers  say. 

The  new  findings,  several  cosmologists 
note,  strongly  support  a theory  called 
inflation,  in  which  a burst  of  expansion 
enlarged  the  cosmos  from  subatomic 
size  to  cosmic  proportions — all  within 
a minuscule  fraction  of  a second.  In  the 
process,  tiny  fluctuations  in  density  would 
have  been  amplified,  giving  rise  to  today’s 
superclusters  of  galaxies. 

Lange  and  his  colleagues  describe 
their  findings  in  the  April  27  Nature. 

“This  is  what  we’ve  been  hoping  for  the 
last  few  years,  that  we  would  enter  into  an 
era  of  precision  cosmology,  where  we’re 
able  to  study  the  properties  of  the  early 
universe,”  comments  Wayne  Hu  of  the  In- 
stitute for  Advanced  Study  in  Princeton, 
N.J.  In  1991,  the  Cosmic  Background  Ex- 
plorer first  revealed  fluctuations  in  the  mi- 
crowave background  but  averaged  tem- 
perature variations  over  huge  patches  of 


microwave  background  recorded  by 
BOOMERANG. 


sky.  Such  large-scale  measurements  can’t 
trace  in  detail  the  conditions  in  the  infant 
cosmos,  Hu  notes. 

BOOMERANG  measures  the  microwave 
background  on  much  smaller  scales.  Its 
data  provide  the  clearest  evidence  for 
primordial  sound  waves,  which  theorists 
have  suggested  are  part  and  parcel  of 
the  microwave  background.  These  sound 
waves  “probe  the  conditions  of  the  early 
universe  as  a kind  of  cosmic  ultrasound,” 
Hu  writes  in  a commentary  in  the  same 
issue  of  Nature. 

In  the  very  hot,  very  young  universe, 
he  explains,  matter  and  photons — parti- 
cles of  light — were  tightly  coupled.  Pho- 
tons bounced  between  electrons  and 
couldn’t  travel  freely.  Whenever  gravity 
compressed  the  matter,  the  pressure  ex- 
erted by  the  photons  offered  resistance, 
reversing  the  motion  and  setting  up 
acoustic  oscillations — alternations  of 
higher  and  lower  pressure  with  the  same 
physical  form  as  sound  waves.  The  com- 
pression raised  the  temperature  of  the 
microwave  background  ever  so  slightly, 
while  expansion  lowered  it — creating  the 
hot  and  cold  spots  seen  by  BOOMERANG 
and  similar  experiments. 

After  about  300,000  years,  the  cosmos 
cooled  enough  for  electrons  and  protons 
to  combine  to  form  hydrogen  atoms.  Be- 
cause photons  aren’t  bounced  back  and 
forth  by  atoms,  they  could  suddenly 
stream  freely  into  space.  This  radiation, 
detected  by  BOOMERANG  13  billion 
years  later,  reveals  the  pattern  of  the 
sound  waves,  which  bears  the  imprint  of 
the  shape  and  other  characteristics  of 
the  early  universe. 

Cosmologists  have  long  tried  to  mea- 


sure cosmic  curvature,  the  extent 
to  which  matter  and  energy  curve 
space  according  to  the  principles  of 
Einstein’s  theory  of  general  relativi- 
ty, notes  Michael  S.  Turner  of  the 
University  of  Chicago  and  the  Fermi 
National  Accelerator  Laboratory  in 
Batavia,  111.  A host  of  other  experi- 
ments, he  says,  including  a test 
flight  of  BOOMERANG,  had  already 
suggested  that  the  universe  isn’t 
curved.  This  means  that  the  cos- 
mos has  just  the  right  density  of 
matter  and  energy  to  expand  forev- 
er instead  of  collapsing  in  a Big 
Crunch.  The  new  data,  from 
BOOMERANG’S  1 1-day  flight  in  late 
1998,  show  “that  the  pattern  of  hot 
and  cold  spots  on  the  microwave 
sky  is  undeniably  that  of  a flat  uni- 
verse,” Turner  adds.  “Our  equations 
really  seem  to  mean  something.” 

Combined  with  other  measure- 
ments, the  new  work  confirms  a gap 
in  the  cosmic  ledger  book.  Because  the 
mass  that’s  been  measured  isn’t  enough 
to  make  the  universe  flat,  there  must  be 
some  additional  “dark  energy,”  Turner 
says.  This  energy  could  cause  the  uni- 
verse to  rev  up  its  rate  of  expansion,  a 
bizarre  notion  that  recent  observations 


support  (SN:  2/12/00,  p.  106). 
BOOMERANG  reveals  that  the  temper- 


Photons  in  the  early  universe  acted  like  a 
spring  to  resist  gravity’s  compression  of 
mass  (color  balls ),  creating  sound  waves. 


ature  fluctuations  in  the  microwave  back- 
ground are  greatest  when  measured  over 
patches  of  sky  of  a certain  size.  This  size, 
theorists  say,  corresponds  to  the  longest 
sound  wave  that  existed  when  the  uni- 
verse was  300,000  years  old.  If  the  infla- 
tion theory  is  correct,  the  microwave 
background  must  exhibit  a series  of  such 
peaks  corresponding  to  shorter  wave- 
lengths, just  as  a musical  instrument 
plays  several  overtones.  With  only  5 per- 
cent of  the  1998  experiment’s  data  ana- 
lyzed, BOOMERANG  neither  reveals  nor 
excludes  a second  peak,  Lange  says. 

It’s  too  soon  to  worry,  says  Turner.  Oth- 
er tests  now  under  way  and  the  expected 
launch  next  year  of  the  Microwave 
Anisotropy  Probe  may  yet  reveal  the  miss- 
ing peaks,  he  says.  — R.  Cowen 
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Calcium  may  become  a dieter's  best  friend 


There’s  encourat»iiij*  news  for  people 
wlio’ve  been  losing  the  battle  of  the 
bulge.  Weight  loss  may  be  at  hand — if 
that  hand  begins  reaching  for  a glass  of 
milk,  slice  of  cheese,  or  dish  of  yogurt, 
all  low-fat,  of  course. 

At  the  Lxperimental  Biology  2()()()  meet- 
ing last  week  in  San  Diego,  scientists  from 
the  University  of  Tennessee  in  Knoxville 
reported  dramatic  findings  from  a weight- 
loss  study  in  mice.  How  much  calcium 
the  animals  consumed — and  its  source — 
greatly  affected  what  share  of  their  meals 
turned  to  fat. 

Reanalysis  of  data  collected  earlier  on 
women  supports  that  finding,  another 
scientist  adds. 

The  Tennessee  team  used  mice  that 
model  human  patterns  of  obesity.  The 
animals  had  been  genetically  engineered 
to  express  in  their  fat  cells  a gene  called 
agouti,  which  normally  operates  in  hu- 
man but  not  mouse  fat  cells.  This  gene 
strongly  influences  whether  a fat  cell 
burns  energy-containing  molecules  or 
converts  them  to  fat. 

Michael  B.  Zemel,  who  directs  the  uni- 
versity’s Nutrition  Institute,  and  his  col- 
leagues put  these  mice  onto  a low-calorie 
diet  for  6 weeks.  Their  meals  contained  just 
70  percent  as  much  energy  as  the  rodents 
would  normally  choose  to  eat.  One  group 
received  a diet  that  was  also  deficient  in 
calcium.  Its  calcium  content,  adjusting  for 
species  differences,  is  “almost  exactly  what 
American  women  are  consuming,”  Zemel 
notes,  “about  500  milligrams  per  day.” 
That’s  well  below  the  recommended  daily 
allowance  of  1,300  mg  calcium. 

The  calorie-restricted  mice  lost  8 per- 
cent of  their  body  fat  and  1 1 percent  of 
their  weight. 

Zemel’s  group  again  restricted  the  food 
but  boosted  calcium  intake  of  another 
two  groups  of  the  mice.  Each  received 
the  mouse  equivalent  of  a human  dose 
of  1,600  mg  calcium  per  day.  Mice  getting 
this  as  a carbonate  supplement  lost  42  per- 


cent of  their  body  fat  and  19  percent  of 
their  weight.  Those  that  consumed  the 
extra  calcium  as  nonfat  dry  milk — substi- 
tuted for  an  erjual  amount  of  dietary  jrro- 
tein — lost  60  percent  of  their  body  fat 
and  25  percent  of  their  weight. 

A fourth  group,  receiving  twice  as 
much  dairy-derived  calcium,  showed  lit- 
tle extra  benefit,  Zemel  notes. 

These  differences  occurred  even  though 
all  of  the  low-calorie  groups  got  the  same 
exercise  and  mix  of  dietary  fat,  protein, 
and  carbohydrates.  The  results  show  that 
varying  dietary  calcium  alters  the  animals’ 
metabolism,  says  Zemel.  Among  the  diet- 
ing animals,  core  body  temperature — a 
measure  of  basal  energy  use — fell  during 
the  low-calcium  diet  but  climbed  with  the 
high-calcium  chow. 

Under  low-calcium  conditions,  the  Ten- 
nessee scientists  find,  the  agouti  gene  di- 
rects calcium  channels  to  open.  “That 
turns  out  to  be  a bad  thing,”  Zemel  says, 
because  it  activates  fat  synthesis  while 


supi)re.ssiug  faf  breakdown. 

Zemel’s  group  is  now  testing  whether  a 
6-month  augmentation  of  dietary  calcium 
will  offer  similar  weight-loss  benefits  to 
obe.se  women. 

“I’m  impressed  by  this,”  says  Robert 
Marcus  of  the  Veterans  Affairs  Medical 
Center  in  Balo  Alto,  Calif.,  referring  to  the 
mouse  data  reported  last  week. 

When  endocrinologist  Robert  P.  Heaney 
of  Creighton  University  in  Omaha,  Neb., 
first  learned  of  ijreliminary  data  by  Zemel’s 
group  last  year,  “1  thought  they  made 
sense — but  I still  had  a degree  of  skepti- 
cism,” he  says.  So,  he  reanalyzed  data  from 
five  calcium-supplement  trials  he  had  con- 
ducted in  peo[)le  over  the  years. 

“And  in  all  five,”  he  says,  “we  found  a 
significant  weight  effect  that  we  had  ig- 
nored.” These  data,  to  be  published 
soon,  show  that  women  consuming  the 
least  calcium  weighed  the  most. 

Ironically,  Zemel  says,  among  weight- 
conscious teens,  “the  first  thing  they  jetti- 
son from  their  diet  is  dairy.”  This  choice, 
he  suspects,  is  “moving  them  farther  from 
their  goal,  not  closer.”  — J.  Raloff 


"Bubble"  babies  thrive  on  gene  therapy 


Gene  therapy  has  reversed  a danger- 
ous immune  disease  in  two  babies,  keep- 
ing them  healthy  for  nearly  a year  so  far. 
In  a third  child,  treated  4 months  ago, 
the  therapy  also  appears  to  be  working, 
researchers  in  France  report.  The  babies 
no  longer  need  to  be  kept  in  isolation. 

The  findings,  described  in  the  April 
28  Science,  come  at  a time  when  gene 
therapy  is  under  fire  in  the  United 
States.  The  Food  and  Drug  Administra- 
tion terminated  one  study  in  which  a 
teenage  boy  died.  Other  gene-therapy 
trials  deemed  to  pose  health  risks  have 
been  suspended,  casting  doubt  on  the 
technology’s  future  in  this  country. 

Although  including  only  three  pa- 
tients and  fighting  a disease  that’s  rare, 
the  new  study  may  put  to  rest  the  fre- 
quent criticism  that  gene  therapy  hasn’t 
cured  anyone,  says  Alan  W.  Flake,  a pe- 
diatric surgeon  at  Children’s  Hospital  in 
Philadelphia.  “It’s  a landmark  paper  in 
that  it’s  the  first  clear-cut,  demonstrat- 
ed treatment  with  gene  therapy — of  ciny 
disease  that  I know  of — that’s  persisted 
for  a significant  length  of  time.” 

The  gene  therapy  in  the  French  trial 
corrects  an  inherited  mutation  on  the  X 
chromosome  that  leaves  children  unable 
to  make  essential  cell-surface  proteins. 
The  molecules  are  necessary  for  mcmu- 
facture  of  immune  T cells  and  natural 
killer  cells — two  of  the  body’s  staunchest 
defenders  against  disease. 

The  scientists  took  bone  marrow  from 
the  babies — ^who  were  1, 8,  and  1 1 months 
old — and  identified  cells  capable  of  devel- 
oping into  immune  cells.  They  incubated 
these  precursors  in  the  laboratory  with  a 


retro\4rus  engineered  to  deliver  intact 
genes  encoding  the  missing  proteins. 

After  3 days,  the  researchers  injected 
each  baby  with  its  own  genetically  altered 
marrow  cells.  These  then  developed  in- 
to thriving  T cells  and  natural  killer  cells, 
reports  study  coauthor  Alain  Fischer,  an 
immunologist  at  Necker  Hospital  in  Paris. 

Babies  born  with  this  condition, 
severe  combined  immunodeficiency, 
typically  receive  a bone  marrow  trans- 
plant from  a donor.  The  children  must 
then  wait  months  in  seclusion  for  new 
immune  cells  to  proliferate  from  the 
transplant.  The  original  “boy  in  the  bub- 
ble” survived  for  years  with  this  disease 
in  extraordinary  isolation,  although 
now  patients  usually  just  stay  in  sepa- 
rate hospital  rooms,  visited  only  by 
people  wearing  gowns  and  masks. 

The  transplants  are  most  successful 
when  a perfectly  matched  donor  is 
found.  But  that’s  rare,  and  children  with 
poor  matches  usually  require  monthly 
immune-boosting  shots  indefinitely. 

Despite  this  drawback,  bone  marrow 
transplant  is  likely  for  now  to  remain  the 
treatment  of  choice  in  such  children, 
says  Elaine  S.  Collier,  an  immunologist  at 
the  National  Institute  of  Allergy  and  In- 
fectious Diseases  in  Bethesda,  Md.  The 
gene-therapy  technique  is  exciting  but 
cumbersome,  she  says.  “Manipulating 
cells  outside  [the  body]  is  tougher  than 
just  putting  cells  in,”  she  says. 

The  researchers  lifted  the  isolation 
precautions  for  each  baby  3 months  after 
gene  therapy.  All  three  children  are  now 
at  home,  without  medication  or  side 
effects,  Fischer  reports.  — N.  Seppa 
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ications,  and  31  percent  with  placebos. 

Such  findings  will  aid  researchers  and 
oversight  boards  struggling  to  determine 
the  ethics  of  using  placebos  in  antide- 
pressant studies,  Khan’s  group  con- 
cludes. However,  comments  on  the  analy- 
sis, published  in  the  same  journal,  offer 
varying  interpretations  of  the  results. 

Nothing  in  the  report  raises  concerns 
about  placebo  use,  holds  psychiatrist 
Paul  Leber  of  Neuro-Pharm  Group  in  Po- 
tomac, Md.,  a private  research  firm. 
Some  depressed  patients  respond  at 
least  as  well  to  placebos  as  to  antidepres- 
sants, making  randomized  placebo-con- 
trolled  trials  essential,  Leber  argues. 

Epidemiologist  Karin  B.  Michels  of 
the  Harvard  School  of  Public  Health  in 
Boston  disagrees.  Antidepressants  re- 
lieved symptoms  better  than  placebos 
in  the  FDA  trials,  even  if  no  disparity  in 


Placebos  for  depression  attract  scrutiny 

New  antidepressant  medications  have 
gained  widespread  use  in  the  past  decade, 
and  more  await  approval  from  the  Food 
and  Drug  Administration  following  clinical 
trials.  Much  debate  currently  concerns 
whether  it’s  ethical  for  physicians  to  give 
placebo  pills  to  depressed  volunteers  in 
such  studies,  instead  of  providing  either 
the  drug  being  tested  or  an  FDA-approved 
antidepressant. 

An  analysis  of  the  FDA’s  clinical-trial 
database  on  recently  approved  antidepres- 
sants now  promises  to  enliven  the  contro- 
versy further.  It  finds  that  depressed  pa- 
tients assigned  to  4 to  8 weeks  of  placebo 
treatment — typical  clinical-trial  lengths — 
exhibited  no  increased  risk  for  suicide  or 
suicide  attempts  and  showed  substantial 
symptom  relief.  Still,  depression  subsided 
to  an  even  greater  extent  among  those 
receiving  antidepressants. 

Placebos  pack  enough  therapeutic 
punch  to  calm  ethical  qualms  about  their 
use  in  antidepressant  studies,  conclude 
psychiatrist  Arif  Khan  of  the  Northwest 
Clinical  Research  Center  in  Bellevue, 

Wash.,  and  his  coworkers. 

“Patients  who  are  assigned  to  placebo 
treatment  in  clinical  trials  are  not  un- 
treated,” Khan’s  team  concludes  in  the 
April  Archives  of  General  Psychiatry.  “The 
capsule  they  receive  is  pharmacological- 
ly inert,  but  hardly  inert  with  respect  to 
its  symbolic  value  and  its  power  as  a con- 
ditioned stimulus.” 

Like  other  participants,  placebo  pa- 
tients received  physical  examinations,  at- 
tention and  guidance  from  a physician, 
opportunities  to  talk  about  their  condi- 
tion, and  other  assistance  that  chipped 
away  at  their  depression,  the  researchers 
assert.  Psychotherapy  of  all  theoretical 
stripes  may  work  primarily  because  of  a 
common  emphasis  on  these  types  of  in- 
terventions, they  propose. 

Khan’s  group  obtained  FDA  clinical 
data  for  the  seven  antidepressants  ap- 
proved from  1987  through  1997.  These 
drugs,  which  include  fluoxetine  (Prozac), 
sertraline  (Zoloft),  and  paroxetine  (Paxil), 
exert  different  effects  on  brain  chemistry 
from  those  of  antidepressants  approved 
earlier. 

Of  the  45  studies,  23  compared  a new 
drug  with  a placebo  only.  The  rest  com- 
pared a new  drug  with  both  an  approved 
antidepressant  and  a placebo.  In  most 
cases,  the  8,731  participants  suffered 
from  moderate  depression  and  had  no 
other  serious  physical  or  psychiatric 
conditions. 

During  the  trials,  34  people  killed  them- 
selves and  130  others  tried  to  do  so.  Rates 
of  suicide  and  attempted  suicide  were 
nearly  the  same  for  groups  treated  with 
placebo  or  with  drugs,  the  team  says. 

Depression  symptoms  declined  by  41 
percent  with  new  antidepressants,  42 
percent  with  previously  approved  med- 


suicides  emerged,  she  says.  A physician 
who  knowingly  uses  placebos  thus  un- 
ethically deprives  patients  of  effective 
treatment,  in  her  view. 

The  FDA  data  don’t  adequately  assess 
placebo  effects  on  depressed  patients, 
argues  psychologist  Helena  Chmura 
Kraemer  of  Stanford  University.  For  in- 
stance, the  studies  didn’t  test  whether 
improvement  on  placebo  exceeded  that 
of  depressed  people  given  no  treatment. 
Also,  more  patients  dropped  out  of  the 
trials  than  completed  them,  making  it  dif- 
ficult to  draw  conclusions. 

Studies  of  depression  treatment  lasting 
at  least  6 months  have  found  much  high- 
er relapse  rates  for  placebo  responders 
than  for  those  who  improve  on  antide- 
pressants, say  Frederic  M.  Quitkin  and 
Donald  F.  Klein,  both  psychiatrists  at  Co- 
lumbia University.  The  FDA  review  and 
some  other  reports  (SN:  8/24/96,  p.  123) 
underestimate  antidepressants’  effective- 
ness, they  argue.  — B.  Bower 


Do  oxpeckers  help  or  mostly  just  freeload? 


Birds  that  ride  around  on  large 
African  mammals  picking  off  ticks  pro- 
vide a common  textbook  example  of 
mutualism,  but  the  animals’  interac- 
tions may  not  exemplify  such  a happy 
partnership  after  all. 

Keeping  the  red-billed  oxpeckers 
away  from  oxen  didn’t  typically  increase 
tick  infestation,  Paul  Weeks  found  in 
graduate  work  for  the  University  of  Cam- 
bridge in  England.  Weeks  also  observed 
that  excluding  the  oxpeckers  speeded 
healing  of  skin  wounds  of  various  caus- 
es, he  reports  in  the  March-April  issue 
of  Behavioral  Ecology. 

“When  people  see  animals  together, 
they  like  to  think  nice  things  about 
them,”  he  says.  Yet  evidence  that  the 
birds  provide  genuine  pest  control  has 
largely  been  indirect,  Weeks  notes. 

The  birds  provide  a dry-land  counter- 
part to  the  other  much-discussed  verte- 
brate mutualism,  small  fish  nibbling 
parasites  off  bigger  species  at  cleaning 
stations  on  reefs.  Last  year,  a researcher 
in  Australia  finally  demonstrated  that 
the  cleaning  reduces  parasite  numbers. 

Weeks  focused  on  oxpeckers  riding  a 
herd  of  22  Bonsmara  oxen  in  Zimbabwe. 
He  says  the  birds  spent  less  than  15  per- 
cent of  foraging  time  eating  adult  ticks. 
Otherwise,  they  fed  on  skin  wounds  and 
ear  wax  or  scissored  their  bills  through 
the  hair,  perhaps  to  find  small  tidbits. 

He  divided  the  herd  and  assigned  an 
assistant  to  chase  away  oxpeckers  from 
one  group  for  a month.  In  three  trials, 
he  found  no  consistent  increase  in  the 
pests  among  the  birdless  oxen. 

In  unpublished  work,  he  also  tested 
the  idea  that  oxen  benefit  from  bird 
alarms.  Oxpeckers  called  at  hawks,  peo- 
ple, or  other  threats  to  birds.  Weeks  says. 


A red-billed  oxpecker  hitchhikes  on  an 
impala. 

Yet  when  a helper  in  a lion  skin  crept  for- 
ward, with  a baby  buggy  to  support  the 
head,  the  cattle  spooked  but  the  birds 
kept  eating. 

Weeks  worked  with  ranch  oxen  but 
says  he  suspects  that  the  birds  aren’t 
much  help  to  the  25  wild  animal  species 
with  which  they  associate. 

Walter  D.  Koenig  of  the  University  of 
California,  Berkeley  says  that  for  wild 
animals,  “my  guess  is  that  oxpeckers 
may  indeed  forage  on  ear  wax,  blood, 
and  the  like  a lot  more  than  previously 
thought,  but  still  a lot  less  than  they  do 
on  parasites.”  Nevertheless,  he  ap- 
plauds Weeks’  work  as  the  first  experi- 
mental study  of  oxpeckers. 

Mutualism  specialist  Judith  Bronsteln 
of  the  University  of  Arizona  in  Tucson 
has  long  been  skeptical  of  vertebrate 
partnerships  involving  a cleaner.  She 
says,  “I  can  easily  believe  that  oxpeckers 
are  not  beneficial  to  oxen.”  —-S.  Milius 
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Cloning  extends  life  of  cells — and  cows? 


Last  year,  the  scientists  wlio  created 
Dolly  the  cloned  sheep  raised  the  con- 
cern that  she  was  aging  prematurely. 
Their  fear  was  prompted  by  the  finding 
that  protective  tips  on  her  chromosomes 
seemed  shorter  than  normal  for  a lamb 
her  age.  A new  study  of  cloned  cows 
counters  that  disquieting  finding,  howev- 
er. It  even  suggests  that  cloning  can  cre- 
ate cells,  and  perhaps  animals,  that  thrive 
longer  than  normal. 

In  the  April  28  Science,  Robert  R Lanza  of 
Advanced  Cell  Technology  in  Worcester, 
Mass.,  and  his  colleagues  report  that 
they’ve  cloned  cows  from  aged  cells.  They 
find  that  cells  from  the  clones  have  longer 
DNA  tips,  or  telomeres,  than  the  original 
cells  cind  show  other  signs  of  youthfulness. 

One  telomere  researcher  says  that  the 
new  data  should  dispel  concerns  that 
clones  will  die  earlier  than  normal.  “It 
provides  great  reassurance,”  says  Robert 
A.  Weinberg  of  the  Massachusetts  Insti- 
tute of  Technology. 

Lanza  suggests  that  his  group’s  use  of 
cells  that  have  survived  a long  time  may 
have  a benefit.  “Cloning  from  cells  with  a 
long  life  span  may  lead  to  animals  with  a 
long  life  span,”  he  speculates. 

Whether  the  cloned  cows  will  enjoy  ex- 
tra years — and  Weinberg  expresses  skepti- 


cism— cells  from  the  animals  do  keep  di- 
viding in  lab  dishes  longer  than  normal. 
Achieving  the  same  result  with  human  cells 
could  have  importiuit  medical  benefits.  In  a 
strategy  called  therapeutic  cloning,  scien- 
tists would  like  to  use  a person’s  DNA  to 
generate  immature  cells  that  they  could 
then  coax  into  forming  nerve,  muscle, 
heart,  liver,  or  any  other  needed  tissue. 

Scientists  had  been  concerned  that 
cells  created  through  therapeutic  cloning 
would  exhaust  their  proliferative  ability 
before  producing  enough  specialized 
cells.  The  new  findings  may  eliminate  that 
worry.  “The  extended  life  span  of 
[cloned]  cells  could  lead  to  a billionfold,  if 
not  even  trillionfold,  increase  in  the  num- 
ber of  replacement  cells  we  can  use  for 
tissue  engineering  and  transplantation,” 
says  Lanza. 

Questions  swirling  around  Dolly’s  telo- 
meres and  her  true  age  motivated  the  new 
research.  Whenever  most  cells  divide, 
their  telomeres  shrink,  which  has  led 
many  scientists  to  view  the  dwindling  tips 
as  a ticking  clock  that  reflects  a cell’s  age. 
Some  scientists  dispute  that,  however,  and 
others  contest  that  the  buildup  of  aged 
cells  with  shrunken  telomeres  explains  the 
overall  aging  of  an  animal. 

In  their  work,  Lanza  and  his  colleagues 


grew  cow  skin  cells  in  the  laboratory.  As 
expected,  after  about  ,50  to  00  doublings, 
the  cells  became  larger  and  underwent 
other  physical  changes  marking  their  en- 
try into  a nondividing  stage  called  senes- 
cence. Scientists  have  theorized  that  this 
transition  occurs  when  telomeres  shrink 
to  a certain  length  (SN:  1/17/98,  p.  37). 

To  see  if  senescent  cells  could  be  used 
to  make  a clone,  the  investigators  trans- 
ferred the  genes  from  these  cells  into 
cow  eggs  stripped  of  their  DNA.  Surpris- 
ingly, the  success  rate  proved  compara- 
ble to  cloning  experiments  that  begin 
with  younger  cells. 

Moreover,  when  the  scientists  exam- 
ined skin  cells  from  the  clones,  they 
found  that  the  telomeres  were  longer 
than  those  of  the  original  senescent  cells 
and  even  longer  than  those  of  typical 
newborn  calves.  One  cloned  cow  that’s 
now  2 years  old  has  the  telomeres  of  a 
calf,  says  Lanza. 

Also,  a gene  normally  turned  off  in 
senescent  cells  was  even  more  active  in 
cells  of  the  clones  than  in  normal  young 
cells.  Finally,  instead  of  doubling  only  50 
to  60  times  in  lab  dishes,  cells  from  the 
clones  divided  around  90  times  before 
becoming  senescent.  Lanza  suggests  that 
his  team’s  use  of  senescent  cells,  which 
represent  proven  survivors,  explains  the 
general  boost  in  cellular  longevity  in  the 
cloned  animals.  — J.  Travis 


Cooled  device  unveils  a quantum  limit 


Crafting  tiny  circuits  and  machines  from 
fewer  and  fewer  atoms,  researchers  are 
pushing  technology  deep  into  the  realm  of 
quantum  mechanics.  More  than  a decade 
ago,  physicists  discovered  unexpected 
quantum  behavior  in  electronic  devices. 
Now,  California  experimenters  have  ob- 
served a quantum  effect  in  mechanical 
characteristics  of  tiny  structures  as  well. 

“It’s  the  first  experiment  in  which  peo- 
ple clearly  see  quantum  mechanics  in 
mechanical  structures,”  comments  Leo 
P.  Kouwenhoven  of  Delft  University  of 
Technology  in  the  Netherlands.  Back  in 
1988,  he  and  his  coworkers  made  the 
surprising  discovery  that  electrical  re- 


sistance in  certain  devices  would  ap- 
pear only  in  multiples  of  a basic  amount, 
or  quantum. 

The  new  experiment  by  Keith  Schwab 
and  his  colleagues  at  the  California  Insti- 
tute of  Technology  in  Pasadena  demon- 
strates a similar  type  of  quantum  for 
thermal  conductance,  or  the  ease  with 
which  heat  can  flow. 

Reported  in  the  April  27  Nature,  the 
results  give  a first  peek  into  mechani- 
cal quantum  effects  that  arise  because 
wavelike  particles  called  phonons — 
collective,  mechanical  vibrations  of 
atoms — transmit  heat,  scientists  say. 
The  new  findings  also  impose  a funda- 


mental limit  on  the  transmission  of  in- 
formation, says  team  leader  Michael  L. 
Roukes  of  Caltech. 

The  group  suspended  a square  plate 
of  silicon  nitride  some  200  atoms  thick 
above  a hole  in  a silicon  chip.  Four  200- 
nanometer-wide  wires  of  the  same  glassy 
nitride  held  the  plate.  The  team  cooled 
the  device  to  nearly  absolute  zero. 

Theorists  had  predicted  that  at  100 
millikelvins  only  four  of  countless  pos- 
sible vibrations  in  each  wire  would 
persist.  One  is  a compression,  another 
a twist,  and  the  final  two  are  types  of 
flexing  waves.  Each  of  these  vibrations 
would  provide  one  quantum  of  ther- 
mal conductance  per  wire,  according 
to  the  theory. 

Using  thin,  gold  resistors  deposited  on 
the  silicon  nitride  plate  to  both  delicate- 
ly warm  the  plate  and  measure  its  tem- 
perature, the  experimenters  found  that 
the  four  wires’  conductance  was  exactly 
16  times  the  predicted  quantum,  as  ex- 
pected. The  results  confirm  the  quan- 
tum’s existence  and  calculated  value, 
says  Schwab,  now  of  the  National  Securi- 
ty Agency  in  College  Park,  Md. 

Refining  its  techniques  may  soon  en- 
able the  team  to  detect  lone  phonons, 
Roukes  predicts.  “We’re  on  the  road  to 
watching  heat  flow  phonon  by  phonon,” 
he  says.  Quantum  computing  (SN; 
11/20/99,  p.  334)  may  also  benefit  from 
the  methods,  Schwab  adds.  — P.  Weiss 


Computer-simulated,  narrow  wires  transmit  certain  vibration  modes  (left),  allowing 
heat  transfer,  but  not  others  (right).  Red  indicates  greatest  motion;  violet,  least 
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Cries  and  Greetings 

Baboon  intimacy  and  detachment 
present  vexing  ciues 

By  BRUCE  BOWER 


There  are  a million  stories  in  the 
naked  jungle.  Some  of  the  strangest 
ones  take  place  on  the  savanna 
street  corners  where  baboons  hang  out. 
People  need  look  no  further  for  weird, 
even  kinky,  tales  of  life  among  the  feral, 
fierce,  and  furry. 

Baboons’  odd  practices  offer  more 
than  vicarious  thrills  for  nature  buffs, 
though.  In  the  wild,  these  regal-looking, 
powerfully  built  monkeys  behave  in  ways 
that  raise  intriguing  questions  about 
what  goes  on  in  their  minds. 

Consider  this  peculiar  sight:  An  adult 
male  baboon  strides  stiff-legged  up  to  an- 
other male  while  flashing  a “let’s-make- 
nice”  facial  expression,  turns  around,  and 
permits  the  other  fellow  to  briefly  touch 
his  genitals.  In  the  macho 
world  of  male  baboons, 
guys  otherwise  avoid  each 
other  between  the  skir- 
mishes that  determine  the 
privileges  of  social  authori- 
ty, such  as  prime  access  to 
mates.  Why  would  the 
greeting  monkey  place  his 
reproductive  future  literal- 
ly in  the  palm  of  an  oppo- 
nent’s hand? 

Adult  female  baboons 
exhibit  a perplexing  habit 
of  their  own.  Understand- 
ably, they  often  emit  a full- 
throated  barking  sound  if 
separated  from  either 
their  troop  or  their  infants.  However,  if  a 
youngster  that  has  wandered  off  starts 
screeching  in  distress,  its  mother  stays 
mum.  Sure,  she  looks  toward  her  child’s 
call  and  may  rush  off  in  that  direction. 
Yet  despite  the  threat  of  predators  and 
infanticide-minded  male  baboons,  the 
mom  refuses  to  employ  the  search  tactic 
of  calling  back  and  forth  with  the  disori- 
ented tyke.  Why  not  reach  out  and  bark 
to  someone? 

Separate  research  teams  are  trying  to 
figure  out  what  these  puzzling  behaviors 
signify  about  baboons’  mental  states. 
Preliminary  explanations  vary  widely  in 
their  implications  for  how  the  animals 
think. 

“Male  baboons  engage  in  common, 
highly  variable,  and  complex  ritual  greet- 
ings,” asserts  anthropologist  Barbara  B. 
Smuts  of  the  University  of  Michigan  in 


Ann  Arbor.  “We  know  little  about  these 
rituals,  but  they’re  a rich  source  of  infor- 
mation about  how  baboons  communi- 
cate cmd  think.” 

Smuts  suspects  that  trust  builds  from 
successful  completion  of  greetings,  which 
are  most  common  among  older  males. 
Such  salutations  may  even  act  as  a non- 
verbal promise  to  help  each  other  in  driv- 
ing young,  dominant  males  away  from 
sexually  receptive  females.  After  dispatch- 
ing a young  suitor,  members  of  these  “over- 
the-hill”  gangs  alternate  in  approaching 
the  female. 

In  contrast,  female  baboons’  silence 
in  the  face  of  their  lost  infants’  cries 
suggests  that  these  adult  monkeys  fail 
to  grasp  that  other  individuals  have 


thoughts  and  feelings,  contends  psy- 
chologist Drew  Rendall  of  the  Universi- 
ty of  Lethbridge  in  Alberta. 

“Complicated-looking  behavior  in  ba- 
boons, including  male  greetings,  may  not 
require  sophisticated  social  and  cogni- 
tive capacities,”  he  says. 


Monkeys  and  apes — even  chim- 
panzees trained  to  use  simple 
languages — remain  mute  on  the 
subject  of  whether  they  ponder  either 
their  own  thoughts  or  those  of  others. 
Until  several  years  ago,  many  scientists 
were  receptive  to  the  idea  that  a variety 
of  nonhuman  primates  can  understand, 
to  some  extent,  that  they  and  others  have 
motives  and  intentions. 

A new  breed  of  laboratory  experi- 
ments, however,  has  challenged  that  as- 


sumption (SN:  1/20/96,  p.  42).  For  exam- 
ple, when  confronted  with  two  people 
pointing  to  different  cups,  chimpanzees 
choose  randomly  and  don’t  seem  to  real- 
ize that  they  can  snag  a snack  by  heeding 
the  person  whom  they  previously  saw 
hiding  food  under  one  of  the  cups. 

Although  groups  of  chimps  appear  to 
pass  on  their  own  traditions  of  tool  use 
and  social  communication  (SN:  6/19/99, 
p.  388),  monkeys  may  not  do  so.  Field  ob- 
servations have  yielded  no  conclusive 
evidence  that  monkeys  impute  thoughts 
or  emotions  to  others,  intentionally  imi- 
tate what  others  do,  or  teach  each  other 
even  simple  food-gathering  skills. 

Still,  it’s  too  early  to  draw  firm  conclu- 
sions about  the  mental  workings  of  non- 
human primates,  Smuts 
says.  Greetings  between 
pairs  of  male  baboons 
provide  glimpses  of 
what  look  to  Smuts  like 
learned  performances. 
Each  greeting  incorpo- 
rates a set  of  conven- 
tional behaviors  while 
still  allowing  for  on-the- 
spot  negotiations  about 
who  does  what  to  whom 
and  how  far  to  go. 

Smuts  and  anthropolo- 
gist John  M.  Watanabe  of 
Dartmouth  College  in 
Hanover,  N.H.,  have  doc- 
umented, over  a 4-month 
period,  637  greetings  among  12  adult 
males  in  a troop  of  150  baboons  in  Kenya. 
Smuts  has  also  videotaped  400  such 
greetings  in  another  baboon  troop  of 
comparable  size. 

Watanabe  summarized  his  and  Smuts’ 
findings  in  February  at  the  Annual  Meeting 
of  the  American  Association  for  the  Ad- 
vancement of  Science  in  Washington,  D.C. 

A tjqrical  greeting  begins  with  one  male 
walking  upright  rapidly  toward  another 
with  a straight-legged,  rolling  stride.  The 
approaching  male  looks  directly  at  his  in- 
tended partner  while  making  friendly  ges- 
tures, such  as  smacking  his  lips,  flattening 
his  ears  back,  and  narrowing  his  eyes. 

Often,  the  second  male  maintains  eye 
contact  and  smacks  his  lips  in  return.  In 
that  case,  the  animals  get  up  close  and 
personal.  They  often  begin  with  a quick 
hug  or  nuzzle.  One  then  presents  his 


A baboon  infant  (left)  separated  from  its  mother  glances  about  nervously. 
A baboon  mother  (right)  looks  for  her  lost  child  while  Drew  Rendall  stands 
by  with  a microphone  to  record  any  calls  she  might  make. 
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Two  young  adult  male  baboons  carry  out  a greeting  that  ends  when  the  subordinate  partner,  on  the  right,  abruptly  pulls  away. 


hindquarters;  the  other  grasps  them, 
mounts  the  reversed  partner,  and  touch- 
es his  scrotum  or  gently  pulls  his  penis. 
Sometimes,  participants  exchange  active 
and  passive  roles  during  a single  greeting. 

After  a completed  greeting,  which  usu- 
ally lasts  no  more  than  a few  seconds, 
both  males  walk  away  using  the  stiff- 
legged gait  characteristic  of  the  approach. 

Greetings  tend  to  proceed  in  ways  that 
reflect  the  animals’  willingness  to  cooper- 
ate with  one  another,  Watanabe  says. 
Young  adult  males — each  in  his  physical 
prime  and  able  to  obtain  mates  on  his 
own — seldom  team  up,  and  pairs  of  these 
toughs  usually  fail  to  complete  greetings. 
They  often  circle  each  other,  jockey  to 
position  themselves  as  the  active  part- 
ner, and  end  up  either  walking  away  or 
getting  into  a minor  scuffle. 

Young  adult  males  sometimes  ap- 
proach older  males  and  almost  always 
take  the  active  role  in  the  ensuing  en- 
counter. The  older  males,  being  less  dom- 
inant, usually  accept  this  arrangement 
but  exhibit  signs  of  wariness  and  worry. 
Younger  males  may  seek  to  buddy  up  to 
senior  comrades  who  have  influential  fe- 
male friends  within  the  troop,  the  re- 
searchers suggest. 

Such  a strategy  seems  plausible.  Young 
adult  males  move  from  their  native  troops 
into  new  troops,  whereas  females  stay 
put,  living  among  close  relatives.  Older 
males  typically  have  lived  in  the  same 
troop  long  enough  to  have  forged  oppo- 
site-sex bonds.  In  her  earlier  work.  Smuts 
charted  strategic  friendships  that  develop 
between  baboons  that  enable  the  male  to 
benefit,  for  example,  from  the  female’s 
greater  access  to  food  resources,  and  the 
femcde  to  gain  protection  by  the  male. 

Greetings  among  pairs  of  older 
males  stand  out  dramatically  in 
the  emotionally  charged  atmo- 
sphere of  male  baboon  society.  Older 
male  partners  stayed  relatively  relaxed 
during  the  Icirge  majority  of  their  mutual 
greetings.  Smuts  and  Watanabe  say. 

Two  older  males  in  particular,  Alex  and 
Boz,  greeted  each  other  much  more  often 
than  any  other  pair  did.  Familiar  to  one  an- 
other after  having  lived  in  the  same  troop 
for  7 years,  they  took  turns  at  adopting  ac- 
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tive  and  passive  roles  in  successive  greet- 
ings. Neither  made  any  attempts  to  domi- 
nate the  other.  Alex  and  Boz  were  the  only 
pair  of  males  observed  defending  one  an- 
other in  fights  with  other  males. 

Older  males  mated  at  least  as  often  as, 
and  in  some  cases  more  often  than,  so- 
cially dominant  younger  males.  Smuts 
and  Watanabe  report.  Two  or  more  older 
males  jointly  harass  a younger  individual 
about  to  mate  with  a female  and  drive 
him  off.  The  abandoned  female  usually 
proves  willing  to  mate  with  the  older 
male  who  steps  in,  while  his  cronies  keep 
the  younger  male  at  bay. 

The  older  males  who  had  the  most 
such  liaisons  had  participated  in  the 
most  completed  greetings  with  one  an- 
other, the  investigators  say. 

Male  baboon  greetings  resemble  the 
human  ritual  performances  that  the  late 
cultural  anthropologist  Roy  Rappaport 
considered  essential  for  establishing  so- 
cial trust  and  symbolic  communication, 
Watanabe  contends. 

As  Rappaport  saw  it,  people  perform 
ritual  acts  that  include  a limited  set  of 
nonverbal  gestures  imbued  with  a shared 
meaning  and  then  used  in  specific  situa- 
tions to  signal  an  intention  to  cooperate. 

Male  baboons  do  much  the  same  thing. 
Smuts  and  Watanabe  theorize.  The  crea- 
tures appear  to  borrow  gestures  from 
other  situations  to  compose  greetings 
that  have  a new  meaning.  The  lip  smack- 
ing, nuzzling,  and  embracing  come  from 
the  intimacy  of  mother-infant  relations, 
and  the  presenting  of  hindquarters, 
mounting,  and  genital  contact  derive  from 
mating  behavior. 

Each  partner  who  follows  through  on  a 
greeting  conveys  cooperative  intent 
while  assuming  that  the  other  shares  his 
aims.  Smuts  proposes.  Finished  greetings 
may  even  serve  as  promises  of  future  aid 
in  hijacking  mates  from  the  young  bucks, 
in  her  view. 

Comparable  behavior  exists  in  human 
societies,  the  researchers  note.  The 
words  testicle,  testify,  and  testimony  share 
the  common  Latin  root  testis,  meaning 
witness.  This  may  reflect  the  Roman 
practice  of  a man  swearing  to  tell  the 
truth  by  touching  his  forefinger  to  his 
testicles  to  bring  sterility  upon  himself  if 
he  lies,  the  researchers  propose. 
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Moreover,  in  certain  populations  of 
Australian  Aborigines,  men  visiting  from 
neighboring  communities  pledge  their 
good  intentions  in  a ceremony  during 
which  each  presents  his  penis  to  a lineup 
of  his  male  hosts,  each  of  whom  briefly 
grasps  the  genitalia  of  those  men  whom 
he  trusts. 

Much  simpler  types  of  ritual  behavior 
have  long  been  noted  in  a variety  of  ani- 
mals, such  as  the  cringing  torso  and 
downcast  eyes  favored  by  dogs  trying  to 
avert  fights.  If  Smuts  and  Watanabe  have 
found  that  baboons  go  further  by  invent- 
ing and  passing  on  behavioral  conven- 
tions for  forming  alliances,  “that  would 
be  very  interesting,”  remarks  zoologist 
Frans  B.M.  de  Waal  of  Emory  University 
in  Atlanta.  “It’s  possible.” 

Richard  W.  Byrne,  a primatologist  at 
the  University  of  St.  Andrews  in  Fife,  Scot- 
land, disagrees.  Male  baboon  greetings 
represent  “normal  communicative  be- 
haviors, not  ritual,”  he  asserts.  Compara- 
ble coalition-building  occurs  when  male 
and  female  baboons  choose  grooming 
partners,  without  necessarily  consider- 
ing one  another’s  motives  or  assuming 
that  the  act  implies  some  kind  of  a prom- 
ise, according  to  Byrne. 


The  unanswered  cries  of  lost  young- 
sters may  underscore  baboons’ 
inability  to  recognize  that  other  ani- 
mals have  knowledge,  thoughts,  and  feel- 
ings, says  Rendall. 

Over  a 14-month  span,  Rendall — work- 
ing with  Dorothy  L.  Cheney  and  Robert 
M.  Seyfarth,  both  of  the  University  of 
Pennsylvania  in  Philadelphia — recorded 
calls  produced  by  22  females  in  a baboon 
troop  in  Botswana. 

Females  regularly  belted  out  barks 
when  they  became  separated  from  the 
group,  the  researchers  say.  In  contrast, 
the  same  baboons  usually  made  no  re- 
sponse to  calls  of  others,  even  their  own 
infant  wailing  pitifully  from  some  un- 
known location. 

In  one  experiment,  mothers  heard 
recordings  of  distress  calls  from  either 
their  own  infants  or  unrelated  infants  of 
the  same  age  and  sex  as  their  own.  Moth- 
ers only  reacted  to  the  cries  of  their  own 
infants  and  sometimes  hurried  in  the  di- 
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An  adult  male  mounts  a partner  during  a tense  greeting. 
The  two  participants  stare  warily  at  each  other  and  display 
anxious  facial  expressions. 


rection  of  the  calls,  the  re- 
searchers report  in  the  March 
Journal  of  Comparative  Psycholo- 
gy. But  the  baboon  moms  re- 
mained silent. 

“Somehow,  they  don’t  make 
the  connection  that  ‘if  1 call,  it  will 
affect  what  my  kid  knows,’”  Ken- 
dall contends.  An  internal  sense 
of  fear  associated  with  separa- 
tion from  the  group,  rather  than 
an  appreciation  of  others’  men- 
tal perspectives,  probably  caus- 
es baboons  to  bark  in  distress, 
he  theorizes. 

Alternatively,  baboon  moth- 
ers may  not  return  their  in- 
fants’ calls  because  they  don’t 
want  to  tip  off  predators  and 
adult  baboon  males  to  the 
presence  of  an  isolated  child. 

Young  adult  males,  relatively 
unencumbered  by  opposite- 
sex  friendships,  will  kill  infants  if  given 
the  chance  so  that  their  mothers  will 
become  sexually  receptive  more 
quickly. 

Kendall  doubts  this  explanation,  how- 
ever. Adult  males  and  females  in  several 
baboon  species  that  have  been  studied 
also  let  each  other’s  calls  go  unanswered, 
he  says. 

Even  though  Byrne  doesn’t  think  that 


baboons  consider  what  another  animal 
might  be  thinking,  he  suspects  that  female 
baboons  know  that  responses  are  some- 
times appropriate  to  another’s  call.  Female 
baboons  indeed  often  bark  in  response  to 
calls  that  they  recognize  as  coming  from  a 
close  adult  relative,  Byrne  says. 

“It  seems  nuts  that  mothers  wouldn’t 
immediately  respond  vocally  to  the  dis- 
tress calls  of  their  infants,”  he  maintains. 


“I  don’t  have  a good  explanation 
for  Kendall’s  finding.” 

In  many  species  of  birds  and 
mammals,  particularly  those 
that  nest  or  give  birth  in 
colonies,  mothers  and  their  in- 
fants exchange  individually  dis- 
tinctive calls  or  sounds  to  find 
one  another  when  they  get  sep- 
arated, Smuts  notes. 

For  instance,  wild  bottlenose 
dolphin  mothers  and  their 
wandering  infants  whistle  to 
one  another,  most  often  when 
they  get  close  to  each  other 
just  before  reuniting.  Dolphin 
infants  do  most  of  the  whistl- 
ing, probably  to  convey  infor- 
mation about  their  identity,  lo- 
cation, and  desire  to  reunite. 
Smuts  and  two  colleagues 
found  in  a 1993  Investigation. 
Communication  between  ba- 
boon mothers  and  infants,  who  likewise 
live  in  tightly  knit  groups,  remains  poorly 
understood,  Smuts  asserts.  For  that  mat- 
ter, she  says  she  has  only  scratched  the 
surface  of  mcJe  baboon  greetings. 

Both  she  and  Kendall  plan  to  continue 
their  respective  lines  of  research  on  ba- 
boon cries  and  greetings.  As  the  plot 
thickens,  stories  in  the  naked  jungle  will 
undoubtedly  add  new  chapters.  □ 


Environment 


Global  warming  is  marmot  wake-up  call 

If  Punxsutawney  Phil  lived  in  Colorado  instead  of  Pennsylva- 
nia, the  groundhog  weather  predictor  might  need  to  forecast 
an  early  spring  every  year. 

Yellow-bellied  marmots  (also  known  as  groundhogs  or 
woodchucks)  are  now  emerging  from  their  8-to-9-month  hiber- 
nations 38  days  earlier  than  they  did  23  years  ago,  according  to 
a long-term  study  by  scientists  working  at  the  Kocky  Mountain 
Biological  Laboratory  in  Crested  Butte,  Colo. 

Global  warming  may  be  cutting  short  the  marmots’  long  win- 
ter naps,  says  David  W.  Inouye,  a biologist  at  the  University  of 
Maryland,  College  Park.  The  warmer  the  temperatures,  the  ear- 
lier the  mcirmots’  appearance. 

On  average,  April  in  the  Kockies  has  gotten  progressively 
warmer  since  the  researchers  began  measuring  in  1976.  They 
say  the  month’s  average  is  1.4°C  higher  now. 

This  temperature  change 
isn’t  enough  to  be  statistically 
significant,  but  it  seems  to  have 
relevance  for  the  marmots, 
says  botanist  Ken  Thompson 
of  the  University  of  Sheffield  in 
England.  “Marmots  know  noth- 
ing about  statistics.  They  only 
know  what’s  happening  around 
them,”  he  says. 

Other  studies  have  shown 
that  birds  have  nested  earlier 
in  response  to  climate  change 
(SN:  6/12/99,  p.  383). 

Unlike  marmots,  Colorado’s 
chipmunks  and  ground  squir- 
rels seem  to  be  sleeping  in.  Inouye  and  his  colleagues  found 
that  least  chipmunks  come  out  of  hibernation  12  days  later  and 


golden-mantled  ground  squirrels,  27 
days  later  than  they  did  in  1974. 

The  chipmunks  and  ground  squir- 
rels use  a different  hibernation  alarm 
clock  than  marmots  do,  Inouye  report- 
ed this  month  to  a joint  meeting  in 
Orlando,  Fla.,  of  the  Ecological  Soci- 
ety of  America  and  the  British  Eco- 
logical Society.  The  marmot  study 
appeared  in  the  Feb.  15  Proceedings 
OF  THE  National  Academy  of  Sciences. 

While  marmots  measure  only  air 
temperature,  chipmunks  and  ground 
squirrels  also  gauge  the  thickness  of  snow  blanketing  the 
ground,  Inouye  says.  The  animals  rouse  themselves  periodi- 
cally to  eat  and  see  if  spring  has  arrived.  When  there’s  snow  on 
the  ground,  they  tend  to  hit  the  snooze  button  and  go  back  to 
sleep,  he  says.  The  snow  depth  taken  annually  on  April  30  at 
the  research  site,  a measurement  that  predicts  when  the  ani- 
mals emerge,  has  increased  by  57  centimeters  since  1976, 
the  researchers  say. 

Longer  or  shorter  hibernating  times  may  make  life  difficult 
for  the  rodents,  Inouye  says.  Marmots  must  wait  longer  for 
the  snow  to  melt  after  they’ve  emerged,  while  ground  squir- 
rels and  chipmunks  need  to  store  more  food  for  their  longer 
hibernations. 

Thompson  says  marmots  are  survivors  and  will  probably 
adapt  to  new  conditions.  “They’re  not  stupid,”  he  says,  “and 
even  if  they  were,  natural  selection  would  soon  correct  them.” 

This  type  of  long-term  study  is  valuable  for  interpreting  how 
climate  change  affects  animals,  Inouye  says. 

“One  can  only  get  this  sort  of  information  from  these  long- 
term [studies],”  agrees  Terence  P.  Dawson,  an  ecologist  from 
the  University  of  Oxford  in  England.  — T.H. 


Yellow-bellied  marmots  are 
waking  up  from  hibernation 
early. 


Ground  squirrels  tend  to 
sleep  in. 
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he  Promise  of  Sleep  heralds  the  start  of  a revolution 
that  will  help  us  all  live  longer,  healthier,  more  pro 
ductive  lives.  Shedding  light  on  one  of  the  most 
unexplored  but  important  aspects  of  our  lives, 

William  Dement,  the  founder  and  director  of 
the  Stanford  University  Sleep  Research  Center, 
delivers  an  urgent  call  for  both  personal  and 
cultural  sleep  awareness  in  the  most  provoca- 
tive, authoritative  book  on  the  subject  to  date. 

Healthy  sleep  has  been  empirically  proven 
to  be  the  single  most  important  determinant  in 
predicting  longevity,  more  influential  than  diet, 
exercise  or  heredity,  but  our  modem  culture  has 
become  an  alarming  smdy  in  sleep  deprivation  and 
ignorance.  A world  without  darkness  wreaks  havoc  on 
our  body  clocks.  Sleep  is  sacrificed  to  meet  the  demands 
of  our  endless  days.  Unnoticed,  deadly  sleep  disorders  shorten 
countless  lives  despite  the  availability  of  simple  treatments.  Doctors 
regard  sleep  deprivation  as  a fact  of  life  and  do  little  to  promote  sleep 
health  or  awareness.  Meanwhile,  the  physical,  emotional,  and  psy- 
chological costs  of  unhealthy  sleep  continue  to  mount. 

In  The  Promise  of  Sleep,  world-renowned  sleep  authority 
Dement,  offers  a definitive  guide  providing  the  infonnation  neces- 
sary to  reap  the  benefits  of  a good  night’s  sleep.  Drawing  on  decades 
of  experience.  Dement  explains  what  happens  when  we  sleep,  tak- 
ing us  on  a fascinating  tour  of  the  sleeping  body  and  mind. 
Exploring  sleep’s  powerful  effect  on  overall  health,  from  the 
immune  system  to  psychological  well-being,  we  also  learn  the 
many  dangers  of  sleep  loss  and  deprivation,  from  reduced  motiva- 
tion and  vitality  to  serious  illness  and  even  death. 
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Imparting  wisdom  gained 
through  years  of  sleep  lab  experi- 
ence, Dement  reveals  the 
principles  of  healthy  sleep 
and  gives  hands-on  advice  on 
such  popular  topics  as  sleep 
disorders  and  their  cures,  the  role  of  pre- 
scription and  over-the-counter  sleeping 
aids,  recovery  from  jet  lag,  and  the  power  of 
naps.  With  The  Promise  of  Sleep,  readers  will 
learn  not  only  how  to  discover  how  much 
sleep  they  tmly  need,  but  how  to  get  it — and 
why  their  lives  will  improve  once  they  do. 
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The  Meaning  of  Life 

Computers  are  unscrambling  genomes 
to  reveal  the  secrets  in  DNA  codes 

ByTINAHESMAN 


In  a football  field-size  room  that  genet- 
ics researchers  have  dubbed  “the  fac- 
tory,” row  upon  row  of  sequencing 
machines  churn  through  strands  of  DNA 
and  record  long  strings  of  As,  Ts,  Gs, 
and  Cs.  Each  symbol  represents  the 
stuff  of  life — the  chemical  bases  ade- 
nine, thymine,  guanine,  and  cytosine 
that  make  up  the  genetic  code  of  every 
living  organism  on  Earth. 

The  300  sequencing  machines  at  the 
factory  in  Celera  Genomics’  headquar- 
ters in  Rockville,  Md.,  run  day  and  night 
in  the  race  to  decipher  the  genetic  blue- 
prints of  dozens  of  organisms  including 
people,  mice,  flies,  and  flowers.  Celera 
isn’t  alone  in  its  efforts.  Other  scientists 
from  around  the  world,  many  affiliated 
with  a competing,  massive  public  effort 
to  map  genomes,  dump  more  than  100 
million  bases  each  week  into  a public 
data  repository. 

Raw  genetic  sequences,  however,  tell 
little.  It’s  the  messages  among  all  those 
letters  that  the  scientists  are  after.  Only 
by  finding  patterns  in  the  long  strings  of 
DNA  will  scientists  understand  “how  the 
genome  is  wired”  and  ultimately  how  life  is 
structured,  says  mathematician  Pavel  A. 
Pevzner  of  the  University  of  Southern 
California  in  Los  Angeles. 

The  task  of  making  sense  of  the  raw  in- 
formation is  formidable.  “The  speed  of  ac- 
quiring data  is  now  exceeding  our  ability 
to  comprehend  it  and  put  it  into  the  prop- 
er biological  context,”  said  Michigan  State 
University  biologist  George  M.  Garrity  at 
a conference  on  microbial  genomes  in 
Chantilly,  Va.,  last  February. 

Gone  are  the  days  when  biologists 
could  analyze  most  of  their  data  with  a 
pencil  and  a sheet  of  paper,  says  Steven  L. 
Salzberg  of  the  Institute  for  Genomic 
Research,  also  in  Rockville.  Today’s  biol- 
ogists need  computing  power  to  find 
even  the  most  obvious  needles  in  molec- 
ular haystacks  of  information,  he  says. 

That’s  where  the  field  of  bioinformatics 
comes  in,  says  Sean  Eddy,  a computational 
biologist  at  the  Washington  University 
School  of  Medicine  in  St.  Louis.  The  bur- 
geoning field,  also  called  biological  com- 
puting, straddles  the  lines  dividing  biology, 
computer  science,  and  mathematics. 

The  process  of  making  sense  out  of  a 
DNA  sequence  by  finding  genes  and  other 
interesting  patterns  in  the  strings  of  let- 


ters is  called  annotation,  and  it’s  often  the 
most  difficult  aspect  of  a sequencing  proj- 
ect, says  computer  scientist  Peter  D.  Karp 
of  SRI  Internationale  in  Menlo  Park,  Calif. 

“Genome  annotation  is  a lot  like  pass- 
ing a piano  through  a nine-inch  hole,”  he 
told  attendees  of  the  Chantilly  confer- 
ence. It’s  very  difficult,  and  it  isn’t  imme- 
diately obvious  how  such  a task  can  be 
accomplished.  It’s  also  essential  to  un- 
derstanding biology,  he  says. 

Processing  all  the  data  is  going  to  take 
a lot  of  time  and  resources,  says  Celera’s 
president,  J.  Craig  Venter.  His  company 


has  already  identified  all  the  bases  of  one 
person’s  DNA  sequence  and  is  planning 
to  decode  the  sequences  of  four  or  five 
more  people.  Celera’s  announcement  on 
April  6 came  a week  after  the  Human 
Genome  Project,  a publicly  funded  con- 
sortium of  researchers,  reported  that  it 
had  finished  determining  2 billion  of  the 
3 billion  bases  of  the  humam  genome. 

Venter  predicts,  however,  that  it  will 
take  most  of  this  century  to  analyze  the 
data. 

“It’s  only  through  having  phenomenal 
computers  and  computer  tools  that  we 
will  be  able  to  try  and  understand  how 
biology  works,”  Venter  says.  “It  doesn’t 
matter  what  analysis  [of  the  human 
genome]  we  do  this  year,  it  will  be  only 


the  most  cursory  analysis.”  Scientists 
will  have  to  invent  ever-more-powerful 
computer  algorithms  to  deal  with  and  un- 
derstand the  data,  he  says.  “Scientists 
will  be  making  major  discoveries  from 
the  human  genetic  code  a hundred  years 
from  now,”  he  says. 

Scientists  generally  start  by  search- 
ing for  obvious  patterns  in  the  DNA 
with  a computer  program.  The  trouble  is, 
Pevzner  says,  that  scientists  don’t  know 
how  a cell  processes  all  the  information 
contained  in  its  DNA.  But  one  thing  is 
certain:  “The  way  we  do  annotation  to- 


day is  very  different  from  the  way  nature 
does  it,”  Pevzner  says. 

Ultimately,  researchers  want  to  use 
computers  to  take  raw  DNA-sequence  in- 
formation and  construct  an  entire  bio- 
chemical model  of  an  organism,  says 
Karp.  That’s  still  a long  way  off,  but  some 
patterns  are  beginning  to  take  shape  on 
computer  screens. 


Without  annotation,  the  billions  of 
bases  of  DNA  sequenced  are 
essentially  useless,  says  bioinfor- 
matician  Sylvia  J.  Spengler  of  Lawrence 
Berkeley  (Calif.)  National  Laboratory.  All 
those  As,  Cs,  Gs,  and  Ts  might  as  well  be 
alphabetized,  she  quips.  “If  we  can’t  make 
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sense  of  it,  we  don’t  have  any  information,” 
she  says.  “All  we  have  is  data.” 

Right  now,  biologists  are  most  interest- 
ed in  finding  the  genes.  “That’s  where  all 
the  action  is,”  says  Salzberg. 

Most  genes  lay  the  plan  for  strings  of 
amino  acids,  which  make  up  proteins. 
Some  genes,  however,  encode  various 
forms  of  RNA  that  interact  with  proteins 
and  other  molecules  to  run  the  machin- 
ery of  cells.  And  long  segments  of  DNA 
between  genes — and  even  within  them — 
appear  to  code  for  nothing.  These  strings 
of  bases,  which  are  nevertheless  being  se- 
quenced in  the  factory  and  other  genome 
laboratories,  are  called  junk  DNA. 

Genes  that  code  for  proteins  have 
some  easily  recognized  patterns.  A 
string  of  three-letter  words,  called 
codons,  spells  out  the  code  for  the 
20  amino  acids  used  to  build  pro- 
teins. For  example,  GCC  spells  ala- 
nine in  the  cell’s  language,  while  ACC 
spells  threonine.  Each  protein  gene 
also  has  a starting  codon — the  let- 
ters ATG — and  one  of  three  different 
three-letter  stop  signs — TGA,  TAG, 
orTAA. 

Even  though  protein-coding 
genes  obligingly  follow  these  rules, 
it’s  not  easy  to  recognize  a gene, 
says  Salzberg.  The  genes  are  big, 
some  ATG  sequences  don’t  indicate  the 
beginning  of  a gene,  and  it’s  difficult  to 
decipher  exactly  how  to  group  the  letters 
to  form  the  codons,  he  says.  For  in- 
stance, the  letters  GCCCGAAGAC  could 
be  read  as  GCC  (alanine)  CGA  (arginine) 
AGA  (arginine)  C,  but  the  pattern  might 
also  read  G CCC  (proline)  GAA  (glutamic 
acid)  GAC  (aspcirtic  acid). 

A complex  statistical  analysis  can  tell 
scientists  the  likelihood  that  a base  fits 
with  the  bases  that  come  before  or  after 
it  to  form  a codon.  That’s  something  peo- 
ple can’t  do  very  quickly  and  efficiently. 

But  computers  can.  Bioinformaticians 
have  developed  mathematical  and  statis- 
tical formulas,  or  algorithms,  for  sorting 
through  large  chunks  of  raw  data  to  lo- 
cate genes.  Most  gene-finding  programs 
use  a statistical  method  to  test  sequences 
by  determining  their  “coding  potential,” 
the  likelihood  that  a string  of  bases  codes 
for  a protein. 

For  bacterial  genes,  the  process  is  rela- 
tively straightforward  because  each  gene 
is  a continuous  unit.  In  plants,  animals, 
and  some  other  organisms,  however,  the 
genes  are  often  interrupted  by  chunks  of 
junk  DNA  called  introns. 

Cells  make  RNA  copies  of  genes,  then 
slice  out  the  introns  and  splice  the  pro- 
tein-coding stretches — called  exons — 
back  into  a single  molecule  that’s  the 
template  for  making  a protein.  Although 
cells  identify  protein-coding  regions  and 
junk  DNA  with  aplomb,  computer  pro- 
grams can  have  difficulty  searching  over 
long  stretches  of  junk — sometimes  sever- 
al thousand  bases — to  find  the  next  exon, 
says  Salzberg. 


Luckily,  the  boundaries  between  introns 
and  exons  are  marked.  Fhese  borders 
aren’t  as  pronounced  as  the  start  and  stop 
codons,  Salzberg  says,  but  there  is  a pat- 
tern to  them  that  cells  and  computer  pro- 
grams can  pick  up. 

Gene-finding  computer  [jrograms  mark 
the  stretches  of  DNA  that  are  likely  to 
contain  a gene.  Some  programs  perform 
the  task  better  than  others  do,  and  pro- 
grammers train  their  algorithms  to  recog- 
nize subtle  differences  in  the  way  genes 
are  flagged  in  different  organisms.  A per- 
son still  has  to  check  to  make  sure  the 
computer  program  hasn’t  made  an  obvi- 
ous mistake. 


Earlier  this  year,  Celera  researchers 
called  in  40  fruit  fly  scientists  to  help 
the  company  analyze  the  data  encoded 
in  the  120  million  bases  of  the  Drosophi- 
la melanogaster  genome — the  largest 
genome  yet  sequenced  (SN;  2/26/00, 
p.  132).  During  a 2-week  “annotation  jam- 
boree,” the  researchers  put  two  different 
gene-finding  programs  to  work  on  the 
fruit  fly  genome  and  got  two  very  differ- 
ent results. 

The  gene-hunting  program  named  Ge- 
nie found  13,189  genes  for  the  fruit  fly, 
but  another  program,  Genscan,  identified 
17,464  genes,  the  scientists  reported  in 
the  March  24  Science.  After  checking  the 
gene  predictions  against  the  2,500  genes 
known  from  nearly  a hundred  years  of  ge- 
netic experiments  on  fruit  flies,  the  re- 
searchers decided  that  the  lower  number 
of  genes  is  closer  to  correct. 

The  Genie  program  came  up  with  the 
more  accurate  number  because  the  re- 
searchers primed  it  with  examples  of 
previously  sequenced  fruit  fly  genes. 
Genscan  made  mistakes  because  it  didn’t 
have  a bank  of  Drosop/n/a-specific  infor- 
mation to  work  with,  the  researchers 
say. 

Gene-hunting  programs  generally  work 
best  if  they  have  learned  the  rules  for 
each  organism  they  analyze.  For  instance, 
a bacterial-gene  finder  expects  90  percent 
of  the  DNA  to  contain  genes.  These  great 
expectations  would  lead  the  program  to 
identify  far  too  many  genes  in  human 
DNA,  Salzberg  says.  Conversely,  a gene- 
finding program  trained  to  recognize  hu- 
man genes  would  probably  fail  to  find 
most  of  the  genes  in  a bacterium,  he  says. 


because  the  program  only  expects  3 per- 
cent of  the  DNA  to  be  part  of  a gene. 


rograms  that  find  protein-forming 
genes  aren’t  good  at  looking  for 
other  features  of  DNA,  says  bioinfor- 
matician  Gustavo  Glusman  of  the  Weiz- 
mann  Institute  of  Science  in  Rehovot, 
Israel.  These  include  genes  that  code  for 
RNA  but  not  proteins. 

Eddy  and  his  colleagues  at  Washington 
University  study  a class  of  RNA  molecules 
called  small  nucleolar  RNAs,  or  snoRNAs. 
Each  of  about  60  snoRNAs  directs  an  en- 
zyme to  a certain  spot  on  ribosomal  RNA, 
which  is  a component  of  the  cell’s 
protein-building  machinery.  Tradi- 
tional biology  had  been  able  to  un- 
cover only  about  a dozen  of  the 
snoRNAs  when  Eddy  and  his  col- 
leagues joined  the  search. 

It’s  been  difficult  to  pick  up  the 
scent  of  snoRNA  genes,  Eddy  says. 
These  genes  don’t  have  three-letter 
codons  or  obvious  start  and  stop 
signals.  Also,  the  genes  don’t  seem 
much  alike  outside  of  two  short  se- 
quences, known  as  C and  D boxes. 
However,  scientists  can  see  a famil- 
ial resemblance  of  RNA  molecules  if 
they  look  beyond  the  sequence  of 
the  bases. 

Despite  great  differences  in  their  base 
sequence,  snoRNAs  all  fold  up  into  simi- 
larly shaped,  compact  structures.  RNA’s 
four  bases  (the  same  A,  C,  and  G as  DNA, 
but  uracil,  or  U,  instead  of  T)  pair  in  pre- 
dictable ways  to  form  the  RNA  structure. 
Eddy’s  group  trained  its  computer  blood- 
hounds to  follow  the  twists  and  turns  of 
the  snoRNA  molecule. 

The  researchers  use  algorithms  called 
stochastic  context-free  grammars.  Origi- 
nally designed  to  analyze  languages,  they 
can  calculate  whether  a sequence  would 
fold  into  the  snoRNA  structure.  This 
method  requires  the  computer  program- 
mer to  know  in  advance  the  structure 
that  the  algorithm  should  seek.  Current- 
ly, there’s  no  good  statistical  way  to  iden- 
tify novel  structures,  Eddy  says. 


One  way  to  find  important  patterns 
in  an  organism’s  genome  is  to  look 
at  another  organism,  Eddy  says. 
Over  evolutionary  time,  DNA  sequences 
can  change  dramatically,  but  organisms 
tend  to  hang  onto  the  sequences  that  are 
most  important  to  their  function.  “Let 
evolution  tell  you  [what’s  important], 
because  statistics  takes  us  a long  way, 
but  not  far  enough,”  Eddy  says. 

“In  the  absence  of  good  predictive 
models,  comparing  sequences  is  the  last 
resort.  A very  powerful  resort,”  says 
Glusman.  This  last,  best  hope  for  finding 
patterns  and  making  sense  of  them  is 
known  as  comparative  genomics. 

“Comparative  genomics  is  going  to  be 
the  big  win,”  says  Eddy.  The  biggest  wins 


Geneticists  predict  that  computer  programs  that 
compare  human  DNA  with  mouse  DNA  will  uncover 
secrets  in  the  human  genome. 
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This  bank  of  computers  stores  volumes  of  DNA-sequence  data.  Cetera  Genomics, 
the  company  that  owns  them,  estimates  that  its  computers  could  store  five  times  the 
amount  of  information  contained  in  the  Library  of  Congress. 


of  all  will  result  from  the  comparison  of  g 
mice  and  people,  he  predicts.  “When  | 
[the]  mouse  [genome]  comes  along,  you  *2 
can  say,  ‘Now  1 understand  the  human  1 
genome,’”  Eddy  says.  Celera  researchers  @ 
plan  to  begin  sequencing  the  mouse 
genome  this  summer. 

Researchers  aren’t  waiting  for  the  com- 
pletion of  whole  genomes  to  begin  finding 
biologically  important  patterns,  though. 
The  GenBank  DNA  database,  the  public 
data  repository  for  DNA  sequences  man- 
aged by  the  National  Center  for  Biotech- 
nology Information  in  Bethesda,  Md.,  al- 
ready contains  sequences  from  62,000 
species  of  animals,  plants,  bacteria,  and 
viruses,  and  more  are  added  every  day, 
says  the  center’s  Dennis  A.  Benson.  Scien- 
tists from  around  the  world  compare 
newly  identified,  short  sequences  of  DNA 
to  the  sequences  in  GenBank,  hoping  to 
find  a matching  pattern  that  will  give 
them  clues  about  a gene’s  functions. 

With  comparative  genomics,  scien- 
tists match  up  the  complete  genetic 
code  of  one  organism  to  the  code  of  a 
second  organism,  rather  than  doing  a 
piecemeal  comparison  of  snippets.  This 
large-scale  comparison  will  find  regions 
of  the  genome  that  are  Important  bio- 
logically, says  Spengler. 

“It’s  as  if  there’s  a giant  ‘Watch  This 
Space’  sign  over  the  DNA.  It  lets  you 
know  something  important  is  going  on 
there,  even  if  you  don’t  know  what  that 
might  be,”  she  says. 


One  of  the  most  important  things  that 
could  be  going  on  in  gene-free  stretches 
of  the  DNA  is  the  regulation  of  genes.  The 
comparative  approach  has  already  iden- 
tified one  such  region. 

Each  gene  has  DNA  sequences  associ- 
ated with  it,  often  located  in  the  junk 
DNA,  that  turn  the  gene  on  and  off  at  the 
proper  time  and  place  during  an  organ- 
ism’s development  and  adult  life.  These 
often  short  but  complex  regulatory  re- 
gions are  difficult  for  a computer  pro- 
gram to  pick  out  from  the  surrounding 
jumble  of  bases,  says  Spengler. 


Since  people,  mice,  flies,  and  even 
worms  need  to  turn  on  many  of  their 
genes  in  similar  ways,  the  sequence  of 
the  regulatory  regions  may  have  been 
preserved  during  evolution,  she  says. 

Comparative  genomics  doesn’t  make 
distinctions  between  genes  and  junk,  says 
Spengler.  Right  now,  whole-genome  com- 
parisons are  the  only  good  way  to  look 
for  regulatory  regions  of  genes,  she  says. 

By  comparing  1 million  bases  of  hu- 
man DNA  with  a similar  stretch  of  mouse 
DNA,  a research  team  from  several  uni- 
versities found  a regulatory  region  that 
governs  three  genes  for  proteins  that  in- 
fluence the  immune  response.  The  results 
were  published  in  the  April  7 Scence. 

The  great  hope  of  whole-genome  com- 
parison can’t  be  realized  unless  scien- 
tists are  actually  able  to  match  up  the  se- 
quences of  entire  organisms.  That’s  a 
difficult  task,  says  Salzberg.  For  one 
thing,  it  takes  enormous  amounts  of  com- 
puter memory  to  keep  track  of  all  the 
bases  and  their  matches  with  the  bases 
of  another  genome.  Another  problem  is 
that  it  takes  an  astounding  amount  of 
time  to  compare  very  long  DNA  se- 
quences with  each  other. 

Computer  programs  could  take  days 
to  match  up  a single  human  chromo- 
some with  a single  mouse  chromo- 
some, Salzberg  says.  Scientists  are  now 
devising  programs  to  handle  whole 
genomes  more  quickly.  “Those  programs 
didn’t  exist  before  because  no  one  need- 
ed them,”  says  Salzberg.  The  completion 
of  more  genome  sequences  will  certainly 
change  that. 

The  field  of  bioinformatics  is  growing 
rapidly,  and  new  algorithms  are  being  de- 
veloped to  deal  with  the  avalanches  of 
data.  The  more  genomes  that  are  se- 
quenced, the  richer  the  biological  data- 
bases, and  the  better  the  annotation, 
says  Spengler. 

There’s  still  a long  road  ahead.  “We’re 
still  defining  the  questions  we  want  to 
ask,”  Salzberg  says.  “We  certcdnly  haven’t 
developed  all  the  solutions  yet.”  □ 


Science  News  Sulk 
Classroom  Subscriptions 

^er  Today! 

A minimum  of  10  copies  for  a minimum  of  4 weeks  at  just  484:  per  copy! 
To  order  fill  out  the  form  below  or  coll  Christina  Smith  at  202-785-2255. 


Ending  Issue  Date 
Number  of  Copies 


Start  Issue  Dote 
Total  Number  of  Weeks 
Name 
School 
Dept. 

Address 
City 

Phone  Number  (very  important) 

Bill  Me  Payment  Enclosed 

Science  News  • ]719NSt.  NW  • Washington  DC  20036 


State 

Zip 

286 


SCIENCE  NEWS,  VOL.  157 


APRIL  29,  2000 


Archaeology 

From  Philadelphiu.  at  the  annual  meetings  of  the  Society  for 
American  Archaeolofiy  and  the  Faleoanthrof)olog^’  Society 

Guard  dogs  and  horse  riders 

From  around  5,700  to  5,100  years  ago,  a group  known  as  the 
Botai  populated  the  harsh  Asian  terrain  of  what  is  now  north- 
ern Kazakhstan.  Researchers  know  little  about  daily  life  or  spir- 
itual beliefs  among  the  Botai. 

Ongoing  excavations  at  a Botai  settlement  indicate  that 
these  hardy  people  embraced  certain  mythological  themes 
and  ritual  practices  that  became  widespread  in  later  Eurasian 
cultures  as  far  away  as  India. 

For  example,  the  Botai  people  probably  used  dogs  to  guard 
their  homes — large,  covered  cavities  in  the  ground  known  as 
pit  houses — and  treated  deceased  dogs  as  spiritual  guardians 
of  their  households,  says  project  director  Sandra  L.  Olsen  of 
the  Carnegie  Museum  of  Natural  History  in  Pittsburgh. 

Among  the  remains  of  60  pit  houses  at  a Botai  site,  her  team 
has  uncovered  more  than  a dozen  Samoyed-size  dog  skeletons 
buried  separately  on  the  west  side  of  structures. 

Historical  texts  from  Bronze  Age  and  Iron  Age  groups  in 
Eurasia  that  came  after  the  Botai  culture  often  tell  of  deceased 
dogs  protecting  their  masters  from  evil  spirits  emanating  from 
portals  to  the  netherworld  located  in  the  west. 

Other  Botai  finds  with  links  to  later  cultures  in  the  region  in- 
clude a clay  death  mask  and  evidence  of  sacrificed  horses  in 
human  burial  sites,  Olsen  says. 

Microscopic  study  of  pottery  fragments  from  the  site  has  un- 
covered impressions  of  a wide  variety  of  woven  fabrics,  re- 
ports the  Carnegie  Museum’s  Deborah  Harding.  Botai  potters 
used  rope-  and  cloth-covered  tools  to  press  designs  into  wet 
clay.  Harding  plans  to  characterize  Botai  weaving  styles  for 
comparison  with  fabric  remains  at  later  Eurasian  sites. 

Researchers  disagree  about  whether  the  Botai  people,  who 
hunted  wild  horses,  also  domesticated  them.  Cheek  teeth  from 
12  of  42  horse  skulls  examined  so  far  at  Olsen’s  Botai  site  ex- 
hibit enamel  wear  usually  produced  by  regularly  biting  down 
on  a harness’  rope  bit,  report  Dorcas  R.  Brown  and  David  W. 
Anthony,  both  of  Hartwick  College  in  Oneonta,  N.Y. 

“It’s  not  clear  if  these  horses  had  been  tamed,  but  we  have 
good  evidence  that  they  were  ridden,”  Brown  says.  — B.B. 

Ancient  origins  of  fire  use 

Human  ancestors  learned  to  control  fire  by  around  1.7  mil- 
lion years  ago,  far  earlier  than  many  scientists  have  assumed, 
concludes  a new  analysis  of  burned  stone  artifacts  from  east- 
ern Africa. 

Chinese  and  European  sites  from  as  early  as  500,000  years  ago 
contain  hearths  and  burned  bones  widely  viewed  as  evidence  of 
fire  use  by  human  ancestors.  About  20  years  ago,  the  discovery 
at  two  Kenyan  sites  of  baked-earth  patches  in  deposits  that  are 
1.4  million  to  1.6  million  years  old  raised  the  possibility  of  much 
earlier  control  of  fire.  Many  researchers  now  suspect  that  those 
finds  resulted  from  naturally  ignited  brushfires. 

Brian  Ludwig  of  Rutgers  University  in  Frenchtown,  N.J., 
looked  for  signs  of  intense  heating  on  nearly  40,000  stone  ar- 
tifacts from  sites  in  eastern  Africa  dating  to  between  1.7  mil- 
lion and  1.6  million  years  ago.  At  each  location,  a small  pro- 
portion of  specimens  displayed  discoloration,  rough  texture, 
and  distinctive  fractures  produced  by  exposure  to  extreme 
heat. 

“The  ability  to  control  but  not  necessarily  to  make  fire  may 
have  been  widespread  by  1.7  million  years  ago,”  Ludwig  holds. 

A direct  ancestor  of  Homo  sapiens  that  lived  in  eastern  Africa 
at  that  time.  Homo  ergaster,  may  have  learned  to  use  fire  for 
cooking  fibrous  plants  and  for  warmth  and  protection  at  night, 
he  suggests. 

J.  Desmond  Clark  of  the  University  of  California,  Berkeley  dis- 
agrees. Brushfires  could  have  created  the  stone  fractures  ob- 
served by  Ludwig,  Clark  argues.  — B.B. 


Physics 


Writing  with  warm  atoms 

I lie  ultrasharp  tip  of  a scanning  tunneling  microscope  (STM) 
can  interact  with  individual  atoms  on  a surface.  Scientists  have 
used  tliis  capability  to  position  atoms  in  microsco|iic  patterns 
— such  as  letters  of  the  alphabet — but  only  at  tengieratures 
near  absolute  zero.  Now,  .lohn  B.  Pethica  and  his  coworkers  at 
the  University  of  Oxford  in  England  have  demonstrated  that 
they  can  do  the  same  sort  of  atomic  manipulation  at  room  tem- 
perature. The  researchers  describe  their  technique  in  the 
April  13  Natiirt:. 

In  1990,  a team  of  researchers  painstakingly  wrote  the 
acronym  IBM  by  using  an  STM  tip  to  pick  up  xenon  atoms  and 
then  place  them  onto  a surface  (SN:  1 1/17/90,  p.  310).  However, 
they  had  to  perform  the  experiment  in  a vacuum  at  a supercold 
temperature  of  4 kelvins.  At  higher  temperatures,  atoms  be- 
come dislodged  and  jump  free  unless  they  can  be  made  to  bind 
more  tightly  to  a surface,  and  heat-induced  jiggling  of  the  STM 
tip  reduces  its  accuracy. 

Pethica  and  his  colleagues  overcame  these  difficulties  by 
using  bromine  atoms,  which  form  strong  chemical  bonds 
with  a copper  surface,  and  by  herding  the  atoms  along  their 
desired  path  using  only  a controlled  side-to-side  vibration  of 
the  STM  needle.  The  researchers  took  advantage  of  a tiny 
electric  current  that  flows  between  the  tip  and  the  target 
atom.  That  current  heated  up  the  atom,  temporarily  breaking 
its  bond  to  the  surface,  and  propelled  the  bromine  away 
from  the  tip. 

“Atom  positioning  is  clearly  possible  at  elevated  tempera- 
tures,” the  researchers  conclude.  Because  the  outcome  de- 
pends on  the  type  of  atom  being  maneuvered,  they  speculate 
that  other  combinations  of  materials  may  react  in  different 
ways.  Such  selectivity  might  make  it  possible  to  manipulate 
large  molecules  or  complex  structures  to  build  electronic  de- 
vices on  a nanometer  scale.  — IR 


Ring  around  the  proton 

A high-intensity  laser  pulse  can  blast  an  atom’s  electron  to 
orbital  velocities  near  the  speed  of  light.  Under  such  extreme 
conditions,  electrons  exhibit  a variety  of  bizarre,  relativistic 
effects. 

Now,  researchers  propose  that  the  combination  of  light  from 
a modest  carbon  dioxide  laser  and  a strong  magnetic  field 
would  generate  the  same  relativistic  electron  effects  as  high- 
end  lasers,  but  they  would  do  so  much  more  economically. 
Physicist  Rainer  Grobe  and  his  colleagues  at  Illinois  State  Uni- 
versity in  Normal  describe  their  scheme  in  the  April  10  Physical 
Review  Letters. 


Computer  simulations 
predict  that  when 
an  electron  in  a 
hydrogen  atom  is 
accelerated  to  nearly 
the  speed  of  light,  the 
electron  can  behave 
as  if  it  were  a large 
ring  of  electric  charge 
around  the  atom’s 
nucleus. 


The  high-intensity  laser  pulses  nor- 
mally required  to  push  electrons  to 
high  orbital  speeds  can  also  readily 
eject  them  from  atoms,  limiting  exper- 
iments designed  to  probe  relativistic 
effects.  Grobe  and  his  team  reasoned 
that  a strong  magnetic  field  would 
help  keep  an  electron  from  flying 
away.  No  matter  how  far  it  might  stray 
from  the  nucleus,  the  magnetic  field 
would  keep  the  electron  on  a curved 
path. 

The  researchers  used  computer  simu- 
lations to  predict  how  a hydrogen  atom 
would  respond  to  such  laser-magnet 
combinations.  They  unexpectedly  dis- 
covered that,  under  certain  conditions, 
a relativistic  electron  could  behave  like  a 
ring-shaped  electron  cloud  spinning 
around  the  nucleus.  — IP. 
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The  Intel  Science  Talent  Search  Awards  now  total  1 .2  Million. 
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SCIENCE 

TALENT  SEARCH 


For  more  information,  visit  www.sciserv.org. 

Intel  is  proud  to  support  the  efforts  of  Science  Service,  a non-profit 
organization  dedicated  to  advancing  the  understanding  and  appreciation 
of  science.  We  share  a common  commitment  to  programs  that  encourage 
and  reward  student  achievement  in  science,  math  and  technology. 

For  more  information,  contact:  Science  Service, 

1719  N Street,  NW,  Washington  DC  20036. 

Tel:202. 785.2255  E-Mail  sciedu@sciserv.org 


int^ 


© 1999  Intel  Corporation.  All  rights  reserved. 


I The  original  case,  Corporate  Health  In- 
; surance,  Inc,  et  al,  v The  Texas  Department 
of  Insurance  (TDI),  et  al  was  filed  in  June 
1997  by  Corporate  Health  Insurance, 
Inc;  Aetna  Health  Plans  of  Texas,  Inc; 
Aetna  Health  Plans  of  North  Texas,  Inc; 
and  Aetna  Life  Insurance.  It  challenged 
Senate  Bill  386,  passed  by  the  Texas  Leg- 
islature earlier  that  year  that  held  HMOs 
I liable  for  the  failure  to  exercise  ordinary 
care  when  making  health  care  treatment 
decisions.  Thanks  to  lobbying  efforts  by 
I the  Texas  Medical  Association,  passage 
of  the  bill  made  Texas  the  first  state  to 
pass  legislation  holding  managed  care 
organizations  accountable  for  their  deci- 
sions. The  insurance  companies  argued 
that  the  law  conflicts  with  the  federal 
Employee  Retirement  Income  Security 
Act  (ERISA),  which  preempts  most  state 
law  remedies  against  health  plans. 

The  case  initially  was  heard  in  the  US 
District  Court  for  the  Southern  District  of 
Texas,  Houston  Division.  (See  “Texas 
Breaks  New  Ground,”  December  1998 
Texas  Medicine,  pp  58-61.)  In  September 
1998,  Judge  Vanessa  Gilmore  upheld  the 
primary  part  of  the  bill  that  allows  pa- 
tients to  sue  HMOs,  but  tossed  out  the 
law’s  independent  review  organization 
(IRO)  process  that  allows  patients  to  ap- 
peal adverse  decisions  before  taking  their 
I cases  to  court.  She  left  open  the  question 
of  the  kinds  of  treatment  decisions  for 
which  HMOs  may  be  held  liable  and 
threw  out  some  of  the  law’s  provisions 
that  were  drafted  specifically  to  protect 
physicians  from  prurient  HMO  practices. 

Judge  Gilmore  ruled  that  ERISA  pre- 
empted the  portion  of  SB  386  that  pro- 
hibits HMOs  from  retaliating  against 
physicians  when  they  advocate  for 
their  patients  by  going  against  HMO 
I decisions.  And,  she  struck  down  the 
; bill’s  prohibition  against  “hold  harm- 
less” clauses  in  HMO  contracts  that 
■force  physicians  to  relieve  HMOs  up- 
' front  of  any  liability. 

1 Giting  earlier  court  cases  involving 
; ERISA  health  plans.  Judge  Gilmore 
urged  Congress  to  clarify  ERISA.  “Inter- 
1 preting  the  legislative  intent  concerning 
j the  scope  of  ERISA  preemption  can  only 
I be  accomplished  by  the  courts  after  the 
j legislature  has  done  its  job,”  she  said  in 
i a footnote  to  her  66-page  ruling. 

The  insurance  companies  contend 
that  if  they  wrongfully  determine  that 


the  proposed  treatment  is  not  covered 
or  if  an  agent  for  the  company  does  not 
approve  treatment,  and  harm  or  death 
occurs,  the  insurance  company  should 
be  liable,  as  provided  under  ERISA, 
only  for  the  amount  of  money  it  would 
have  paid  for  the  treatment. 

The  state  maintains  that  if  the  in- 
surer fails  to  exercise  ordinary  care 
when  making  health  care  treatment  de- 
cisions and  harm  or  death  of  the  patient 
results,  the  insurer  should  be  liable  for 


much  more  than  the  cost  of  the  treat- 
ment it  had  initially  refused  to  cover. 

Kim  Ross,  TMA’s  vice  president  for 
public  policy,  says  the  fact  that  the  5th 
Circuit  is  reevaluating  state  and  federal 
roles  when  balancing  the  states’  right  to 
regulate  questions  involving  patient 
safety  is  promising  in  light  of  the  debate 
over  the  federal  Patients’  Bill  of  Rights 
under  way  in  Congress.  “This  is  a 
closely  watched  case  because  the  legal 
questions  are  precisely  on  point  during 
not  only  a congressional  debate  but  also 
a presidential  election  year  involving 
our  governor,”  he  said.  Governor 
George  W.  Bush  has  campaigned  in  sup- 
port of  the  Texas  approach  to  the  issue. 

“As  anticipated  by  TMA  and  the 
American  Medical  Association  when  de- 
veloping this  state  legislative  strategy  2 
years  earlier.  Judge  Gilmore  found  that 
ERISA  does  not  preempt  the  state’s 
right  to  protect  the  safety  of  its  citizens, 
so  the  legislature’s  imposition  of  a legal 
duty  on  the  [health]  plans  and,  thus,  li- 
ability, was  upheld,”  Mr  Ross  said.  “As 
was  also  anticipated,  the  trial  court  fur- 
ther noted  that  the  IRO  process  falls  un- 
der the  previously  strict  holdings  of  the 
5th  Circuit  as  an  impermissible  arrang- 
ing of  a health  care  benefit,  as  are  the 
sections  dealing  with  the  prohibition  of 
gag  and  hold  harmless  clauses.” 

Robert  W.  Sloane,  MD,  of  Fort 
Worth,  chair  of  the  TMA  Council  on 
Legislation,  says  the  significance  of 
Judge  Gilmore’s  ruling  is  twofold. 


“First,  unless  Congress  were  to  actively 
halt  the  progression  of  this  ruling,  it  is 
very  likely  that  the  way  will  be  clear  in 
other  states  to  establish  the  legal  basis 
for  bolding  managed  care  organiza- 
tions accountable.  Second,  an  indepen- 
dent external  appeals  process  will  need 
to  be  authorized  by  Congress  as  a legit- 
imate exception  to  ERISA  preemption 
rulings,”  he  said. 

Dr  Sloane  and  Mr  Ross  say  the  Sen- 
ate version  of  the  federal  managed  care 


reform  bill  — backed  by  the  Republican 
leadership  — would  gut  the  Texas  law. 
The  bipartisan  Norwood-Dingell  bill  in 
the  House,  “which  was  by  no  coinci- 
dence adapted  from  Texas  law,”  estab- 
lishes an  external  appeals  process,  Mr 
Ross  says.  TMA  and  AMA  support  the 
House  version. 

“The  not-so-far  downstream  politi- 
cal implications  put  the  viability  of  the 
Patients’  Bill  of  Rights  at  risk,”  Mr  Ross 
said.  The  bill  is  now  in  a House-Senate 
conference  committee.  Republican 
leaders  have  indicated,  as  have  Texas 
Sens  Phil  Gramm  and  Kay  Bailey 
Hutchison  in  meetings  with  TMA  and 
other  groups,  that  they  intend  to  add 
federal  tort  law  changes,  he  says. 
“Some  Republican  leaders  have  sug- 
gested adding  the  recommendations 
from  the  Institute  of  Medicine  report 
on  medical  errors,  as  well  as  opening 
up  the  National  Practitioners  Data 
Bank  to  the  public,”  he  added. 

The  Texas  approach 

SB  386  and  other  laws  addressing  man- 
aged care  issues  passed  by  the  Texas 
Legislature  in  1997  constitute  the  most 
comprehensive  managed  care  reform 
legislation  adopted  by  any  state.  Other 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“Interpreting  the  legislative  intent  concerning  the 
scope  of  ERISA  preemption  can  only  he  accomplished 
by  the  courts  after  the  legislature  has  done  its  job.” 
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states  have  enacted  portions  of  the ; 
highly  complex  and  extensive  laws  butii 
have  not  addressed  the  issue  of  ensuring  j 
patient  protection  and  managed  care’s  j 
liability  for  its  treatment  decisions  thej 
way  Texas  has.  Texas’  action  inspired  I 
immediate  inquiries  to  TMA  from  sev-j 
eral  state  medical  societies.  Similar  leg-j 
islation  has  been  introduced  in  38  other! 
states,  and  California  and  Georgia  have  | 
passed  liability  bills. 

The  legislative  package  held  HMOs 
responsible  for  failure  to  exercise  ordi- 
nary care  when  making  health  care 
treatment  decisions  that  resulted  in  in- 
jury to  or  death  of  a patient.  It  also  re- 
quired HMOs  to  use  trained  physicians, 
physician  assistants,  or  licensed  nurses 
to  confer  with  doctors  in  making  med- 
ical necessity  decisions,  allowed  pa- 
tients to  compare  health  care  insurance 
plans,  and  freed  physicians  to  tell  pa- 
tients of  treatment  options  without 
penalty  from  the  HMOs. 

SB  386  allows  patients  with  com- 
plaints to  go  before  an  independent 
physician  reviewer  certified  by  TDI.  This 
reviewer  would  determine  if  the  HMO 
should  have  paid  for  the  requested  treat- 
ment. In  instances  of  life-threatening 
conditions,  the  reviewer’s  decision 
would  be  required  within  5 days  after 
the  IRO  receives  the  information  neces- 
sary to  make  the  determination. 

Governor  Bush  allowed  the  bill  to 
become  law  without  his  signature,  and 
it  took  effect  September  1,  1997. 

Critics  said  health  care  costs  would 
immediately  escalate  and  that  lawsuits 
against  HMOs  would  be  unending.  Yet 
in  the  year  after  the  legislation  took  ef- 
fect, no  lawsuits  were  filed  and  only 
about  half  of  the  125  appeals  heard  by 
the  TDI  review  process  partially  or  com- 
pletely overturned  HMO  decisions.  Two 
years  after  the  legislation  passed,  only 
six  lawsuits  against  HMOs  had  been 
filed.  More  than  850  administrative  ap- 
peals have  gone  to  the  IRO  process, 
with  about  half  favorable  to  the  patient, 
says  TDI  spokesperson  Lee  Jones. 

The  hearing 

Most  appellate  court  hearings  are  brief, 
with  each  side  allowed  15  to  20  minutes 
to  present  its  arguments  and  a lesser 
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amount  of  time  for  rebuttal.  The  triumvi- 
rate of  judges  hearing  the  case  is  allowed 
to  inject  questions  for  clarification. 

The  5th  Circuit  is  no  different.  Within 
less  than  a half  hour,  plaintiff’s  attor- 
neys John  Shely,  JD,  and  George  Scott, 
JD,  and  the  state’s  attorney.  Asst  Atty 
Gen  David  Mattax,  JD,  had  presented 
their  cases  to  judges  Patrick  Higgen- 
botham,  Robert  Parker,  and  Nancy  Atlas. 

Because  of  the  complexity  and  tech- 
nical nature  of  the  case,  questions  from 
the  bench  were  many  and  often. 

In  defining  the  scope  of  the  case, 
Judge  Higgenbotham  offered  a sce- 
nario of  a patient  whose  physician  di- 
agnosed a heart  problem.  In  his 
scenario,  the  agent  for  the  insurer  de- 
nied the  physician’s  request  for  bypass 
surgery  and  recommended  that  the  pa- 
tient take  an  aspirin  a day  instead. 

Is  this  an  implied  medical  decision? 
the  judge  asked.  “By  making  this  deci- 
sion about  the  treatment  of  the  patient, 
doesn’t  this  place  that  agent  — and  the 
insurer  — in  the  medical  arena?” 

“You  [insurers]  have  elected  to  put 
yourselves  into  the  medical  arena  with 
respect  to  what  your  contracts  pro- 
vide,” Judge  Atlas  added. 

Mr  Shely  argued  that  the  Patient 
Protection  Act  improperly  imposes 
state  law  liability  on  ERISA  entities, 
impermissibly  mandates  the  structure 
of  plan  benefits  and  their  administra- 
tion, unlawfully  binds  plan  administra- 
tors to  particular  choices,  and 
wrongfully  creates  an  alternate  en- 
forcement mechanism. 

Attorneys  for  the  state  “argued  that 
SB  386  was  fundamentally  the  regula- 
tion of  health  care,  which  is  something 
Congress  did  not  intend  for  ERISA  to 
preempt,”  said  Andrea  Horton, 
spokesperson  for  Texas  Atty  Gen  John 
Corn3m.  “We  also  argued  that  an  HMO 
could  not  try  to  create  ERISA  preemp- 
tion by  including  provisions  in  an 
ERISA  plan  that  conflicted  with  state 
law  and  then  claim  the  conflict  results 
in  ERISA  exemption.” 

Mr  Mattax,  in  his  interpretation  of 
SB  386,  said  the  statute  ensures  quality 
of  care  by  prohibiting  entities  from 
challenging  the  physician.  “It  also  pro- 
vides an  independent  review  process  to 
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“If  you  don ’t  have  good  support,  you  don ’t  have 
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someone  to  get  back  with  you. 
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Law 


determine  the  qualities  of  the  decisions 
to  allow  or  deny  care,”  he  said.  How- 
ever, he  added,  the  insurer,  in  contract- 
ing with  the  patient,  makes  a special 
kind  of  contract  and  in  its  ability  to 
provide  or  deny  treatment  coverage  is 
acting  much  like  a physician. 

“If  the  insurer  doesn’t  pay  for  treat- 
ment, the  patient  may  not  get  that  treat- 
ment,” he  continued,  “and  people  buy 
insurance,  relying  on  the  insurer  to  take 
care  of  the  financial  details  during  ill- 
ness, at  moments  of  duress.  And  if  treat- 
ment is  denied  by  the  insurance  carrier 
and  the  patient  is  harmed  or  dies  as  a re- 
sult, the  Patient  Protection  Act  holds  the 
company  liable  for  the  full  cost  of  the 
damage,  not  just  the  amount  the  policy 
would  have  paid  for  the  treatment.” 

At  press  time,  the  court  had  not  is- 
sued a ruling.  But  after  the  hearing, 
both  Mr  Mattax  and  Donald  P.  Wilcox, 
JD,  general  counsel  for  TMA,  were  op- 
timistic about  the  outcome.  “The  panel 
from  the  Fifth  Circuit  seemed  willing  to 
listen  to  the  issues  and  reasons  for  the 
statute,”  Mr  Wilcox  said.  “They  may 
take  a fresh  look  at  the  ERISA  issue 
when  they  write  their  opinion.”  TMA 
and  AMA  have  filed  amicus  curiae 
briefs  supporting  the  state’s  position. 

Whatever  decision  the  appeals  court 
makes,  an  appeal  by  the  losing  side  is 
expected  and,  thus,  the  case  possibly 
will  reach  the  US  Supreme  Court  for  a 
final  ruling.  “Only  one  case  out  of  a 
hundred  or  more  makes  it  to  the 
Supreme  Court,  but  this  case  certainly 
could  be  the  one,”  Mr  Wilcox  said. 

The  Supreme  Court  could  hear  the 
case  because  it  focuses  on  the  conflict 
between  state  law  and  ERISA,  Mr 
Wilcox  says.  “It  is  a hot  topic,  with  the 
federal  appellate  courts  applying  the 
ERISA  preemption  inconsistently.  The 
Supreme  Court  would  have  an  oppor- 
tunity to  address  the  ERISA  preemption 
issue  squarely  in  this  case.”  ★ 


Alice  Adams  is  an  Austin  freelance  writer. 


32 


Texas  Medicine  if  May  2000 


www.texmed.org 


Legislative  Affairs 


! 

i 

I 


Antitrust  relief 

Congress  poised  to  enter  physician-health  plan  contracting  fray 


n 1999,  the  Texas  Legislature  took  the 
lead  in  managed  care  reform  for  the 
third  consecutive  legislative  session 
when  it  passed  Senate  Bill  1468,  the 
so-called  Physician  Negotiation  Law. 
The  bill,  sponsored  by  state  Sen  Chris 
Harris  (R-Arlington)  and  Rep  John 
ISmithee  (R- Amarillo),  employs  a little- 
; known  common  law  principle  called  a 
■“state  action  doctrine.”  It  gives  independ- 
rent  physicians  some  protection  from  fed- 
ieral  antitrust  allegations  when  they  band 
Together  to  negotiate  contracts  with  large 
health  plans.  > > 

\ 


By  Ken  Ortolon,  Associate  editor 
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The  measure  has  yet  to  be  fully  im- 
plemented here  in  Texas.  At  press  time, 
the  rules  under  which  negotiations 
would  be  conducted  were  sitting  on 
Texas  Atty  Gen  John  Cornyn’s  desk, 
awaiting  revision  or  final  approval  (see 
“Making  the  Texas  Law  Work,”  p 34). 

Meanwhile,  Congress  is  preparing  to 
debate  legislation  that  would  take  the 
concept  of  physician  negotiations  one 
step  further.  Predictably,  health  plans 
and  their  business  allies  have  begun  an 


intensive  lobby  effort  to  kill  the  measure. 

HR  1304,  the  Quality  Health  Care 
Coalition  Act  of  1999,  was  filed  by  US 
Rep  Thomas  Campbell  (R-Calif)  early 
in  the  first  session  of  the  106th  Con- 
gress and  was  endorsed  immediately 
by  the  American  Medical  Association. 
It  just  as  quickly  drew  the  opposition  of 
the  American  Association  of  Health 
Plans  (AAHP),  the  US  Chamber  of 
Commerce,  and  other  business  groups. 

The  bill  was  approved  by  the  House 
Judiciary  Committee  by  a vote  of  26-2 
on  March  30. 

The  measure  is  commonly  known  as 
the  “Campbell  bill.”  It  would  grant 
health  care  professionals  negotiating  a 
contract  with  a health  plan  to  provide 
services  “the  same  treatment  under  the 
antitrust  laws”  to  which  bargaining 
units  recognized  by  the  National  Labor 
Relations  Act  are  entitled. 

In  addressing  the  AMA  House  of  Del- 
egates last  year.  Congressman  Campbell 
said  he  proposed  the  bill  because  of  one 
simple  thesis:  physicians  should  be  al- 


All  articles  in  Texas  Medicineihai  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  "legislative  advertising,"  according  to  Texas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


lowed  to  practice  their  profession. 

“The  antitrust  laws  of  the  United 
States  apparently  are  now  going  to  per- 
mit Exxon  and  Mobil  to  merge,  but 
they  can’t  allow  two  doctors  to  present 
a unified  front  in  a health  care  negotia- 
tion,” Representative  Campbell  said. 

Labor  law  versus  antitrust  law 

Kim  Ross,  Texas  Medical  Association’s 
vice  president  for  public  policy,  says  the 
Campbell  bill  takes  a much  different 


approach  to  the  negotiations  issue  than 
SB  1468  and  is  more  far  reaching. 

“The  Campbell  bill  is  a modification  of 
labor  law,  with  some  antitrust  benefits,” 
Mr  Ross  said.  “The  state  action  doctrine 
is  a defense  against  and  an  immunity 
from  certain  aspects  of  antitrust  law.” 

The  Texas  Physician  Negotiation  Law 
gives  physicians  wishing  to  negotiate  a 
defense  against  antitrust  allegations  by 
requiring  the  state  attorney  general  to  su- 
pervise any  negotiations  conducted  un- 
der the  statute.  The  attorney  general’s 
role  will  be  to  ensure  that  nothing  occurs 
that  would  be  anticompetitive  or  harmful 
to  the  best  interests  of  patients.  Indeed, 
the  law  includes  stringent  language  that 
limits  the  percentage  of  physicians  in  any 
health  care  market  who  can  band  to- 
gether to  negotiate,  and  limits  circum- 
stances under  which  physicians’  fees  can 
be  included  in  those  negotiations. 

The  Campbell  bill,  on  the  other 
hand,  pretty  much  throws  open  the 
right  to  negotiate  to  any  group  of  physi- 
cians and  says  they  should  be  treated  as 
employees,  not  as  independent  contrac- 
tors, for  purposes  of  those  negotiations. 

“The  Campbell  bill  is  a significant  ef- 
fort at  the  federal  level  to  try  to  balance 
the  playing  field  between  physicians  and 
monster,  investor-driven  health  plans  by 
restoring  some  semblance  of  fairness  in 


the  transactions  between  the  plans  and 
physician  organizations,”  Mr  Ross  said. 

However,  Mr  Ross  says  the  bill  may 
not  fit  the  practice  environment  in  Texas  ■ 
as  well  as  it  will  in  other  states.  “It  ap- ' 
plies  to  physicians  in  very  different  prac- 
tice settings  than  most  Texas  physicians 
are  situated  in  because  we  have  a prohi- 
bition against  corporate  practice  and 
physicians  are  for  the  most  part  not  em- . 
ployed  and  are  still  working  in  small 
groups  or  solo  practice,”  Mr  Ross  said.' 
“The  state  action  doctrine  bill,  which: 
was  developed  by  AMA,  is  a perfect  fit’ 
for  an  environment  like  Texas,  as  op-; 
posed  to  a state  that  has  a high  concen-  j 
tration  of  physicians  in  large  groups  who 
are  either  employed  or  quasi-employed.” 

Who’s  in  control? 

while  AMA  has  thrown  its  considerable 
weight  behind  the  bill,  the  measure  still 
faces  an  uphill  battle.  Opposition  from 
the  health  plans  and  business  groups  is 
equally  strong. 

Jerry  Patterson,  executive  director 
of  the  Texas  Association  of  Health 
Plans,  says  his  group  and  AAHP  do  not 
believe  Congress  should  alter  75  years 
of  US  labor  law. 

“The  Campbell  bill  would  be  the 
first  time  in  the  history  of  American  la- 
bor law  where  we  provided  nonem- 
ployees status  under  the  National! 
Labor  Relations  Act  to  collectively  bar- 
gain Just  as  employees  do  today 
through  organized  labor,”  Mr  Patterson! 
said.  “What  we’re  talking  about  doing 
is  making  an  exception  to  antitrust  law 
and  allowing  nonaffiliated  physicians 
the  ability  to  collude,  which  has  been 
historically  frowned  on  in  America.”  | 

Mr  Patterson  says  physicians  already 
have  a mechanism  for  joint  negotiations 
with  health  plans  through  membership 
in  independent  practice  associations 
(IPAs) . Yet,  IPAs  that  have  attempted  to 
negotiate  in  good  faith  with  health 
plans  frequently  have  been  subjected  to 
Federal  Trade  Commission  (FTC)  and 
US  Department  of  Justice  antitrust  alle- 
gations, largely  at  the  urging  of  the 
health  plans  Mr  Patterson  represents. 

In  a statement  issued  March  15, 
AMA  said  a new  cost  analysis  of  the 
Campbell  bill  by  a Pennsylvania  State  i 


“The  antitrust  laws  of  the  United  States 
apparently  are  now  going  to  permit  Exxon  and  Mobil 
to  merge,  but  they  can’t  allow  two  doctors  to 
present  a unified  front  in  a health  care  negotiation.” 
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University  health  policy  economist  finds 
j its  potential  costs  to  be  a “tiny  fraction 
of  costs  estimated  by  an  earlier  study 
i promoted  by  the  Health  Insurance  In- 
I dustry  of  America.  In  fact,  the  new 
study  shows  that  when  the  benefits  to 
i society  are  weighed  against  potential 
costs,  HR  1304  may  cost  nothing  at  all.” 

The  Penn  State  study  found  that  the 
earlier  insurance-sponsored  study  used 
“questionable  assumptions”  and  relied 
heavily  on  opinion,  not  empirical  evi- 
dence, AMA  said. 

“There  is  no  definitive  evidence  to 
predict  whether  the  Campbell  bill  will 
present  a cost  to  society;  however,  we 
do  know  there  will  be  important  bene- 
fits,” AMA  Trustee  Donald  Palmisano, 
MD,  said  in  the  statement.  “We  know 
for  certain  that  patients  are  suffering 
under  the  current  system  that  gives  too 
' much  power  to  health  plans,  at  the  ex- 
pense of  individual  patients.  The  Camp- 
,bell  bill  will  change  that.  It  will  level 
the  playing  field  so  individuals  have  a 
fighting  chance  against  enormous  and 
powerful  health  plan  bureaucracies.” 

Mr  Patterson  says  physicians’  lack  of 
bargaining  power  is  their  own  fault  for 
not  “diversifying”  their  practices  and 
accepting  more  types  of  plans  and  pay- 
^ers,  such  as  preferred  provider  organi- 
zations and  government  programs  such 
as  Medicare  and  Medicaid. 

“Our  Texas  economy  was  not  very 
jl  diverse  in  the  early  ’80s  and  suffered 
'because  of  that,”  he  said.  “Those  busi- 
I nesses  that  survived  in  that  economy 
learned  that  the  marketplace  will  put 
you  at  risk  if  you  are  too  dependent  on 
lone  income  stream.” 

Yet,  Mr  Patterson  acknowledges  that 
' the  rash  of  mergers  and  acquisitions 
within  the  health  insurance  market  has 
left  fewer  plans  for  physicians  to  diver- 
sify with.  On  top  of  that.  Medicare  and 
li  Medicaid  increasingly  are  being  pushed 
toward  managed  care,  and  the  preferred 
provider  organizations  (PPOs)  that  Mr 
j;  Patterson  suggests  as  another  option  for 
I physicians  frequently  are  controlled  by 
the  same  companies  that  are  forcing 
I take-it-or-leave-it  contracts  on  physi- 
cians. Plans  gain  an  even  tighter  grip  on 
physicians’  practices  when  they  require, 
as  does  Aetna  US  Healthcare,  that  any 


doctors  wishing  to  contract  with  their 
PPO  also  must  contract  with  their  HMO 
and  any  other  products  it  offers. 

Sizing  up  the  odds 

while  debate  rages  between  the  plans 
and  physicians.  Congress  is  preparing 
to  begin  sorting  through  the  issues  and 
making  tough  decisions. 

The  bill  enjoys  more  than  175  cospon- 
sors in  the  House,  which  means  it  is  only 
a handful  of  votes  short  of  the  218  it 
needs  to  pass. 

Some  lobbyists,  however,  question 
how  strongly  some  cosponsors  really 
support  the  measure.  They  believe 
some  of  them  may  have  signed  on 
thinking  it  would  be  an  easy  bone  to 
toss  physicians  as  a consolation  for  op- 
posing the  Patients’  Bill  of  Rights. 
Those  cosponsors  may  have  believed 
HR  1304  would  never  actually  make  it 
to  the  floor  for  a vote  because  of  oppo- 
sition from  the  Republican  leadership. 

Congressman  Campbell  says  House 
Speaker  Dennis  Hastert  (R-Ill)  has 
promised  a floor  vote. 

Even  if  that  happens,  the  measure 


could  be  running  out  of  time.  No  com- 
panion bill  has  been  filed  in  the  Senate, 
and  Jackie  Corcoran,  Congressman 
Campbell’s  administrative  assistant 
and  press  secretary,  says  Congressman 
Campbell  still  is  trying  to  recruit  a Sen- 
ate sponsor. 

If  the  bill  doesn’t  clear  the  House 
and  attract  a Senate  sponsor  this  year, 
it  could  be  dead.  Congressman  Camp- 
bell is  in  an  uphill  battle  to  unseat  US 
Sen  Dianne  Feinstein  (D-Calif).  If  he 
doesn’t  win  that  race,  which  some  ob- 
servers say  is  likely.  Congressman 
Campbell  will  be  out  of  Congress  at  the 
end  of  the  current  session  and  support- 
ers of  physician  negotiations  will  have 
lost  their  champion.  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880<1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o@texmed.org. 


Making  the  Texas  law  work 


Texas  still  is  trying  to  get  its  own  negotiations  law  into  working  order.  Rules  to  govern  SB 
1468  negotiations  have  been  proposed  by  the  Attorney  General's  Office,  but  the  initial 
draft  met  with  some  opposition  from  physicians.  Fort  Worth  surgeon  Robert  W.  Sloane,  Jr, 
MD,  who  chairsTMA's  Council  on  Legislation,  says  the  original  proposal  would  require 
physicians  wishing  to  negotiate  to  produce  demographic  and  financial  data  that  they 
don't  normally  have  on  hand,  and  that  would  be  difficult  and  expensive  to  produce. 

"Even  computerized  physician  offices  aren't  quite  sophisticated  enough  in  the  vast 
majority  to  kick  out  all  the  different  kinds  of  contracts  physicians  deal  with  and  how 
much  they  get  paid  for  each  thing,"  Dr  Sloane  said. 

TMA  leaders  and  lobbyists  have  met  with  Atty  Gen  John  Cornyn  and  his  staff  in  an  ef- 
fort to  get  some  relief  from  those  stringent  requirements.  Kim  Ross,TMA's  vice  president 
for  public  policy,  says  the  association  hopes  the  attorney  general  will  institute  a graduated 
system  under  which  the  complexity  of  data  physicians  would  be  required  to  provide  would 
increase,  depending  on  the  size  of  the  physician  group  wishing  to  negotiate,  the  complex- 
ity of  the  issues  to  be  discussed,  and  whether  fees  will  be  included  in  the  negotiations. 

"The  attorney  general,  who  has  been  a longtime  advocate  for  physicians  and  patients, 
is  on  the  horns  of  a dilemma  in  that  he  has  to  balance  the  statute's  requirements  that  will 
allow  physicians  this  legal  protection,  but  do  it  in  a way  that  satisfies  the  rather  ambigu- 
ous requirement  of  active  state  supervision,"  Mr  Ross  said.  “The  attorney  general  is  in  a 
novel  area  where  no  one  has  ever  been  before.  He's  the  pioneer  who  will  get  the  arrows. 
In  plowing  new  ground,  we  will  draw  attention  to  this,  and  sooner  or  later,  it  may  be  the 
courts  or  Congress  that  decides  what  a reasonable  test  of  active  supervision  is.” 
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The  econoinie  and  human  dvnamics  of'dexas  medical  lesearch. 

t '' 

By  Laurie  Stonehani  fhist  as  the  seienee  of  luedicine  is  promis- 
ing to  change  the  course  of  human  life, Texas  academic  health 
centers  are  discovering  that  biomedical  research  can  offer 
sweet  financial  rewards  for  those  daring  and  savvy  enough  to 
endure  its  rigors.  The  impact  of  these  innovations  is  felt  far  be- 
yond the  walls  of  academia  and  is  spawning  an  increasingly  im- 
portant economic  segment  for  the  state.  But  while  this  frontier 
holds  enormously  important  answers  for  mankind,  it  is  also 
rugged,  unforgiving  territory  riddled  with  very  real  dangers 
that  fewer  and  fewer  physicians  are  willing  to  enter  and  explore. 


t 

Speaking  before  the  Senate  Health  Services  Committee,  chaired 
by  Sen  Jane  Nelson  (R-Flower  Mound),  William  Neaves,  PhD, 
captured  the  essence  of  the  state’s  position  in  what  he  calls 
“the  impending  genetic  revolution.”  Dr  Neaves,  executive  vice 
president  for  academic  affairs  at  The  University  of  Texas  South- 
western Medical  Center  at  Dallas,  said  genetic  research  is  a 
“development  that  will  mark  the  beginning  of  the  21st  century 
so  dramatically  that  people  for  centuries  to  come  will  look  back 
on  it  as  a pivotal  moment  in  human  history.  The  signal  event 
of  this  revolution  — the  sequencing  of  the  human  genome  — 
will  trigger  the  ultimate  transformation  of  medicine.  Scientists 
at  Texas  institutions  are  on  the  vanguard  of  this  revolution.” 
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Leading  tlie  world 

Texas  is  indeed  recognized  throughout  the  world  for  its 
groundbreaking  basic  and  clinical  research.  The  University 
of  Texas  M.D.  Anderson  Cancer  Center  in  Houston  has 
transformed  the  understanding,  detection,  and  treatment 
of  the  world’s  deadliest  disease.  The  San  Antonio  Cancer 
Institute,  a consortium  of  the  Cancer  Therapy  & Research 
Center  and  The  University  of  Texas  Health  Science  Center 
at  San  Antonio,  participates  in  most  of  the  clinical  trials  of 
cancer  drugs  approved  by  the  US  Food  and  Drug  Adminis- 
tration (FDA).  Research  under  way  at  Texas  A&M  Univer- 
sity System  Health  Science  Center  is  looking  at  novel 
medication  delivery  methods,  including  edible  plants.  In- 
vestigations at  The  University  of  Texas-Houston  Health  Sci- 
ence Center  focus  on  unique  approaches  for  detecting, 
treating,  and  reversing  heart  disease.  The  University  of 
Texas  Health  Center  at  Tyler  tracks  a vaccine  for  tuberculo- 
sis and  other  acute  lung  disorders.  Baylor  College  of  Medi- 
cine is  an  international  leader  in  the  Human  Genome 
Project.  (See  “Research  in  Texas,”  p 39-42.) 

New  methodologies 

The  nature  of  medical  research  is  expanding  so  rapidly  that 
attitudes  and  associations  have  to  change  for  researchers  to 
stay  in  the  game.  Scientists  can  no  longer  work  in  ivory  tower 
isolation.  Basic  research  must  not  only  hold  hands  with  clini- 
cal research,  but  the  disciplines  also  must  be  married  in  an  en- 
vironment that  respects  and  nurtures  both.  So  medical 
schools  are  creating  or  reengineering  infrastructures  that  en- 
able scientists  and  clinicians  to  work  together  to  improve  the 
research  efforts  and  accelerate  the  commercialization  of  ideas 
that  have  market  (revenue-producing)  potential. 

Multidisciplinary  approaches  and  partnerships  are  being 
employed.  For  example,  Texas  Tech  University  Health  Sciences 
Center  clinicians  are  teaming  with  engineers  to  develop  a vir- 
tual computer  program  to  train  young  surgeons  and  formulate 
new  biomaterials  to  use  in  joint  replacement  surgeries. 

Alliances  with  other  academic  institutions  and  private  drug 
and  medical  device  manufacturers  from  around  the  country  are 
increasingly  common  to  support  and  propel  advancements. 

Innovation’s  payoff 

If  an  idea  appears  capable  of  bearing  commercial  fruit,  uni- 
versities can  use  systems  already  in  place  to  foster  further  de- 
velopment. Intellectual  property  committees  weigh  the 
return  on  investment  opportunities  and  define  strategies  to 
either  license  the  invention  to  an  existing  company  in  return 
for  royalties  and  licensing  fees  or  to  let  the  concept  form  the 
basis  of  an  independent  spin-off  company. 

Universities  have  created  so-called  “technology  transfer 
organizations”  to  take  research  from  the  laboratory  to  the 
marketplace.  While  such  ventures  are  expensive,  the  risks 
can  be  richly  rewarding,  generating  new  sources  of  revenue 
desperately  needed  in  light  of  medical  school  funding  for- 
mulas that  shift  with  the  continually  changing  government 
allocation  and  private  reimhursement  patterns. 


“When  you  look  at  what’s  being 
captured  through  technology 
transfers  from  our  universities, 
what’s  currently  in  the  pipeline, 
and  what’s  flowing  into  the 
state,  there  is  no  question  that 
we’re  headed  for  global 
destinations.” 

According  to  the  Texas  Healthcare  and  Bioscience  Insti- 
tute (THBI),  income  generated  from  royalties,  licensing 
agreements,  and  other  intellectual  property  transactions  at 
Texas  health-related  institutions  increased  from  $4.2  million 
in  1993  to  $12.4  million  in  1997.  $ince  then,  the  revenue 
stream  from  medical  innovations  has  become  even  more  im- 
pressive. Dennis  $tone,  MD,  vice  president  for  technology  de- 
velopment at  UT  $outhwestern,  estimates  this  revenue  will' 
reach  nearly  $10  million  this  year  at  Southwestern  alone. 

Chrysalis  BioTechnology  Inc,  is  the  first  spin-off  company  toj 
emerge  from  The  University  of  Texas  Medical  Branch  (UTMB) 
at  Galveston.  Founded  in  1995,  the  company  is  conducting 
Phase  II  clinical  trials  for  its  lead  product,  Chrysalin,  for  treat- 
ing diabetic  ulcers.  UTMB  holds  an  equity  position  in  Chrysalis 
and  will  receive  royalties  based  on  the  company’s  revenues. 

Incubators  that  focus  on  biotechnology  opportunities  are 
springing  up  around  the  state.  One  such  organization.  Fort 
Worth  MedTech  Center,  Inc,  offers  inventors  comprehensive! 
business  support.  “We  provide  proactive  business  assistance  | 
through  mentoring  organizations  that  help  launch  the  ven-i 
ture  with  such  things  as  a business  plan,  accounting,  legal 
guidance,  insurance  coverage,  etc,”  said  Warren  H.  Webb,j 
the  facility’s  president.  j 

Private  organizations  around  the  state,  such  as  The  Dallas  I 
Plan,  also  recruit  and  foster  the  growth  of  biotech  companiesj 
that  can  create  new  regional  economic  structures  that  pro-j 

mote  and  support  biotechnology  in  their  regions.  ! 

1 

The  broader  economic  pers|)ective  i 

Biotechnology  offers  huge  potential  for  the  state.  THBI  Pres-i 
idem  Tom  Kowalski  summarized  what’s  on  the  horizon  for: 
Texas.  “When  you  look  at  what’s  being  captured  through, 
technology  transfers  from  our  universities,  what’s  currently, 
in  the  pipeline,  and  what’s  flowing  into  the  state,  there  is  no 
question  that  we’re  headed  for  global  destinations.” 

5enator  Nelson  echoed  that  sentiment.  “Texas  has  one  of: 
the  world’s  largest  economies,  a friendly  business  climate,] 
wonderful  universities,  a huge  pool  of  medical  talent,  and! 
perhaps  an  even  larger  pool  of  technology  wizards.  We  can] 
and  should  be  a worldwide  player  in  this  industry.” 
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'Plu'  liuinan  price 

While  the  science  of  medicine  is  blazing  new  trails  that 
promise  giant  leaps  for  mankind,  what’s  lacking  is  not  tech- 
nology, it’s  manpower.  Choosing  research  as  a career  path  is 
falling  out  of  favor  among  medical  students.  The  financial  re- 
alities of  medicine  make  academia  a less  attractive  option. 

Robert  Gracy,  PhD,  dean  for  research  and  biotechnology 
at  the  University  of  North  Texas  Health  Science  Center  at 
Fort  Worth,  notes  that  the  pressures  on  these  physicians  are 
so  great,  they  can’t  be  as  versatile  or  as  effective  as  they  once 
were.  Twenty  years  ago,  he  says,  a physician  could  become 
“a  ‘triple  threat,’  someone  who  had  an  outstanding  research 
lab,  a clinical  practice,  and  teaching  position.  The  practice  of 
medicine  has  become  so  complex  and  each  of  those  areas  has 
become  so  demanding  that  it’s  impossible  for  any  one  person 
to  excel  in  all  these  areas  anymore.” 

But  research  is  too  vital  to  be  allowed  to  dangle  in  stag- 
nation or  fall  by  the  wayside.  “Part  of  our  challenge  is  to  re- 
cruit promising  physicians  onto  the  pathway  and  provide 


mechanisms  for  the  best  and  brightest  to  become  clinical  sci- 
entists,” said  Jim  Patrick,  PhD,  vice  president  and  dean  for 
research  at  Baylor  College  of  Medicine.  (See  “Careers  of  Dis- 
covery,” p 43.) 

The  horizon 

In  his  convocation  speech  earlier  this  year,  John  P.  Howe  III, 
MD,  president  of  UT  Health  Science  Center  at  San  Antonio 
and  former  TMA  president,  quoted  one  of  medicine’s  boldest 
frontiersmen.  Dr  Albert  Schweitzer,  who  said,  “The  final  de- 
cision as  to  what  the  future  of  a society  shall  be  depends  not 
on  how  near  its  organization  is  to  perfection,  but  on  the  de- 
grees of  worthiness  in  its  individual  members.” 

Dr  Howe  concluded,  “This  is  what  the  research  mission  in 
this  decade,  for  our  health  science  center,  is  all  about.” 

Those  remarks  ring  true  for  every  medical  school  in  the 
state.  ★ 


Laurie  Stoneham  is  a freelance  writer  in  Austin. 


Research  in  Texas 

Here  is  an  overview  of  major  research 
currently  being  conducted  around  the  state. 


Baylor  College  of  Medicine 

Baylor  is  one  of  three  US  sites  chosen  by  the  National  Hu- 
man Genome  Research  Institute  to  complete  the  map  of  the 
human  genome,  the  blueprint  of  human  life,  which  consists 
of  3 billion  base  pairs  and  100,000  genes  on  the  body’s  46 
chromosomes.  The  Baylor  Human  Genome  Sequencing 
Center  received  an  $80  million,  5-year  federal  grant  in 
1999  for  the  final  phase  of  this  project  and  is  focused  on  de- 
termining the  sequence  of  chromosomes  3,  12,  and  X. 

The  International  Center  for  Cell  and  Gene  Therapy, 
Methodist  Hospital,  and  Texas  Children’s  Hospital  com- 
bine basic  science  and  clinical  research  with  comprehen- 
sive pediatric  and  adult  cell-and-gene-therapy  transplant 
units.  The  mission  is  to  develop  treatments  for  genetic  dis- 
eases and  other  illnesses  in  children  and  adults,  using 
therapies  with  specially  designed  cells  or  genes. 

The  National  Space  Biomedical  Research  Institute  is  a 
consortium  of  27  institutions  led  by  Baylor  in  cooperation 
with  the  National  Aeronautics  and  Space  Administration  to 
ensure  safe  and  productive  human  exploration  and  devel- 
opment of  space  beyond  Earth  orbit.  Current  projects  are 
looking  into  bone  loss,  cardiovascular  alterations,  human 
performance,  immunology,  muscle  atrophy,  neurovestibular 


adaptation,  radiation  effects,  and  technology  development. 

The  Breast  Center  brings  together  comprehensive  clinical 
facilities  and  clinical  trials  to  improve  diagnosis,  treatment, 
and  prevention  of  breast  disease.  Within  the  center’s  research 
division  is  the  largest  collection  of  tumors  — more  than 
100,000  — to  help  researchers  develop  new  treatments. 

Texas  Children’s  Cancer  Center  at  Baylor  and  Texas 
Children’s  Hospital  are  world-renowned  for  their  work  in 
pediatric  cancer  and  hematology  disorders,  offering  inno- 
vative therapies  for  all  forms  of  childhood  cancer  and 
blood  disorders. 

Baylor  also  has  more  than  70  other  centers  dedicated  to 
research  and  patient  care,  including  the  Children’s  Nutri- 
tion Research  Center,  The  DeBakey  Heart  Center,  a Child 
Health  Research  Center,  the  Huffington  Center  on  Aging,  a 
Center  for  AIDS  Research,  and  federally  funded  research 
units  that  collectively  form  an  influenza  research  center. 

The  private  institution  also  has  two  National  Heart, 
Lung,  and  Blood  Institute  Special  Centers  of  Research  — 
one  on  arteriosclerosis  and  one  on  heart  failure  — the 
Matsunaga-Conte  Prostate  Cancer  Research  Center,  a 
General  Clinical  Research  Center,  and  a clinical  center  for 
the  national  Women’s  Health  Initiative. 
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Texas  A&M  University  System 
Health  Science  Center 

The  College  of  Medicine’s  Cardiovascular  Research  Insti- 
tute is  studying  the  behavior  of  blood  vessels  at  the  mi- 
croscopic level  to  understand  the  causes  of  cardiovascular 
disease,  what  happens  after  damage  has  occurred,  and 
what  factors  stimulate  blood  vessels  to  open  and  stay 
open.  The  institute  also  is  working  on  factors  that  stimu- 
late the  creation  of  collateral  blood  vessels. 

The  medical  school  is  studjdng  fetal  alcohol  syndrome, 
as  well  as  examining  the  effect  alcohol  and  tobacco  have 
on  fetuses  at  the  anatomical  level. 

The  Institute  of  Biosciences  and  Technology  (IBT)  is  re- 
searching if  and  how  edible  foods  can  be  a vehicle  for  de- 
livering vaccines.  Also  under  way  at  IBT  are  projects 
studying  how  to  attack  bacteria  that  cause  infections,  the 
development  of  a vaccine  for  Lyme  disease,  and  a treat- 
ment for  mastitis  in  cattle. 

The  Ocular  Pharmacy  Department  is  evaluating  the  ef- 
fectiveness of  eye  drops  in  delivering  medication,  using 
clinical  trials  that  involve  administering  insulin  through 
eye  drops. 

The  Center  for  Genome  Research  is  looking  at  the 
structure  of  DNA  to  learn  how  to  predict  and  treat  disease 
states  earlier  and  more  effectively. 

The  School  of  Rural  Public  Health  has  a comprehensive 
study  looking  at  the  causes  of  breast  cancer  among  vari- 
ous population  groups. 

Texas  Tech  University 
Health  Sciences  Center 

Research  in  the  Department  of  Neuropsychiatry  involves 
enhancing  neurobiologic  understanding  and  treatment  of 
Alzheimer’s  disease  by  targeting  risk  factor  genes  on  chro- 
mosomes 3 and  19.  Other  efforts  in  this  area  involve  clin- 
ical trials  of  new  drugs  and  developing  neurophysiologic 
tests  for  early  diagnosis.  Texas  Tech  is  the  lead  institution 
in  the  Texas  Consortium  of  Alzheimer’s  Disease,  which 
also  includes  Baylor,  UT  Southwestern,  and  the  University 
of  North  Texas. 

Researchers  at  the  School  of  Medicine  in  Amarillo  are 
attempting  to  improve  the  efficiency  of  bone  marrow  stem 
cell  engraftment  and  immunotherapy  by  pretreatment 
with  a derivatized  plasma  protein.  Researchers  also  will 
investigate  the  trafficking  of  cytotoxic  lymphoc>tes  and 
manipulate  this  pattern  to  increase  the  efficacy  of  cancer 
immunotherapy,  and  examine  the  use  of  adoptive  im- 
munotherapy using  cytotoxic  T-lymphocyte  infusions  for 
treating  patients  with  responsive  metastatic  breast  cancer 
or  inflammatory  breast  cancer. 

The  Department  of  Microbiology  and  Immunology  and 
the  Department  of  Surgery  are  studying  how  to  control 
the  onslaught  of  the  bacterium  P aeruginosa  following 
bums.  Mutant  bacteria  may  inhibit  systemic  infection. 


and  by  intermpting  communication,  known  as  quorum 
sensing,  researchers  hope  the  bacteria  will  spread  much 
more  slowly. 

The  Department  of  Anesthesiology’s  Pain  Clinic  is  in- 
ternationally renowned  for  its  innovative  chronic  pain 
treatment  procedures.  Research  includes  using  elec- 
trodes or  radio  frequencies  to  treat  pancreatitis,  pelvic, 
rectal,  or  facial  pain;  applying  extreme  heat  through  a 
catheter  to  treat  bulging  or  herniated  discs;  and  using  or- 
thopedic “cement”  to  stabilize  compression  vertebrae 
fractures  in  osteoporosis. 

The  School  of  Pharmac}'^  in  Amarillo  is  researching  the 
delivery  of  drugs  to  discover  new  ways  to  treat  neurolog- 
ical conditions  and  brain  cancers.  Other  efforts  include 
studying  new  delivery  pathways,  liver  metabolism  of 
drugs,  and  absorption  methods. 

The  Texas  Tech  Medical  Center’s  Department  of  Cell  Bi- 
ology and  Biochemistry  and  the  Department  of  Obstetrics 
and  Gynecology  are  collaborating  for  projects  in  repro- 
ductive medicine  as  diverse  as  studies  of  the  “maternal  im- 
mune response  to  pregnancy”  and  the  “effect  of  stress  on 
ovulation.” 

Researchers  in  the  Department  of  Microbiology  and  Im- 
munology have  found  that  at  least  two  fungi  — Stachy- 
botrys  and  Penicillium  — can  cause  sick  building 
syndrome. 

University  of  North  Texas 
Health  Science  Center  at  Fort  Worth 
The  school  has  established  several  “Institutes  for  Discov- 
ery,” including  the  Geriatric  Education  and  Research  Insti- 
tute, the  Cancer  Research  Institute,  the  Cardiovascular 
Research  Institute,  the  North  Texas  Eye  Research  Institute, 
the  Substance  Abuse  Institute  of  North  Texas,  and  the 
Physical  Medicine  Institute. 

A research  partnership  with  universities  in  Thailand 
will  focus  on  assessing  plant-derived  antioxidants  to  pre- 
vent Alzheimer’s  disease. 

The  health  science  center  has  ongoing  projects  study- 
ing tuberculosis.  Other  research  involves; 

• Developing  three  new  devices  to  significantly  benefit 
heart  attack  and  failure  patients, 

• Studying  the  immune  system’s  response  to  bacteria  to 
find  a pneumonia  vaccine, 

• Looking  at  antimetastatic  therapy  to  prevent  cancer 
growth  and  a DNA-based  melanoma  vaccine, 

• Creating  a laboratory  model  that  mimics  the  develop- 
ment of  cataracts  in  diabetic  patients, 

• Examining  the  brain’s  involvement  in  the  cardiovascu- 
lar response  to  exercise,  and 

• Validating  the  effectiveness  of  osteopathic  medical  pro- 
cedures by  focusing  on  how  spinal  manipulation  can 
speed  nerve  traffic  through  the  spine’s  nerve  roots. 
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'Pile  University  of  'lVxas- 
Houston  Health  Sei(Miee  (Viiter 
Novel  research  is  looking  for  methods  to  prevent,  detect, 
and  reverse  heart  disease.  One  unique  program  uses 
positron  emission  tomography  (PET)  to  detect  heart  dis- 
ease and  a customized  medical  regimen  to  cure  it. 

Another  focus  of  cardiovascular  research  focuses  on  devel- 
oping noninvasive  therapies  to  treat  heart  disease.  Included  in 
these  efforts  is  work  with  neurologists  to  use  angioplasty  and 
stents  to  treat  patients  with  blocked  arteries  to  their  brains. 

Stroke  treatment  and  prevention  efforts  include  a re- 
cent study  showing  that  a timely  dose  of  alcohol  and  caf- 
feine, similar  to  a traditional  Irish  coffee,  may  work  as 
well  as  some  drugs  now  used  in  emergency  departments 
to  limit  stroke  damage. 

Risk  factors  for  hypertension  and  management  of  the 
disease  “across  the  life  span”  are  being  studied  with  proj- 
ects involving  adolescents,  adults,  and  elderly  persons 
with  cardiac  disease. 

Early  childhood  development  is  being  studied  by  looking 
at  the  biochemical,  pharmacological,  and  developmental 
aspects  of  neuro transmitters  in  the  central  nervous  system. 

Other  pediatric  programs  involve  studying  brain  in- 
juries, including  traumatic  brain  injury,  spina  bifida,  and 
cerebral  palsy  in  children. 

What  social  factors  impact  health?  Research  is  looking 
at  how  status,  income,  and  education  influence  an  indi- 
vidual’s health.  (See  “Why  People  Get  Sick,”  September 
1999  Texas  Medicine,  pp  53-56.) 

Also  being  evaluated  are  the  effects  workplace  issues 
such  as  job  stress,  security,  and  ergonomics  have  on  health. 

The  University  ofTexas 
Health  Science  Center  at  San  Antonio 
Thermal  ablation  of  liver  tumors  is  a procedure  that  goes 
directly  to  the  tumor  site  and  ablates  it.  Pioneering  re- 
search in  this  area  is  being  conducted  to  learn  more  about 
how  this  technique  works. 

Projects  involving  growing  teeth  in  mice  are  gaining  in- 
ternational attention  and  leading  toward  a time  when  hu- 
man teeth  can  be  grown. 

Why  do  some  individuals  stutter  and  what  areas  of  the 
brain  are  involved?  These  questions  are  being  studied 
with  the  help  of  a multimillion-dollar  PET  unit. 

Some  children  are  born  with  rib(s)  missing,  a poten- 
tially fatal  defect.  A rib  made  of  titanium  that  can  be  sur- 
gically implanted  and  expanded  as  the  child  grows  was 
invented  and  is  being  studied. 

The  Research  Imaging  Center  is  the  home  of  an  inter- 
national brain  mapping  database  and  conducts  studies  on 
a number  of  subjects,  including  depression,  thirst, 
epilepsy,  and  music  therapy. 

The  Institute  of  Biotechnology  is  studjdng  tumor-suppres- 
sor genes,  including  the  retinoblastoma  gene  and  p53  gene. 


Diabetes  is  a major  focus  of  research  and  includes  clin- 
ical trials  of  new  drugs,  genetics  studies,  and  health  pro- 
motion and  disease  prevention  initiatives. 

The  Department  of  Surgery  researches  minimally  invasive 
surgeries  of  all  kinds.  Recently,  a laparoscopic  kidney  opera- 
tion was  performed  at  University  Hospital.  New  techniques 
in  neurosurgery  and  other  areas  also  are  being  studied. 

As  a member  of  the  Human  Genome  Project,  the  health 
science  center  serves  as  the  worldwide  repository  for  ge- 
netic information  on  chromosome  3.  Other  genetics  stud- 
ies include  a major  group  looking  at  chromosome  18 
deletion  and  other  related  syndromes. 

Cardiac  research  focuses  on  new  types  of  interventions 
such  as  gene  therapy  and  modified  rotablation  techniques, 
while  orthopedics  researchers  are  examining  biomaterials 
and  prosthetic  devices  for  bone. 

The  University  ofTexas 
]\1  .D.x4nderson  Cancer  Center 

Ongoing  research  focuses  on  pinpointing  specific  genes  as- 
sociated with  different  types  of  cancer. 

Treatment  research  emphasizes  finding  individualized 
therapies  for  breast,  cervical,  prostate,  and  testicular  can- 
cers, acute  leukemia,  brain  tumors,  and  other  diseases. 
Achievements  recorded  in  1999  include: 

• Identification  of  the  NOEY2  gene  linked  to  both  ovar- 
ian and  breast  cancer.  Another  gene  connected  specifi- 
cally with  ovarian  cancer  also  was  uncovered. 

• A protein  made  by  the  newly  discovered  STK15  gene 
was  found.  It  plays  a key  role  in  the  split  of  chromo- 
somes, and  the  work  could  lead  to  correcting  abnormal 
cell  division  that  occurs  early  in  the  cancer  process. 

• Targretin,  a retinoid  component,  was  discovered  to 
cause  hypoth5Toidism. 

• Laboratory  research  demonstrated  that  an  intranasal 
gene  therapy  could  halt  the  growth  of  bone  cancer  cells 
in  the  lungs  of  mice. 

• A synthetic  p53  gene  injected  directly  into  the  tumor 
showed  promising  results  for  treating  locally  advanced 
prostate  cancers. 

• Doxorubicin-based  chemotherapy  before  surgery  was 
valuable  for  women  with  locally  advanced  breast  cancer. 

• A landmark  study  showed  that  women  with  locally  ad- 
vanced cervical  cancer  live  longer  when  treated  simul- 
taneously with  radiation  therapy  and  chemotherapy. 

• A three-drug  combination  reduces  unnecessary  surgery 
and  lowers  relapses  in  men  with  a rare  form  of  testicu- 
lar cancer. 

• Data,  which  were  responsible  for  Food  and  Drug  Ad- 
ministration approval  of  the  drug  temozolomide  for  pa- 
tients with  a usually  fatal  brain  tumor,  were  published. 

• Preliminary  data  show  a new  form  of  the  drug  Atragen 
can  manage  acute  promyelocytic  leukemia. 
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The  University  ofTexas 
Medical  Branch  at  Galveston 

The  Claude  D.  Pepper  Older  American  Independence  Cen- 
ter is  one  of  only  10  such  centers  in  the  United  States  and 
the  only  one  in  the  Southwest  to  study  the  underlying  bi- 
ology of  age-related  disability  and  also  develop  and  test  in- 
terventions to  prevent  loss  of  independence  in  the  elderly. 

A number  of  AIDS-related  projects  are  being  con- 
ducted. Drugs  and  drug  combinations  are  tested  in  the 
AIDS  Clinical  Trials  Unit.  The  Pediatric  Spectrum  of  Dis- 
ease Project  is  looking  at  how  HIV  and  AIDS  treatments  af- 
fect children.  Also  under  way  are  worldwide  Phase  III 
clinical  trials  of  AIDSvax,  a promising  AIDS  vaccine. 

The  Asthma  and  Allergic  Diseases  Research  Center  is  de- 
voted to  understanding  how  and  why  asthma  attacks  occur 
and  what  elements  affect  the  severity  of  those  attacks. 

The  university  also  is  leading  the  world  in  studying 
emerging  and  tropical  diseases.  The  World  Health  Organi- 
zation Collaborating  Center  is  looking  at  St  Louis  en- 
cephalitis, dengue  fever.  Hantavirus,  Venezuelan  equine 
encephalitis,  and  Rocky  Mountain  spotted  fever.  Re- 
searchers are  studying  the  mechanisms  of  how  the  hepatitis 
C virus  infects  cells,  and  they  are  trying  to  devise  a system 
to  grow  the  virus  in  the  laboratory.  Scientists  are  trying  to 
discover  ways  of  disrupting  the  passage  of  malaria  from 
mosquitoes  to  humans,  while  setting  the  stage  for  produc- 
ing a genetically  engineered  malaria-resistant  mosquito. 

In  the  field  of  neuroscience,  recent  efforts  have  resulted 
in  the  discovery  of  an  entirely  new  nerve  pathway  in  the 
spinal  cord  believed  to  be  the  way  internal  organ  pain 
messages  are  transmitted  to  the  brain.  Other  projects  in- 
volve studying  what  happens  to  the  spinal  cord  after  in- 
jury and  developing  chemical  compounds  to  encourage 
regeneration  of  damaged  nerves. 

The  University^  ofTexas 
Southwestern  Medical  Center 

Investigations  into  cancer,  neuroscience,  heart  disease  and 
stroke,  arthritis,  diabetes,  and  a number  of  other  diseases 
are  at  the  heart  of  research  efforts  here. 

UT  Southwestern  recently  won  a major  new  award 
from  the  Donald  W.  Reynolds  Foundation  to  find  new  ways 
to  prevent  cardiovascular  disease.  (See  “UT  Southwestern 
Launches  Heart  Disease  Prevention  Project,  pp  26-27.) 

Scientists  in  the  Psychiatry  Department  have  received  a 
National  Institutes  of  Health  (NIH)  grant  to  conduct  clin- 
ical research  on  treatment-resistant  depression,  the  largest 
peer-reviewed  award  in  UT  Southwestern’s  history. 

Here  is  a capsule  of  recent  developments: 


Scientists  have  developed  the  first  animal  model  for 
colorectal  cancer  that  will  facilitate  the  study  of  the 
molecular  mechanisms  of  the  disease  and  provide  a 
model  system  for  testing  chemoprevention  agents  and 
new  drugs. 

The  location  of  a gene  that  causes  age-related  macular 
degeneration  (AMD)  was  discovered  using  genetically 
altered  mice  to  help  explain  two  types  of  human  blind- 
ness: AMD  and  Stargardt’s  disease. 

Clinical  trials  of  a new  drug.  Infliximab,  show  promis- 
ing results  for  significantly  decreasing  the  signs  and 
symptoms  of  rheumatoid  arthritis. 

Discovery  of  a marker  that  allows  tracking  of  th3mius 
function  also  shows  how  the  adult  immune  system 
might  repair  itself  after  being  damaged  by  HIV. 

It  was  shown  that  human  cells  grown  in  the  laboratory 
and  immortalized  by  the  introduction  of  the  enzyme 
telomerase  are  not  transformed  into  cancer  cells,  perhaps 
clearing  the  way  for  safe,  future  medical  applications. 
Scientists  have  a better  understanding  of  the  protective 
role  that  estrogen  plays  in  cardiovascular  disease.  Recent 
studies  demonstrated  that  estrogen  improves  blood  ves- 
sel function  and  provides  the  protection  premenopausal 
women  have  against  coronary  artery  disease. 

A gene  believed  responsible  for  the  most  common  ge- 
netic cause  of  heart  and  facial  birth  defects  has  been 
isolated.  Children  with  chromosome  22-deletion  syn- 
drome, also  known  as  DiGeorge’s  syndrome,  can  suffer 
cardiac  defects,  abnormal  facial  features,  immune  defi- 
ciencies, cleft  palate,  and  low  blood  calcium. 

A routine  test  already  in  use  to  diagnose  prostate  cancer 
and  enlarged  prostate,  the  prostate-specific  antigen 
level  test,  also  could  predict  the  likelihood  of  a patient 
requiring  surgery  or  developing  acute  urinary  retention. 
A method  has  been  developed  to  isolate  purified  cancer 
cells  — an  advance  that  will  help  unravel  the  myster- 
ies of  tumor  biology  and  cancer  development. 

Using  an  infrared,  nighttime  video  camera  to  study  ge- 
netically engineered  mice  lacking  a molecule  known  to 
affect  appetite,  researchers  unexpectedly  discovered 
they  had  created  a rodent  with  narcolepsy. 

The  recent  discovery  of  four  genes  that  can  halt  lupus 
could  lead  to  the  development  of  preventive  drugs. 


• Defining  the  PPP2R1B  gene  in  human  lung  and  colon 
cancer  may  lead  to  methods  to  accurately  predict  who 
has  a high  risk  of  developing  these  malignancies  and 
find  effective  therapies  for  those  already  afflicted. 
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Careers 
of  discovery 

I Jason  Idell  entered  The  University  of  Texas  at  Austin  think- 
ing he  wanted  to  follow  in  his  grandfather’s  footsteps  and  be- 
icome  a lawyer.  Then  something  shifted.  “The  more  I thought 
about  spending  my  life  in  a court,  the  more  appealing  a lab- 
loratory  sounded,”  the  second-year  junior  said. 

I The  young  man  has  been  influenced  by  more  than  a fasci- 
nation with  biotechnology  feats,  though.  He  says  his  father’s 
'Work  also  hooked  him.  Steven  Idell,  MD,  PhD,  professor  of 
medicine  and  director  for  clinical  research  at  The  University 
|of  Texas  Health  Center  at  Tyler,  is  one  of  the  nation’s  leading 
Ispecialists  seeking  treatments  for  acute  lung  disease,  includ- 
ing adult  respiratory  distress  syndrome  and  lung  scarring. 

Dr  Idell  believes  young  people  are  excited  by  the  high- 
tech  nature  of  today’s  molecular  research.  Gene  cloning  and 
expression  have  dramatically  accelerated  the  pace  and  po- 
tential of  research,  he  notes. 

His  son  agrees  that  magic  has  ignited  his  interest.  “The 
value  of  preserving  a life  is  immeasurable,  and  research 
j opens  the  door  to  potentially  saving  thousands  of  lives  in  the 
long  run.  I believe  that  the  Human  Genome  Project  is  laying 
the  foundation  for  numerous  new  areas  of  study,  and  I would 
like  to  take  part  in  harnessing  the  flood  of  new  information.” 

! But  not  all  young  physicians  have  such  inspiring  role 
{models  or  are  as  caught  up  in  the  romance  of  new  discovery. 

ItHo  economics  of  discovery 

iJanak  Patel,  MD,  professor  of  pediatrics  and  a highly  suc- 
cessful infectious  disease  investigator  at  The  University  of 
Texas  Medical  Branch  at  Galveston,  has  been  living  with  the 
realities  and  rigors  of  research  for  more  than  a decade.  He 
[chose  his  career  path,  almost  haphazardly,  during  his  clinical 
fellowship  at  Children’s  Hospital  in  Buffalo,  NY. 

He  says  he’d  always  considered  research  too  risky  because 
“institutions  don’t  have  the  space,  equipment,  and  funds  to 
hire  young  physicians  for  research.”  A new  National  Insti- 
tutes of  Health  (NIH)  program  provided  Dr  Patel  mentored 
‘guidance  and  protected  intramural  funding.  This  provided 
Lthe  springboard  for  his  research  career. 

' Dr  Patel  admits  that  while  the  “scientific  discovery  is  an 
i:  aphrodisiac,”  getting  funding  for  that  research  “puts  you  into 
high  heaven.”  But  those  highs  don’t  last,  he  says.  There  is  the 
constant  struggle  for  funding,  then  the  fight  to  obtain  space 
land  people  and  oversee  “things  nonscientific,”  as  well  as 
.maintain  a balance  with  the  necessary  clinical  practice  of 
i medicine.  The  pressures  are  enormous,  he  admits. 

[The  pressures  of  discovery 

'Jay  Noren,  MD,  MPH,  president  and  vice  chancellor  for 


health  affairs  of  the  Texas  A&M  University  System  Health 
Science  Center,  added,  “The  problem  is  one  of  balance.  How 
do  you  balance  a physician’s  research  contributions  with  the 
necessity  for  clinical  revenue?  Today,  medical  school  faculty 
must  devote  an  increasing  amount  of  time  to  clinical  practice 
because  of  the  need  to  generate  revenue.” 

This  sort  of  pressure  dissuades  young  physicians  from 
stepping  onto  the  research  path,  believes  Bob  Alpern,  MD, 
dean  of  the  UT  Southwestern  Medical  School,  who  thinks 
there  are  three  reasons  the  nation  has  a dwindling  supply  of 
clinical  investigators. 

First  is  the  fear  of  losing  grants.  While  the  total  pool  of 
NIH  funding  has  increased  in  recent  years,  the  number  of 
grants  being  funded  in  many  institutes  this  year  is  decreas- 
ing. Academic  doctors  are  continually  scrambling  to  find 
sources  to  pay  for  their  research  and  even  their  salaries. 
“When  students  learn  that  their  successful  attending  is  wor- 
ried about  how  his  or  her  salary  will  be  paid,  a career  as  a 
physician  scientist  does  not  seem  attractive,”  he  said. 

The  second  issue  also  boils  down  to  money.  “Doing  re- 
search is  incredibly  rewarding,  but  if  you  have  $100,000  in 
medical  school  loans  to  pay  off,  you  don’t  have  the  luxury  to 
make  that  choice,”  Dr  Alpern  said. 

Finally,  Dr  Alpern  says  today’s  clinical  investigators  are  so 
busy  that  they  have  limited  time  to  spend  with  students.  Stu- 
dents have  minimal  contact  with  physician  scientists  and 
thus  are  missing  the  key  role  model  who  could  guide  them  to 
this  career  path. 

The  frontiers  of  discovery 

To  battle  these  forces,  UT  Southwestern  and  other  Texas 
medical  schools  are  creating  special  programs  to  entice  resi- 
dents to  consider  a research  path,  then  supporting  them  to 
ensure  that  they  receive  the  proper  training.  MD/PhD  pro- 
grams are  becoming  more  common. 

Even  NIH  has  recognized  that  medicine  is  facing  a crisis 
of  a falling  number  of  clinical  investigators.  Morey  Hay- 
mond,  MD,  professor  of  pediatrics  at  Baylor  College  of  Med- 
icine, says  the  school  responded  to  the  dilemma  by  creating 
new  funding  mechanisms  to  support  the  development  of 
curricula  at  medical  schools  to  train  clinicians  in  “patient- 
oriented  research.” 

Baylor  is  one  of  the  Texas  institutions  recently  awarded 
the  NIH  “K30”  grant  money,  which  will  bring  in  $200,000 
per  year  for  5 years  and  can  be  renewed  once  after  that.  Dr 
Haymond  says  Baylor’s  Clinical  Scientist  Training  Program  is 
a multidisciplinary  track  modeled  after  successful  programs 
at  Duke  University  and  Johns  Hopkins.  “The  goal  of  this  pro- 
gram,” Dr  Haymond  explained,  “is  very  ‘business-oriented’ 
and  designed  to  prepare  these  young  people  to  be  competi- 
tive for  NIH  independent  investigator  grants.” 

David  Smith,  MD,  president  of  Texas  Tech  Health  Sciences 
Center,  believes  these  programs  are  pivotal.  “We  have  to  sup- 
port the  mentors  so  others  will  follow.  If  these  physicians 
aren’t  available,  we  won’t  be  able  to  engender  the  spirit  of  ex- 
citement and  respect  for  the  pursuit  of  new  knowledge.” 
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RESIDENT  ALERT! 


The  next  meeting  for  Resident  and  Fellow  members  will  be: 

Saturday,  May  27 
9 am  - Noon 
Mam’ott  RIvercenter 
Conference  Rooms  17  & 18 
San  Antonio 


Program  Includes: 

• “Your  Goals  Don’t  Walt  - Why  Should  You? 

Investing  in  Mutual  Funds 

Aden  Oransky,  Product  Manager; TIAA-CREF 

• Resident  & Fellow  Section  Business  Meeting 
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To  register  for  this  meeting,  complete  the  registration  form  below  and  fax  it  to 
(5  1 2)  370- 1 635  or  mail  it  to  RFS  Coordinator  TMA,  40 1 W.  1 5th  St,  Austin, TX 
7870 1 . If  you  have  questions  or  need  more  information  about  the  section  or 
meeting,  please  contact  Leslie  Tate  at  leslie_t@texmed.org,  (5 1 2)  370- 1 433  or 
(800)  880- 1 300,  ext.  1433. 
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Texas  Medical  Association  Insurance  Trust  proudly  introduces... 
Critical  Illness  Insurance  offered  by  Canada  Life. 


LIVINGADVANTAGE 

Protecting  Your  Lifestyle  During  Critical  Illness 

Canada  Life's  new 
critical  illness  insur- 
ance policies.  Lump 
sum  benefit  paid 
upon  diagnosis  of  any 
of  one  of  twelve  con- 
ditions. Thirty  day  sur- 
vival period  required 
in  most  states. 


Financial 

Protection 


Against  Life's  Uncertainties 

"Living  Advantage"  is  a health  insurance  policy  that  helps  provide  financial  protection 
in  the  event  you  suffer  any  one  of  twelve  critical  illnesses.  Living  Advantage  is  the 
perfect  choice  for  single  people,  couples  without  children,  executives:  self-employed; 
and  business  owners.  In  addition,  it  is  a perfect  choice  for  people  with  families, 
mortgages  and  high  expenses. 

Policy  Highlights 

• Pays  a lump  sum  benefit  to  the  insured 

• Covers  twelve  life-altering  critical  illnesses: 

• Heart  Attack  • Alzheimer's  • Stroke  • Multiple  Sclerosis  • Deafness 

• Life  Threatening  Cancer  • Renal  Failure  • Coronary  Artery  Bypass  Surgery 

• Paralysis  • Coronary  Angioplasty  • Blindness  • Major  Organ  Transplant 

• Offers  two  plans  of  coverage 

- Guaranteed  Renewable  for  Life 

- Level  Premium  for  10  Years  & Yearly  Renewable  to  Age  75  with  Convertibility 

• Minimum  Benefit  of  $25,000  in  both  plans 

• Maximum  Benefit  of  $2,000,000  in  both  plans 

• Issue  Ages  are  20  to  64  for  both  plans 

• Tobacco  & Non-Tobacco  Rates 

• No  waiting  period  at  issue  for  commencement  of  coverage 

• Death  Benefit  equal  to  the  lesser  of  premium  paid  or  the  Benefit  Amount  in  force 


For  more  infonnation,  please  contact  Texas  Medical  Association 

Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 

(800)  880-8181,  Dept.  2205 

and  come  join  us  at  our 
Annual  Meeting  at  the  Maniott  River  Caster, 

101  Bowie  Street,  San  Antonio,  TX  78208 


U.S.  Division 

CANADA  LIFE 

Our  Strength  Secures  Your  Future"" 


The  Canada  Life  Assurance  Company, 
U.S.  Home  Office,  6201  Powers  Ferry  Rd. 
Atlanta,  GA  30339  • (800)  333-2542 


Please  Note:  THIS  IS  A SPECIFIED  DISEASES  ONLY  POLICY.  This  policy  is  not  intended  to  be  a 
medical  expense  reimbursement  plan  or  life  insurance.  This  is  a Critical  Illness  insurance  policy  and  is 
non-participating.  The  policy  has  limitations  and  conditions  which  insureds  must  be  knowledgeable  of 
prior  to  signing  an  application.  Applicants  for  Critical  Illness  insurance  must  have  comprehensive 
medical  insurance  in  force.  Please  refer  to  the  Living  Advantage  Product  Guide  for  the  details  and  par- 
ticulars "Living  Advantage"  is  offered  by  The  Canada  Life  Assurance  Company,  6201  Powers 
Ferry  Road,  N.W.,  Atlanta,  GA  30339,  (800)  333-2542. 
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The  science  of  success 

Research  means  revenues  for  Texas 


Oave  Albers 


J his  is  no  educated  guess.  It’s  a 
sure  thing.  Like  cattle,  agricul- 
ture, and  oil  before  it,  health  care 
research  is  taking  Texas’  econ- 
omy by  storm. 

The  state’s  development  of 
pharmaceuticals,  medical  de- 
vices, and  laboratory  and  research  services 
has  created  new  products,  companies,  and 
jobs.  With  a foundation  built  by  Texas’  ac- 
ademic health  science  centers  and  nur- 
tured by  business  and  government  leaders, 
the  state,  through  research,  not  only  has 
the  potential  to  add  to  the  economic  pros- 
perity of  Texans  but  also  to  save  the  lives 
of  people  all  over  the  world.  >■  > 


By  Johanna  Franke,  Associate  editor 
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'state  the  question 

what  does  health  care  research  mean 
'to  Texas?  The  Texas  Healthcare  and 
Bioscience  Institute  (THBl),  a nonprofit 
self-described  “quasi-think  tank”  that 
tracks  trends  for  policymakers,  has 
pinned  down  the  scientific  method  to 
this  research  madness. 

“We  are  right  at  the  cusp  of  really 
beginning  to  see  some  dynamic 
progress  here  in  the  state,”  said  THBl 
President  Tom  Kowalski.  “What  we  are 
dealing  with  is  an  emerging  industry 
cluster  that  has  an  impact  on  people’s 
lives  through  cutting-edge  research 
that’s  turning  into  ideas  that  are  turn- 
ing into  commercialization  that  is  turn- 
ing into  products.” 

One  of  THBI’s  reports,  completed  in 
1997  by  the  Texas  A&M  Center  for 
Business  and  Economic  Analysis,  esti- 
, mates  that  Texas’  health  care  technol- 

^ogy  industry  encompasses: 

1 

i 

j*  About  500  companies  with  $6.5  bil- 
i lion  in  annual  sales; 
i»  Nearly  49,000  private  sector  jobs 
I with  an  average  annual  salary  of 
! $40,000; 

' • Average  company  research  and  de- 
velopment expenditures  of  $3.1  mil- 
lion a year;  and 

• At  least  396  new  products  in  devel- 
opment. 

The  state’s  health  care  technology 
industry  has  four  major  regional  con- 
centrations: Austin,  Dallas-Fort  Worth, 
Houston,  and  San  Antonio.  While  the 
Austin  and  San  Antonio  regions  have 
the  highest  concentrations  of  workers, 
Dallas-Fort  Worth  has  the  most  health 
care  technology  workers  in  Texas,  and 
Houston  workers  earn  the  highest  pay, 
according  to  THBI’s  1 998  Index  of  the 
Texas  Healthcare  Technology  Industry. 

The  industry  also  includes  special- 
ized resources  such  as  universities,  tal- 
ent pools,  and  venture  capital,  as  well 
as  a significant  number  of  companies 
that  sell  their  products  and  services  na- 
tionally and  internationally. 

On  the  job  front,  the  Texas  health 
care  technology  industry  is  ahead  of 
state  averages  in  both  employment 
growth  and  wages,  according  to  THBI’s 
index.  The  index  also  includes  the  fol- 
lowing employment  figures: 


From  1990  to  1997,  cluster  employ- 
ment grew  23%  — an  annual  aver- 
age rate  of  3%.  During  the  same 
period,  overall  annual  employment 
growth  statewide  and  nationwide 
was  2.9%  and  1.7%,  respectively. 

In  1997,  THBl  determined  that  for 
each  job  it  adds  directly,  the  indus- 
try generated  at  least  two  additional 
jobs.  THBl  also  found  that  1 of  every 
20  health  care  technology  jobs  in 
the  nation  was  in  Texas. 


In  1997,  the  industry  employed 
nearly  49,000  people  statewide, 
and  the  state  accounted  for  5.1%  of 
total  US  employment  within  the  in- 
dustry. The  largest  segment  was 
laboratory  and  research  services 
(52%  of  employment),  followed  by 
medical  devices  (36%)  and  phar- 
maceuticals (12%). 

The  industry  provides  a wide  range  of 
occupational  opportunities,  with  42% 
of  jobs  related  to  production  and  24% 
related  to  science  and  engineering. 
THBl  1998  survey  respondents  esti- 


mated more  than  4,400  new  hires 
would  be  made  during  1999  and 
2000. 

Certain  dynamics  had  to  come  to- 
gether to  create  an  environment  attrac- 
tive to  this  new  industry  and  those  who 
specialize  in  it,  Mr  Kowalski  says. 

“What  we  have  going  for  us  now  is 
that  all  the  pieces  of  the  pie  are  fitting 
together,”  he  said.  “Appropriate  tax 
credits,  a strong  workforce,  world- 


class  research  engines,  the  ability  to 
raise  capital,  an  all-time  high  on 
patents,  and  Texas’  can-do  entrepre- 
neurial spirit  all  contribute  to  create 
the  proper  environment  for  health  care 
research  to  thrive.” 

Form  a hypothesis 

Hypothesis:  Without  the  state’s  aca- 
demic health  science  centers,  health 
care  research  would  be  nonexistent  in 
Texas  today.  These  institutions  attract 
the  faculty,  develop  the  focus,  and  in- 
volve the  community  in  order  to  be  the 


Average  annual  salaries 

in  the  Texas  health  care  technology  industry 


Type  of  employment 

Pharmaceutical 
Biotechnology 
Academic/Others 
Medical  Devices 
Laboratory  Service  Providers 
Diagnostics 
Instruments/Equipment 


49,500 


47,628 


$36,512 


$36,635 


$31,000 


$28,362 


$25,888 


Average  projected  job  growth  for  1997  reported  by  firms  in  the  survey  ranged  from  10% 
for  medical  device  manufacturers  to  24%  for  biotechnology  firms  to  29%  for  producers 
of  pharmaceutical  products.  While  many  of  today’s  jobs  are  concentrated  in  the  labo- 
ratory, significant  job  opportunities  exist  for  plant  process  and  assembly  line  workers 
as  well. 

Source:  Texas  Healthcare  and  Bioscience  Institute 


“What  we  are  dealing  with  is  an  emerging  industry  cluster 
that  has  an  impact  on  people’s  lives  through  cutting-edge 
research  that’s  turning  into  ideas  that  are  turning  into 
commercialization  that  is  turning  into  products.’’ 
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industry’s  most  important  sources  of 
new  ideas.  (See  “Expanding  the  Fron- 
tiers,” pp  36-43.) 

“Texans  and  the  Texas  economy  de- 
serve to  be  major  beneficiaries  of  the 
impending  revolution  in  biomedicine,” 
William  B.  Weaves,  PhD,  executive  vice 
president  for  academic  affairs  at  The 
University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas,  said  in  testimony 
before  the  Senate  Health  Services  Com- 
mittee in  November.  “The  foundation 
for  success  is  in  place,  both  in  the  re- 
search programs  of  the  state’s  academic 


and  health-related  institutions  and  in 
the  business  sector.” 

During  fiscal  year  (FY)  1998,  Texas’ 
public  universities  and  health-related 
institutions  spent  more  than  $700  mil- 
lion on  research  in  medical  sciences,  bi- 
ology, and  other  life  sciences,  according 
to  the  report  “Expenditures  for  Research 
and  Other  Sponsored  Projects”  pub- 
lished by  the  Texas  Higher  Education 
Coordinating  Board  in  April  1999. 
Nearly  60%  of  this  $700  million  came 
from  federal  grants  and  contracts,  while 
slightly  more  than  15%  came  from  state 


appropriations.  Adding  Baylor  College 
of  Medicine  to  the  public  university  mix 
increased  research  spending  to  $900! 
million.  Approximately  40%  of  that 
$900  million  was  spent  at  Baylor  and- 
UT  Southwestern.  ' 

UT  Southwestern’s  research  expen- 
ditures have  doubled  in  the  last  decade; 
from  less  than  $90  million  to  morej 
than  $180  million  in  FY  1999.  Benefits' 
to  these  expenditures  include  new; 
drugs  such  as  Mevacor,  Zocor,  Urocit-K,  ^ 
Citracal,  Proscar,  and  Propecia,  as  well  , 
as  a boost  to  the  Texas  economy  by 
spending  more  than  170  million  non-i 
state-appropriated  dollars  on  research  j 
in  FY  1999.  The  majority  of  these  dol- 
lars came  from  Washington,  DC. 

The  University  of  Texas  M.D.  Ander- 
son Cancer  Center,  known  for  interdis- 
ciplinary research  projects  that  enhance 
the  understanding  of  what  causes  can- 
cer and  leads  to  more  effective  methods 
for  treating  many  forms  of  the  disease, 
ranked  first  last  year  in  the  number  of 
grants  awarded  by  both  the  National 
Cancer  Institute  and  the  American  Can- 
cer 8ociety.  Total  research  funding 
topped  $163  million,  says  Margaret  L. 
Kripke,  PhD,  senior  vice  president  and 
chief  academic  officer  at  M.D.  Ander- 
son. That  included  $70.2  million  in  re- 
search grants  and  contracts,  $25.8 
million  in  philanthropic  and  unre-i 
stricted  gifts,  $16.6  million  in  private 
grants  and  contracts,  and  $13.4  million 
in  legislated  general  revenue. 

In  1998,  Baylor  submitted  342  grant 
applications  to  the  National  Institutes 
of  Health  (NIH)  and  received  funding 
for  118,  a 35%  success  rate,  says  Jim 
Patrick,  PhD,  vice  president  and  dean 
of  research  at  Baylor.  “That’s  pretty  ^ 
good.  I think  NIH  usually  funds  25%  of 
the  applicants,”  he  added. 

During  FY  1999,  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio (UTHSC-San  Antonio)  submitted 
or  negotiated  1,317  grant  proposals,  of 
which  834  (63%)  were  funded,  says 
John  P.  Howe  III,  MD,  UTHSC-San  An- 
tonio president.  These  grants  came  from 
all  five  UTHSC-San  Antonio  schools 
(medical,  dental,  nursing,  the  Graduate 
School  of  Biomedical  Sciences,  and  the 
School  of  Allied  Heath  Services),  says 

www.texmed.org  | 


Research  and  development  expenditures 
in  Texas  by  field,  fiscal  year  1996 


Psychology 
Social  Sciences 
Other 

Engineering 
Physical  Sciences 
Environmental 

Math 

Life  Sciences 


Source:  National  Science  Foundation 


Research  and  development  expenditures 
at  Texas  health-related  institutions,  fiscal  year  1996 


Institutions 

Baylor  College  of  Medicine 
University  ofTexas  Southwestern  Medical  Center  at  Dallas 
University  ofTexas-Houston  Health  Science  Center 
University  ofTexas  Medical  Branch  at  Galveston 
University  ofTexas  M.D.  Anderson  Cancer  Center 
University  ofTexas  Health  Science  Center  at  San  Antonio 

University  ofTexas  Health  Center  atTyler  | $6.8 
University  of  NorthTexas  Health  Science  Center  | $6.2 
TexasTech  Health  Sciences  Center  | $5.6 
Texas  A&M  University  System  Health  Science  Center  | $4.3 

Dollars  in  Millions 

Source:  Texas  Higher  Education  Coordinating  Board 


$115.9 


$83.0 


$184.6 
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Dr  Howe,  a former  Texas  Medical  Asso- 
ciation president  who  also  served  as 
founding  president  of  the  Texas  Society 
for  Biomedical  Research  and  as  a mem- 
ber on  the  Southwest  Foundation  for 
Biomedical  Research  Board. 

“The  awards  included  262  new  and 
renewal  competing  grants,  and  our 
funding  rate  on  these  proposals  was 
31%,  which  is  very  good  in  today’s  com- 
petitive climate,”  Dr  Howe  said.  “The 
.health  science  center  also  was  classified 
las  an  ‘emerging  institution’  by  NIH.” 

NIH  has  formed  the  basis  for  how 
modern  US  research  is  conducted  by 
; holding  peer-reviewed  competitions  that 
promote  individual  research  rather  than 
institutional  research.  “NIH  is  the  gold 
! standard  of  research  funding,  and  the 
reason  it’s  the  gold  standard  is  because  it 
is  peer  reviewed,”  Dr  Patrick  said. 

To  compete  on  this  level,  academic 
:health  science  center  experts  must 
have  strong  research  faculty,  Dr  Howe 
isays.  “The  bottom  line  is  people,”  he 
|said.  “They  generate  the  ideas  and  the 
enthusiasm.” 

i Dr  Patrick  agrees  that  the  quality  of  a 
research  institution  is  measured  by  the 
Iquality  of  its  faculty.  Baylor  continues  to 
support  the  independence  of  individual 
[scientists.  “In  keeping  with  the  great 
lAmerican  tradition  of  democracy,  every- 
body goes  their  own  way,  and  it  is  our 
job  to  support  the  very  best,”  Dr  Patrick 
:said.  “I  think  it’s  been  a great  success.” 

UT  Southwestern  takes  a more  com- 
munal approach  to  research  by  adopt- 
ing a “healthy  underdog  attitude  in 
which  researchers  help  each  other  for 
the  purpose  of  advancing  the  entire  in- 
stitution rather  than  just  their  individ- 
ual careers,”  Dr  Neaves  said.  “Not  only 
does  their  work  thrive,  but  also  they 
become,  in  the  process,  almost  impos- 
sible to  recruit  away  from  here.” 

Other  keys  to  UT  Southwestern’s 
success  include  focusing  its  research 
and  planning  carefully  to  stay  on  the 
right  track.  “It  would  have  been  very 
difficult  for  UT  Southwestern  to  have 
succeeded  in  rising  quickly  to  national 
prominence  if  it  had  not  focused  its  ef- 
forts and  resources  to  make  a difference 
in  important  areas  of  biomedicine,”  Dr 
Neaves  said.  The  academic  health  cen- 


ter stays  on  target  through  planning 
sessions  to  prioritize  research  topics. 

“We  try  to  focus  on  the  very  funda- 
mental understanding  of  how  the  hu- 
man organism  works  so  that  disease  can 
be  prevented  rather  than  Just  treated,” 
Dr  Neaves  said.  “Southwestern  realized 
early  on  that  Baylor  was  dominant  in 
the  state,  and,  in  some  respects,  the 
country  in  pioneering  better  ways  of 


coping  with  arteries  that  are  clogged  by 
engaging  in  coronary  bypass  surgery.  So 
UT  Southwestern  scientists  elected  to 
focus  on  solving  the  underlying  problem 
with  the  frank  objective  of  putting  coro- 
nary surgeons  out  of  business.” 

Besides  faculty  and  focus,  academic 
health  science  centers  look  for  commu- 
nity support  to  enhance  their  research 


Baylor  College  of  Medicine 

The  University  ofTexas 
Southwestern  Medical  Center  at  Dallas 

The  University  ofTexas- 
Houston  Health  Science  Center 

The  University  ofTexas 
M.D.  Anderson  Cancer  Center 

The  University  ofTexas 

Health  Science  Center  at  San  Antonio 


programs.  The  City  of  Dallas  and  the 
Dallas  Chamber  of  Commerce  have 
partnered  to  help  stimulate  the 
biotechnology  industry  in  Dallas  — 
thanks  in  part  to  UT  Southwestern’s 
four  Nobel  Prize  winners. 

UTHSC-San  Antonio  makes  a point 
of  giving  back  to  the  community  that 
gives  to  the  medical  school.  “Our  new 
South  Texas  Center  for  Biology  in  Med- 


icine, where  researchers  will  study  dis- 
eases that  disproportionately  affect  the 
region,  is  the  perfect  expression  of  our 
commitment  to  the  people  we  serve,” 
Dr  Howe  said.  “Community  support  en- 
ables us  to  leverage  the  grants  we  re- 
ceive, and  the  goal  always  is  to  assist 
the  region  by  finding  solutions  to  the 
issues  facing  it.” 


BCM  Technologies 

Office  ofTechnology  Development 


Institute  forTechnology 


Office  ofTechnology  Development 

Industry-University 
Cooperative  Research  Center 


Source:  Association  of  University  Technology  Managers,  AUTM  Licensing  Survey,  Fiscal  Year  1996 


“Gonimunity  support  enables  us  to  leverage  the 
grants  we  receive,  and  the  goal  always  is  to  assist  the 
region  by  finding  solutions  to  the  issues  facing  it.” 


Technology  transfer 
organizations 


Several  Texas  academic  health  science  centers  have  created  technology  transfer  or- 
ganizations or  developed  partnerships  with  private  industry  to  assist  in  moving  re- 
search and  development  out  of  the  laboratory  and  into  the  marketplace.  Some  of  these 
are  listed  below. 

University  TechnologyTransfer  Organization 


Tel  800.880.1300 


Volume  96  * Numbers 


49 


Medical  Economics 


what  good  is  successful  research  de- 
veloped with  the  proper  people  and 
plans  if  it  cannot  reach  the  public?  Aca- 
demic health  science  centers  have  found 
a solution  for  that,  too. 

Do  experiments  and  collect 
data 

Through  trial  and  error,  Texas’  medical 
institutions  gradually  have  become  more 
proficient  at  getting  their  research  find- 
ings out  to  the  public  and  making  sure 
they  are  compensated  appropriately. 
Their  solution:  technology  transfer  of- 
fices on  their  campuses  (see  “Technology 
Transfer  Organizations,”  p 49). 

“For  Texas  to  enhance  its  position  as  a 
leading  center  for  health  care  technology, 
corporations,  universities,  and  the  state 
must  aggressively  translate  research  and 
development  investments  into  patents, 
licenses,  and  commercial  products  and 
services,”  Mr  Kowalski  said. 

THBI’s  index  reports  the  following 
data: 

• The  number  of  health  care  technol- 
ogy patents  issued  to  state  residents 
increased  steadily  from  195  in  1990 
to  375  in  1997. 

• Texas  ranked  second  behind  New 
Jersey  and  ahead  of  California  and 
Massachusetts  in  the  rate  of  citing 
the  latest  life  sciences  research  of  its 
own  academic  institutions  in  1997. 
Texas  health  care  technology  patents 
cite  Texas  research  at  nearly  3.5 
times  the  expected  rate. 


Research 
on  the  Web 


Texas  Healthcare  and 
Bioscience  Institute 

www.thbi.com 

Biotechnology  Industry  Organization 

www.bio.org 

Texas  Society  for 
Biomedical  Research 

www.texmed.org/iis/sss/tsh 

Also  see  “MedBytes,"  p 24. 


• In  1997,  the  number  of  new  intel- 
lectual properties  developed  by  pub- 
lic health-related  institutions  in 
Texas  reached  a high  of  113.  Intel- 
lectual property  generated  $12.4 
million  in  income  for  Texas  health- 
related  institutions  in  1997,  up  from 
only  $4.2  million  in  1993. 

UTHSC-San  Antonio  reported  a li- 
censing income  of  $2.15  million  during 
FY  1998,  as  it  received  income  from  23 
licenses.  The  center’s  faculty  received  8 
US  patents  and  filed  26  US  patent  ap- 
plications in  the  same  year.  UT  South- 
western’s intellectual  property  income 
during  FY  1999  reached  almost  $5  mil- 
lion. Both  centers,  along  with  The  Uni- 
versity of  Texas-Houston  Health 
Science  Center  and  UT  M.D.  Anderson, 
have  technology  transfer  offices  incor- 
porated into  their  campuses. 

Unlike  the  other  academic  health 
science  centers,  Baylor  went  a slightly 
different  route  in  creating  a technology 
transfer  subsidiary  in  1983. 

“The  little  twist  that  makes  us  dif- 
ferent is  the  fact  that  Baylor  chose  to 
establish  BCMT  [BCM  Technologies]  as 
an  off-campus,  for-profit  corporation, 
whereas  everyone  else  operates  as  an 
on-campus  office,”  said  Steve  Banks, 
BCMT  president. 

Over  the  last  5 years,  BCMT  has  kept 
Baylor  in  the  top  25  universities  for  li- 
censing income  as  measured  by  the  As- 
sociation of  University  Technology 
Managers  Annual  Licensing  Survey. 

BCMT  also  has  been  active  in  the 
formation  of  new  companies  called 
spinouts.  In  the  last  4 years,  BCMT 
portfolio  companies  have  raised  more 
than  $168  million  of  capital  from  in- 
vestors with  biotechnology  and  medical 
technology  expertise,  including  venture 
capital  firms,  corporations,  and  high- 
net-worth  individuals.  The  tech  transfer 
company’s  current  portfolio  consists  of 
14  companies  that  have  been  founded 
on  faculty-led  inventions.  The  latest  of 
their  companies  to  go  public  is  Lexicon 
Genetics,  Inc,  which  was  established  in 
The  Woodlands  in  1995  as  the  premier 
mouse  genomics  company. 

Even  with  these  money-making  ven- 
tures, Texas’  health  care  research  indus- 


try wouldn’t  mind  a little  help  from 
some  legislative  friends. 

Interpret  data  and  draw 
conclusions 

“If  the  state  didn’t  do  anything  to  nur- 
ture Texas’  research  engines,  those  en- 
gines still  would  be  humming  24  hours 
a day  and  creating  new  technologies,” 
Mr  Kowalski  said. 

But  legislators  realize  the  potential 
the  industry  holds  for  Texas,  both  med- 
ically and  economically. 

“As  policymakers  and  stewards  of! 
public  tax  dollars  used  to  treat  diseases, 
I believe  we  have  a responsibility  to 
support  this  lifesaving  movement  and 
to  ensure  that  it  occurs  in  a safe  and 
timely  manner,”  said  Sen  Jane  Nelson 
(R-Flower  Mound),  chair  of  the  Senate 
Health  Services  Committee.  “We  also 
need  to  make  sure  that  our  health  care 
networks  are  ready  for  these  medical 
breakthroughs  and  are  prepared  to  de- 
liver them  once  they  become  available.” 

THBI  continues  to  feed  information 
to  legislators  on  Texas’  health  care 
technology  cluster  by  developing  a 
“roadmap”  with  a 6-  to  7-year  shelf  life, 
Mr  Kowalski  says.  “It  will  be  a very 
well-thought-out  blueprint  that  will 
look  at  long-term  goals  for  the  indus- 
try, commercialization  and  innovation, 
and  public  policy  initiatives,”  he  said. 
“The  exciting  part  about  it  is  we’re  the 
only  state  in  the  country  doing  this 
roadmap  process  right  now  with  the 
biotech  industry.” 

In  the  meantime,  researchers  want 
practicing  physicians  to  know  that  they 
“feel  an  important  responsibility  to  put 
more  effective  tools  into  their  hands  so 
that  they  can  take  care  of  their  patients 
by  preventing  as  many  expensive  dis- 
eases as  possible,”  Dr  Neaves  said.  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371,1 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org.  | 
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Confidential  and  Experienced 

Legal  Representation 

FOR  Texas  Physicians 


Representation  before  Texas  State  Board  of  Medical  Examiners, 
The  Texas  Medical  Foundation  and  Medical  Staff  Peer  Review. 


Medical  Practice  Act  and  Medical  Examiners  Board  Actions 
(hearings,  settlement  conferences  and  licensure) 
. • Personal  Counsel  in  Medical  Liability  Cases 

j^j  , . , • Non-Profit  Certification  /.Recertification 

Probation  Modification  / Termination 
j • Managed  Care  Exclusions  • Licensure 
i ■'^ijfj^Reinstatement  ‘ Medico-legal  Issues 
* Expert  Review.*  Telemedicine 
I J|  I • Medical  Ethics  Opinions 

'■  • Physi^n  Assistants. 


Michael  Sharp* 


Tony  Cobos** 


HAkP  & 


LC.  attormeys  at  law 


HaRTLAND  Plaza  • 1 7 1 7 W.  Sixth  ST.  • St^460  ‘Austin,  TX  78703  • 5ia  473  2265  • FAX:512  473  8525  • www.sharpcobos.com 
* Miskim  §k‘’'^k  Certified  in  Admmistralive  the  Texas  Board  of  Legal  Specialization.  **  Tony  Coboj  is  Not  Board  Certified  by  the  Texas  Board  of  Legal  Specialization. 
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Delivering  Physical  Therapy 
Ownership  Opportunities  to 
Physician  Partners  Nationwide 

The  TurnKeyPP"'  system  places  a fully-operational  physical  and 
occupational  therapy  clinic  within  your  practice.  Those  patients  that 
you  currently  refer  to  hospitals  and  independent  therapy  clinics  do 
not  have  to  leave  your  care.  We  provide  all  the  development 
and  management  for  you. 

TurnKeyPP'^  permits  you  to  manage  the  full  course  of 
treatment  within  your  practice.  Your  patients  benefit  from  a 
continuity  of  rehabilitation  under  your  direction.  The  entire 
treatment  process  is  back  in  your  control. 

You  owe  it  to  your  practice  and  your  financial  future  to  find 
out  more.  Contact  Jerry  Nisenson,  Vice  President  of 
Development  at  1-877-433-3179  or 
jnisenson  @ usphysicaltherapy.com  or  visit  us  at 
WWW.  usphysicaltherapy.  com 


U.S.  Physical  Therapy 


T/ve  Tutum 


3040  POST  OAK  BLVD.,  SUITE  222  • HOUSTON,  TEXAS  77056  • NASDAQ  USPH 


Public  Health 


Following  through 


Public  health  research  takes  science  out 


of  the  labs  and  to  the  people 

All  researchers  don’t  necessarily  jug-; 
gle  test  tubes,  wear  white  coats, j 
and  hide  away  in  laboratories.  In 
fact,  Texans  can  find  some  re-i 
searchers  in  their  own  backyards. 

From  the  border  to  deep  East 
I Texas,  scientists  from  the  state’s' 
academic  health  centers  are  taking  a pop-: 
ulation-based  approach  to  epidemiology,' 
biostatistics,  and  environmental,  biologi-i 
cal,  and  behavioral  sciences. 

Though  they’re  the  “least  sexy  kids  onj 
the  block,”  these  public  health  researchers; 
are  growing  in  numbers  at  Texas’  medical; 
schools,  says  R.  Palmer  Beasley,  MD,  deanj 
of  the  School  of  Public  Health  at  The  Uni-I 
versity  of  Texas-Houston  Health  Science 
Center  (UT-Houston) . 

As  the  appreciation  for  this  researchl 
grows,  so  does  its  importance  to  physi- 
cians and  their  patients.  > >■ 


By  Johanna  Franke,  Associate  editor 
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Communication 

Part  of  the  challenge  of  public  health 
I research  is  sharing  — or  squeezing  into 
— the  spotlight  shining  on  headline- 
making bioscience  research  like  the 
Human  Genome  Project.  Population- 
based  researchers  don’t  have  the  latest 
revenue-generating  drugs  or  medical 
devices  to  present  to  advertising  com- 
panies for  their  next  marketing  push. 
While  medical  research  targets  patho- 
genesis and  therapy,  public  health  aims 
at  etiology  and  prevention.  Public 
health  researchers  must  communicate 
the  significance  of  their  work  on  their 
own,  which  is  not  easy  for  scientists 
whose  goal  is  to  maintain  quiet. 

“It’s  the  Y2K  lesson,”  Dr  Beasley 
said.  “A  positive  public  health  event  is  a 
non-event.  People  have  to  learn  that 
things  are  good  when  things  are  quiet, 
and  we’re  the  people  trying  to  ensure 
that  quiet.” 

But  public  health  researchers  are  start- 
ing to  create  some  noise  across  the  state. 

Scientists  from  The  University  of 
Texas  Medical  Branch  (UTMB)  at 
Galveston  are  targeting  higher  cancer 
mortality  rates  in  19  East  Texas  coun- 
ties by  conducting  a worksite  cancer 
prevention  and  control  program 
through  the  Piney  Woods  Area  Health 
Education  Center  (AHEC).  Preliminary 
findings  of  this  5-year  project,  which 
began  in  1997,  suggest  that  UTMB’s 
work  has  raised  awareness  about 
healthy  lifestyles  to  combat  cancer,  says 
Billy  U.  Philips,  Jr,  PhD,  MPH,  professor 
in  UTMB’s  Department  of  Preventive 
Medicine  and  Community  Health. 

The  area  is  attractive  to  UTMB  re- 
searchers because  a fourth  of  the  popu- 
lation is  below  poverty  level,  all  19 
counties  are  designated  as  medically 
underserved  areas,  and  3 counties  lack 
hospitals.  Dr  Philips  says.  Ten  of  these 
counties  have  been  designated  health 
professions  shortage  areas. 

Along  with  possessing  a higher  can- 
cer mortality  rate  than  most  Texans, 
Piney  Woods  patients  aren’t  being  diag- 
nosed with  the  disease  until  it  has 
reached  advanced  stages.  UTMB’s  re- 
search is  attempting  to  determine  if 
having  cancer  education  materials 
available  to  employees  at  work  can 
produce  a measurable  change  in  cancer 
awareness,  prevention,  and  detection. 


“A  lot  of  people  wouldn’t  consider 
this  to  be  research,  although  we’ve  had 
a hypothesis  — and  several  alternates 
— which  we  will  analyze  using  stan- 
dard statistical  and  epidemiological 
principles  and  methods,”  Dr  Philips 
said.  “Most  people  would  say,  ‘Well, 
this  is  just  a demonstration  project,’ 
and  the  truth  is,  it  is  a demonstration 
project.  The  difference  is  that  instead 
of  just  looking  at  your  typical  evalua- 
tion measures,  we’ve  actually  added 
penetration  measures  and  outcomes 
measures.  That’s  what  makes  it  public 
health  research.” 


This  research  differs  from  other  pub- 
lic health  studies  in  that  it  is  observing 
a diverse  employee  population  mix  — 
one  that  is  rural  with  a large  African- 
American  population  and  a growing 
Mexican-American  population. 

“Most  experiments  incorporate  a ho- 
mogeneous population  to  eliminate  as 
many  barriers  — like  poverty  and  iso- 
lation — to  the  validity  of  research 
findings  as  possible,”  Dr  Philips  said. 
“So  we’re  doing  it  exactly  backwards.” 

This  type  of  research  addresses  real- 
world  situations,  as  homogeneous  pop- 
ulations are  not  all  that  easy  to  find.  Dr 
Philips  says. 

“The  reason  we  chose  to  make  this 
bold  step  is  if  we  can  demonstrate  that 
an  inexpensive  shelf-based  program 
can  be  sustained  after  we’re  gone  by 
the  employer  for  the  employee,  we’re 
going  to  revolutionize  what  we  can  do 
in  terms  of  future  innovations  for  other 
diseases  in  similarly  diverse  communi- 
ties,” he  said.  “So  this  is  clinical  public 
health  practice  research.” 

Amelie  Ramirez,  DrPH,  also  is  in- 
volved in  clinical  public  health  practice 
research  as  deputy  director  of  Baylor 
College  of  Medicine’s  Chronic  Disease 
Prevention  and  Control  Research  Center, 
which  has  offices  in  Houston  and  San 
Antonio.  Eormerly  known  as  the  Center 
for  Cancer  Control  Research,  the  pro- 


gram traditionally  has  focused  on  pre- 
venting cancer  among  the  state’s  His- 
panic population,  but  recently  expanded 
its  horizons  to  help  those  afflicted  with 
other  chronic  diseases  such  as  substance 
abuse  and  diabetes.  Public  health  re- 
search frequently  offers  help  through 
prevention,  which  doesn’t  always  seem 
that  scientific.  Dr  Ramirez  says. 

“People  often  assume  they  already 
know  how  to  cut  the  fat  out  of  their  di- 
ets,” she  said.  “But  they  may  have 
grown  up  with  some  harmful  behaviors 
that  are  very  hard  to  give  up.  This  kind 
of  research  involves  taking  the  time  to 


educate  people  on  the  skills  they  need 
to  live  healthful  lives  and  on  the  re- 
sources that  might  help  them.” 

To  educate,  public  health  re- 
searchers must  be  able  to  communi- 
cate, Dr  Ramirez  added. 

“Right  now,  there  is  such  an  attrac- 
tion to  find  the  genetic  answer  or  that 
magic  pill  that  will  take  care  of  every- 
body, but  there  is  still  a large  interest  in 
behavioral  science  and  health  communi- 
cations,” Dr  Ramirez  said.  “As  behavioral 
researchers,  we  need  to  learn  more 
about  the  psychosocial  and  cultural  is- 
sues inherent  in  a community.  Through 
participatory  research  involving  commu- 
nity members,  we  can  use  this  knowl- 
edge to  develop  public  health  programs 
that  will  help  motivate  large  populations 
to  modify  their  lifestyles  and  utilize  pre- 
ventive services.  The  goal  is  to  help  indi- 
viduals detect  a health  problem  early 
and  improve  chances  for  a full  recovery.” 

Public  health  researchers  must 
sharpen  their  communication  skills  not 
only  to  educate,  but  also  to  ensure 
their  work  is  the  object  of  appreciation 
and  funding. 

Cost 

To  deliver  cheaper  health  solutions  to 
the  public,  scientists  in  the  public 
health  field  spend  more  money  on  re- 
search. But  the  price  of  prevention  will 
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have  to  learn  that  things  are  good  when  things  are 
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save  patients  in  the  long  run,  because 
preventing  the  disease  means  they  do 
not  have  to  undergo  expensive  proce- 
dures and  purchase  costly  drugs. 

Public  health  research  can  be  expen- 
sive because  it  follows  a quasi-experi- 
mental  design  involving  different  types 
of  telephone  and  cross-sectional  sur- 
veys. Finding  investors  interested  in 
studies  that  aren’t  exactly  clinical  trials 
with  laboratory  layouts  can  be  chal- 
lenging, Dr  Ramirez  says. 


“Our  population-based  research  is 
very  costly  because  we’re  not  underwrit- 
ten, for  example,  by  pharmaceutical 
companies,”  she  said.  “We  have  to  go  out 
into  the  field  and  complete  very  labor-in- 
tensive work  in  terms  of  the  way  surveys 
and  educational  programs  are  con- 
ducted. Plus,  we  need  large  numbers  to 
prove  our  conclusions  work,  while  your 
more  biomedical  research  can  get  away 
with  small  numbers  — a trial  of  100  or 
fewer  people  — to  test  efficacies.” 

Grants  from  nonprofit  organizations 
like  the  American  Cancer  Society  and 
the  National  Heart,  Lung,  and  Blood 
Institute  provide  the  monetary  lifeline 
for  much  of  the  public  health  research 
conducted  in  this  country. 

“It  is  very  important  for  people 
working  in  public  health  to  compete 
for  funding  from  the  Centers  for  Dis- 
ease Control  and  Prevention,  the  Texas 
Department  of  Health  (TDH),  the 
Texas  Cancer  Council,  and  other  fund- 
ing agencies  that  specifically  address 
public  health  issues,”  said  Barbara 
Pence,  PhD,  associate  vice  president  for 
research  at  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock. 

“One  of  the  interesting  things  about 
funding  for  research  anywhere  — 
whether  it’s  in  Texas  or  any  institution 
across  the  country  — is  that  the  need 
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for  research  creates  a demand,  and  this 
demand  is  communicated  to  the  insti- 
tutes that  have  the  money,  and  then 
funds  become  available  for  research 
and  the  specific  discoveries  in  that  dis- 
ease,” she  added. 

Lately,  researchers  in  Texas  have 
found  themselves  following  money  trails 
leading  to  disease  prevention  and  detec- 
tion programs  courtesy  of  the  tobacco 
lawsuit  settlement.  Several  Texas  aca- 
demic health  centers  already  have  re- 


ceived funds  for  tobacco  cessation  studies 
through  the  Texas  Higher  Education  Co- 
ordinating Board’s  Minority  Health  Re- 
search Education  Grant  Program. 

But  academic  health  centers  don’t  al- 
ways rely  on  nonprofit  and  state  agencies 
to  breathe  life  into  their  research  pro- 
grams. UTMB’s  Corporate  Health  Con- 
sortium, for  example,  is  composed  of  10 
active  collaborations  and  16  corpora- 
tions, including  Merck,  Schering-Plough, 
United  Airlines,  and  Mobil.  These  corpo- 
rations pay  fees,  used  for  public  health 
research,  to  be  consortium  members  in 
exchange  for  the  opportunity  to  set  a 
joint  research  agenda  in  public  health. 
“This  is  an  innovation  intended  to  pro- 
vide another  mechanism  for  us  to  fast 
track  the  development  of  solid,  popula- 
tion-based preventive  medicine  and  pub- 
lic health  research,”  Dr  Philips  said. 

Beyond  this,  much  of  the  support  for 
public  health  research  comes  from  the 
communities  in  which  it  is  conducted. 

Community 

By  using  well-established  networks  to 
reach  these  communities,  Texas’  public 
health  scientists  not  only  save  time  and 
money  but  also  learn  about  health  is- 
sues impacting  even  the  most  rural  of 
the  state’s  populations. 

Dr  Philips’  group  from  UTMB  em- 
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ploys  AHECs  to  bring  together  a variety' 
of  resources  — from  labor  to  office  j 
space  — within  communities  through  j 
chambers  of  commerce,  hospital  dis-  ! 
trict  boards,  and  employment  agencies. ; 

“Because  they  are  nongovernmental 
community  hubs  incorporating  a lot  of 
local  organizations  and  interests,  these 
AHECs  have  the  capacity  to  reach  into, 
a community  without  being  limited  by  i 
the  confines  of  the  local  health  depart- 
ment,” Dr  Philips  said. 

UTMB  scientists  spent  9 months  de-  j 
veloping  relationships  with  Pineyi 
Woods  AHEC  communities  before  be-i 
ginning  their  research. 

The  Texas  A&M  University  System 
Health  Science  Center’s  new  School  ofj 
Rural  Public  Health  has  teamed  withj 
the  Texas  Agricultural  Extension  Ser- 
vice to  provide  a “land-grant  concept  of 
service  and  outreach  to  medicine,”  said 
Fuller  Bazer,  PhD,  vice  president  for  re- 
search at  Texas  A&M.  “We  have  agri- 
cultural extension  services  in  pretty 
much  every  city  in  Texas.  We  can  over- 
lay that  network  to  educate  and  to  pro- 
vide information  about  health.” 

Texas  A&M’s  South  Texas  Center  for 
Rural  Public  Health,  based  in  McAllen, 
studies  nutrition  and  women’s  health 
in  colonia  residents.  Dr  Bazer  says  the 
center  also  addresses  “environmental 
injustice”  issues,  such  as  the  associa- 
tion of  spina  bifida  with  the  polluted 
waters  of  the  Rio  Grande  and  the  ane- 
mias caused  by  lead  pipes  in  the  colo- 
nias'  old  plumbing. 

Baylor’s  Dr  Ramirez  searches  cities 
for  people  who  want  to  serve  their 
communities  by  helping  conduct  re- 
search. “Sometimes  we  have  medical 
students  who  have  short  internship  pe- 
riods who  can  work  with  us,”  she  said. 
“We  show  them  how  they  can  educate 
the  community  about  some  very  sim- 
plistic needs.” 

Public  health  scientists  also  partner  j 
with  established  physicians  in  these  ar-i 
eas  to  deliver  health  messages  to  their; 
patients.  “The  physician  is  the  gateway,”! 
Dr  Philips  said.  “The  physician  is  the 
only  person  who  can  conduct  the  age,  I 
sex,  ethnicity,  and  risk-profile  screening! 
that’s  necessary  for  a patient.”  j 

Through  a collaboration  with  TMA’sl 
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“Public  health  research  helps  physicians  detect 
health  problems  in  patients  earlier, 
and  the  sooner  they  catch  these  problems  in  patients, 
the  more  physicians  can  do  for  them.” 


Physician  Oncology  Education  Pro- 
gram, UTMB  public  health  researchers 
have  been  able  to  update  Piney  Woods 
physicians  on  the  latest  cancer  infor- 
mation as  well  as  impress  upon  them 
the  importance  of  returning  screening 
documentation. 

Collaboration 

Partnerships  with  physicians  are  just 
the  beginning  of  public  health  re- 
searchers’ efforts  to  join  the  bioscience 
world  in  offering  the  best  possible  care 
to  Texans.  This  alliance  also  allows 
findings  developed  in  a lab  to  be  ap- 
plied to  the  real  world. 

“Public  health  and  biomedical  sci- 
ence shouldn’t  be  pitted  against  each 
other  because  they’re  so  complemen- 
tary,” said  Giro  Sumaya,  MD,  MPHTM, 
dean  of  Texas  A&M’s  School  of  Rural 
Public  Health.  “Those  who  work  in  the 
biomedical  arena  need  to  address  pub- 
lic health  issues,  too.  Sure,  innovations 
in  transplantation  are  very  important, 
but  do  they  reach  everybody  or  just 
those  who  have  dollars?  What  are  the 
implications  of  this  technology?  How 
do  Medicare  and  Medicaid  assist  with 
the  dissemination  of  this  technology?  It 
is  important  that  these  two  types  of  re- 
search relate  to  one  another  so  that 
they  can  be  applied  appropriately  by 
communities,”  Dr  Sumaya  said. 

Dr  Ramirez  says  physicians  are  see- 
ing the  connection.  “There  seems  to  be  a 
growing  interest  in  public  health  re- 
search from  the  medical  profession  be- 
cause physicians  would  like  to  be  more 
successful  in  treating  their  patients,”  she 
said.  “Public  health  research  helps 
physicians  detect  heal±  problems  in  pa- 
tients earlier,  and  the  sooner  they  catch 
these  problems  in  patients,  the  more 
physicians  can  do  for  them,”  she  said. 

Officials  at  the  University  of  North 
Texas  Health  Science  Center  at  Fort 
Worth,  where  a school  of  public  health 
was  authorized  by  the  legislature  last 
year,  believe  their  training  in  osteopathic 
medicine  has  given  them  a unique  and 
holistic  approach  to  research. 

The  school’s  Consortium  on 
j Alzheimer’s  Research  and  Education 
(CARE)  Program  successfully  has 
blended  patient  care,  education,  and 
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research  to  “build  a bridge  from  basic 
science  and  clinicians  to  what  happens 
in  the  real  world,”  said  Thomas 
Fairchild,  PhD,  director  of  CARE’s  Spe- 
cial Projects  on  Aging.  CARE  also  is  col- 
laborative in  that  it  pulls  together 
physician  scientists,  basic  research  sci- 
entists, and  industry  elements  such  as 
assisted-living  facilities  and  long-term 
care  providers,  he  adds. 

Pharmaceutical  companies  are  even 
beginning  to  realize  the  significance  of 
public  health  research,  as  they  need  ac- 
cess to  people  to  make  their  studies 
more  effective  and  representative  of 
the  populations  for  which  they  develop 
drugs.  Dr  Fairchild  says. 

“Without  the  ability  to  carry  basic 
science  research  all  the  way  to  applica- 
tion, we  will,  unfortunately,  never  be 
able  to  address  the  Alzheimer’s  chal- 
lenges that  face  our  society  as  we  find 
ourselves  with  an  increasing  number  of 
older  adults,”  he  said.  “Baby  boomers 
are  marching  toward  Golden  Pond.” 

With  its  remote  history  as  a sanitar- 
ium and  a devotion  to  public  health. 
The  University  of  Texas  Health  Center 
at  Tyler  has  produced  one  of  the  few 
long-term  care  hospitals  for  tuberculo- 
sis (TB)  patients  in  the  nation,  says 
David  Griffith,  MD,  professor  of  medi- 
cine and  head  of  Tuberculosis  Services 
at  UT  Tyler. 

When  asked  how  UT  Tyler  would 
decide  whether  to  fund  TB  public 
health  research  or  bioscience  studies. 
Dr  Fairchild  said,  “Our  priority  is  al- 
ways public  health,  without  a doubt.” 

Despite  this  progress,  public  health 
researchers  believe  their  work  does  not 
enjoy  the  status  that  molecular  research 
in  Texas’  medical  schools  does,  but  they 
know  where  they  can  find  support. 

“TMA’s  influence  is  in  helping  the 
Texas  Legislature  see  the  wisdom  of 
creating  funding  for  this  research,  and 
it’s  a very  powerful  and  important 
one,”  Dr  Philips  said.  “The  association 
has  certainly  been  a great  ally  when  it 
comes  to  public  health  and  public 
health  practice.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org. 
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Hospitalizations  secondary  to  respira- 
tory syncytial  virus  (RSV)  infection  in 
children  were  monitored  before  and  after 
the  administration  of  RSV  immune  glob- 
ulin. Monitored  also  was  the  effective- 
ness of  prophylaxis  in  preventing  the 
disease  among  at-risk  children  along  the 
Texas-Mexico  border.  Small  premature 
infants  were  at  the  greatest  risk  of  hospi- 
talization; preterm  infants  and  then 
term  infants  followed.  Prophylaxis  does 
not  necessarily  prevent  RSV  bronchiolitis 
but  may  reduce  the  severity  of  the  pul- 
monary disease. 


From  the  Department  of  Pediatrics,  Texas  Tech 
University  Health  Sciences  Center  at  El  Paso,  Tex. 
Send  reprint  requests  to  Dr  Logvinoff,  Texas  Tech 
University  Health  Sciences  Center  at  El  Paso,  De- 
partment of  Pediatrics,  4800  Alberta  Ave,  El  Paso, 
TX  79905-2700. 


Prophylaxis  against  respiratory  syncytial  virus  in  high-  i 
risk  infants:  administration  of  immune  globulin  and 
epidemiological  surveillance  of  infection 


GILBERT  HANDAL,  MD 
NARCEDALLIA  ZEGARRA,  MD 
ANTONIO  JESURUN,  MD 
AYE  THIDA,  MD 


Respiratory  sync3Tial  virus  (RSV) 
is  an  important  respiratory 
pathogen  of  infancy  and  early 
childhood  (1-3).  Approximately 
50%  of  infants  and  young  chil- 
dren become  infected  with  RSV  each 
winter,  and  RSV  has  been  estimated  to 
cause  more  than  90,000  hospitaliza- 
tions and  4500  deaths  annually  in  the 
United  States.  Children  younger  than 
age  2 years  who  have  underlying 
chronic  lung  disease  (CLD),  prematu- 
rity, immunodeficiency,  or  congenital 
heart  disease  are  known  to  be  at  high 
risk  for  severe  RSV  illness  (4—6).  In 
large  multicenter  trials  (7-9),  monthly 
intravenous  administration  of  RSV  im- 
mune globulin  (RSV-IG  [Respigam]) 
during  the  winter  months  has  been 
demonstrated  to  be  safe,  well  tolerated, 
and  effective  in  reducing  the  incidence 
and  total  days  of  RSV  hospitalization  in 
infants  with  a history  of  prematurity  or 
CLD  or  both.  In  January  1996,  the  Food 
and  Drug  Administration  approved  the 
use  of  RSV-IG.  This  substance  allows 
passive  immunization  with  antibody 
enriched  for  RSV  neutralizing  activity 
against  a wide  variety  of  subtype  A and 
B strains  of  RSV. 

The  current  study  was  designed  to 
confirm  in  our  population  the  previous 
result  suggesting  that  monthly  admin- 
istration of  RSV-IG  reduces  the  rate  of 
RSV  hospitalization  and  the  severity  of 
the  disease  among  children  with  CLD 
or  with  a history  of  prematurity. 

METHODS 

The  study  population  was  drawn  from 
the  group  of  children  born  and  fol- 
lowed at  the  El  Paso  County  Hospi- 
tal/Texas Tech  Health  Sciences  Center. 
Children  who  were  younger  than  age 
24  months,  had  CLD  (formerly  desig- 
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nated  bronchopulmonary  dysplasia),  , 
and  had  required  oxygen  during  the 
previous  6 months,  and  infants  who  J 
were  younger  than  age  6 months  and 
had  been  small  premature  infants  (sPT, 
32  or  fewer  weeks  of  gestation)  born  at 
the  county  hospital  during  the 
1996-1997  (n=34)  and  1997-1998 | 
(n=52)  RSV  epidemics  were  eligible  to 
receive  RSV-IG.  The  children  were 
given  750  mg/kg  of  RSV-IG  intra- 
venously every  month  after  enrollment 
(November  or  December)  throughout 
the  RSV  season  (until  March).  Children 
were  admitted  for  half  a day,  which  i 
permitted  the  observation  of  vital  signs 
and  possible  adverse  events  during  and 
immediately  after  the  RSV-IG  infusion. 
The  RSV-IG  was  infused  at  4-week  in- 
tervals, up  to  a maximum  of  5 doses. 

A control  group  of  500  children 
(250  born  during  the  winter  of 

1996- 1997  and  the  other  250  born 
during  the  winter  of  1997-1998)  were 
enrolled  and  followed  weekly  by  phone 
surveillance  to  determine  the  rate  of 
RSV  infections  requiring  hospitaliza- 
tion. The  study  was  continued  for  2 
RSV  seasons  (1996-1997  and 

1997- 1998).  During  the  second  year, 
telephone  surveillance  was  resumed 
for  the  first  group  while  the  second  co- 
hort of  high-risk  and  control  patients 
was  enrolled  in  a similar  fashion. 

Charts  were  analyzed  retrospectively 
to  review  all  RSV  hospitalizations  in  the 
regular  pediatric  unit  as  well  as  in  the 
pediatric  intensive  care  unit  during  the 
1995-1996  winter  that  preceded  the 
use  of  RSV-IG  and  during  the  2 winters 
(1996-1997  and  1997-1998)  when 
RSV-IG  was  administered. 

Each  patient  admitted  for  respiratory 
illness  underwent  a nasal  washing.  Na- 
sopharyngeal specimens  were  submit- ; 
ted  for  rapid  detection  of  RSV  antigen 
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(by  direct  immunofluorescence  or  en- 
zyme immunoassay).  A positive  test  re- 
sult for  RSV  indicated  RSV  infection. 
The  decision  to  admit  a child  to  the  pe- 
diatric floor  or  to  the  pediatric  intensive 
care  unit  was  made  by  an  attending 
physician  not  involved  with  the  study. 

RESULTS 

From  the  control  well-baby  group  bom 
during  the  1996-1997  winter,  250  in- 
fants were  enrolled  and  only  194  were 
followed  weekly.  Throughout  that  RSV 
season,  no  RSV  hospitalization  was 
recorded  from  that  group.  From  this 
same  group,  only  142  were  followed 
during  the  second  winter  season 
(1997-1998).  A new  cohort  of  250  term 
newborns  bom  during  the  winter  of 
1997-1998  was  added,  but  only  191 
could  be  reached  weekly  by  phone.  Dur- 
ing the  second  winter,  333  children  were 
followed  weekly  by  phone.  Nine  children 
were  hospitalized  for  RSV  respiratory  in- 
fection, representing  a rate  of  2.7%. 

Among  the  RSV-IG  recipients  during 
the  1996-1997  winter,  although  34 
children  received  at  least  2 doses  of 
RSV-IG,  only  24  received  4 to  5 doses 
and  were  followed  through  March.  All 
recipients  were  sPT  infants  with  or 
without  CLD  or  were  children  who  had 
CLD  but  were  not  premature,  except  for 
1 infant  bom  prematurely  at  34  weeks 
of  gestation.  Only  1 RSV  hospitalization 
was  recorded  in  an  infant  before  the 
second  RSV-IG  dose  was  administered. 

During  the  1997-1998  winter,  only 
21  recipients  of  RSV-IG  from  the  previ- 
ous year  were  followed,  and  a cohort  of 
52  high-risk  recipients  (except  for  1 33- 
week  premature  infant)  was  added; 
however,  4 were  lost  for  follow-up. 
From  this  combined  group  (n=69)  of  re- 
cipients, 5 (7.2%)  were  hospitalized  for 
RSV  bronchiolitis.  Two  of  the  recipients 
had  received  RSV-IG  the  preceding  year. 

No  RSV-IG  recipient  was  admitted 
to  the  pediatric  intensive  care  unit,  al- 


Table 1.  Hospitalizations  and  pediatric  intensive  care  unit  admissions  before  and  after  immunization  against 
respiratory  syncytial  virus  (RSV). 


Before  RSV-IG  Immunization 
(December  1995- 
April  1996) 

After  RSV-IG  Immunization 
(December  1996-  (December  1997- 

April  1997)  April  1998) 

PICU 

n=15 

n=6 

n=7 

sPT 

3 





PT 

3 

3 

2 

CLD 

— 

1 

— 

Term 

9 

2 

5 

Pediatric  ward 

n=122 

n=96 

n=97 

sPT 

11 

5 (4  -1  [1]) 

8 (6  -t  [2]) 

PT 

7 

10 

6 

CLD 

— 

— 

[1] 

Term 

104 

81 

80 

[2]  from  1996 

Total  hospitalizations 

n=137 

n=102 

n=104 

[ ] Number  of  RSV-IG  recipients  requiring  hospitalization. 

PICU  = pediatric  intensive  care  unit. 

sPT  = small  premature  infants  (32  or  fewer  weeks  gestation)  with  or  without  chronic  lung  disease. 
PT  = preterm  infants  (33  to  37  weeks)  without  chronic  lung  disease. 

CLD  = chronic  lung  disease  (more  than  32  weeks  gestation). 


though  6 recipients  required  hospital- 
ization for  RSV  infection  (1  out  of  24 
[4%]  in  1996,  3 out  of  48  [6%]  in 
1997,  and  2 out  of  21  [9.5%]  who  had 
received  RSV-IG  the  previous  winter). 
All  these  recipients  who  were  hospital- 
ized were  sPT  with  CLD  (Table  1)  ex- 
cept for  1 recipient  with  CLD  (more 
than  32  weeks  gestation).  None  of  the 
sPT  infants  without  CLD  who  had  re- 
ceived the  immune  globulin  were  hos- 
pitalized for  RSV  bronchiolitis.  Three 
additional  recipients  were  admitted  for 
parainfluenza  bronchiolitis. 

The  retrospective  chart  data  review- 
ing all  admissions  for  RSV  bronchiolitis 
are  illustrated  in  Table  1.  Before  RSV- 
IG  was  used  (winter  1995-1996),  ad- 
missions for  RSV  bronchiolitis  totaled 
137  (83%  term  infants,  17%  sPT  and 
PT  [33  to  37  weeks  of  gestation]). 
“Term”  infants  accounted  for  most  of 
the  RSV  hospitalizations  on  the  ward 
(104  out  of  122)  and  in  the  pediatric 
intensive  care  unit  (9  out  of  15).  Dur- 


ing the  following  two  winters 
(1996-1997  and  1997-1998),  while 
RSV-IG  was  administered  to  “high-risk” 
infants,  a similar  incidence  of  RSV  hos- 
pitalizations (82%  term,  18%  sPT-PT- 
CLD)  was  observed  (Table  1). 

The  rate  of  hospitalization  among  PT 
infants  wi±out  CLD  (Tables  1,  2)  does 
not  vary  much  each  year  (2.5%  to  4.4%) 
and  is  slightly  higher  than  the  rate 
among  term  infants  (1.6%  to  1.8%). 

Among  the  sPT  infants  with  or  with- 
out CLD,  16%  were  admitted  before 
RSV-IG  was  given  versus  7%  to  9% 
during  the  years  when  it  was  (Table  2). 
During  the  1996-1997  winter,  sPT  ac- 
counted for  one  third  of  the  24  high- 
risk  recipient  infants;  during 
1997-1998,  sPT  accounted  for  one  half 
of  the  52  high-risk  recipient  infants.  Al- 
though a trend  seemed  apparent,  no 
statistical  analyses  could  be  applied  to 
these  small  numbers. 

Three  children  developed  a general- 
ized maculopapular  rash  with  mild  res- 
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Table  2.  Number  of  births  and  hospitalizations  for  respiratory  syncytia!  virus  inefction  before  the  use  of  RSV-IG  and  during  2 consecutive  years  of  RSV-IG  administration. 


Before  RSV-IG  Immunization 

After  RSV-IG  Immunization 

(April  1995-April  1996) 

(April  1996-April  1997) 

(April  1997-April  1998) 

No.  of  No.  of  RSV 

No.  of 

No.  of  RSV 

No.  of 

No.  of  RSV 

Patients 

Births  Hospitalizations 

Births 

Hospitalizations 

Births 

Hospitalizations* 

sPT 

88  14 

67 

4 + [1] 

92 

6 -1  12] 

CLD 

11  0 

11 

1 

7 

[1] 

PT 

331  10 

293 

13 

315 

8 

Total  live  births 

6193 

5237 

4836 

Before  RSV-IG  Immunization 

After  RSV-IG  Immunization 

Rate  of  hospitalization 

(April  1995-April  1996) 

(April  1996-April  1997) 

(April  1997-April  1998) 

All  RSV  hospitalizations 

2.2% 

1.9% 

2.15% 

Term 

1.8% 

1.6% 

1.7% 

PT 

3.0%  (10/331) 

4.4%  (13/293) 

2.5%  (8/315) 

sPT 

16.0%  (14/88) 

7.0%  (5/67) 

9.0%  (8/92) 

* Two  additional  1996  recipients  of  RSV-IG  were  hospitalized  during  this  time. 

[ ] Number  of  RSV-IG  recipients  requiring  hospitalization. 

sPT  = small  premature  infants  (32  or  fewer  weeks  gestation)  with  or  without  chronic  lung  disease. 
CLD  = chronic  lung  disease  (more  than  32  weeks  gestation). 

PT  = preterm  infants  (33  to  37  weeks)  without  chronic  lung  disease. 


piratory  distress  requiring  oxygen  and 
antihistamine,  prompting  the  discon- 
tinuation of  RSV-IG  infusion.  Those 
children  were  excluded  from  the  study. 
Within  a few  hours  after  the  infusion,  5 
children  had  emesis,  3 children  had 
loose  stools,  and  2 children  had  irri- 
tability and  fever.  Difficulty  in  finding 
an  intravenous  access  was  the  most 
common  problem  in  8 patients  who  did 
not  return  for  additional  infusion. 

DISCUSSION 

We  conclude  that  the  risk  of  RSV  hospi- 
talization is  clearly  increased  among  the 
sPT  infants  (16%)  compared  with  3% 
among  the  PT  infants  (33  to  37  weeks 
gestation  without  CLD)  and  1.8% 
among  term  infants.  The  use  of  RSV-IG 
does  not  necessarily  prevent  an  episode 
of  RSV  bronchiolitis,  but  a trend  toward 
less  severe  pulmonary  disease  among 
RSV-IG  recipients  is  observed.  The  RSV- 
IG  appears  to  be  safe  and  to  provide 
some  protection  for  high-risk  recipients. 


However,  its  cost  effectiveness  cannot 
be  demonstrated  in  a county  hospital 
where  term  infants  represent  more  than 
80%  of  the  RSV  hospitalizations,  as  well 
as  a large  proportion  of  the  intensive 
care  admissions. 

Although  the  rate  of  admission  for 
term  infants  is  low  (less  than  2%)  and 
appears  steady  over  the  3 years  of  the 
study,  term  newborns  accounted  for 
most  of  the  RSV  hospitalizations  in  our 
pediatric  population  (82%).  Term  in- 
fants constitute  also  a large  number  of 
patients  with  RSV  hospitalizations  in 
the  pediatric  intensive  care  unit.  The 
large  proportion  of  hospitalized  term 
infants  (82%  to  88%)  seems  much 
higher  than  the  40%  to  50%  incidence 
usually  reported.  Is  this  a true  charac- 
teristic of  our  population  on  the  Texas- 
Mexico  border?  Monthly  infusion  of 
high-dose  RSV-IG  to  high-risk  patients 
does  not  appear  to  affect  the  overall  in- 
cidence of  RSV  hospitalization. 

The  retrospective  study  looking  at 
the  number  of  live  births  and  RSV  hos- 


pitalizations might  have  missed  some 
infants  who  left  our  inpatient/outpa- 
tient facility  to  be  cared  for  by  physi- 
cians in  the  private  community  and 
who  could  have  been  admitted  to  1 of 
2 other  local  hospitals. 

However,  the  data  (Table  2)  confirm 
that  sPT  infants  are  at  high  risk  for  RSV 
disease.  A clearly  decreased  risk,  al- 
though not  statistically  significant,  is 
observed  in  RSV-IG  recipients:  16% 
RSV  hospitalization  without  prophy- 
laxis, and  7%  to  9%  with  prophylaxis. 
Even  so,  only  a fraction  (one  third  to 
one  half)  of  this  very  high-risk  group  re- 
ceived the  immune  globulin.  Even  more 
apparent  is  the  low  admission  rate 
among  “high-risk”  recipients:  4%  in 
1996-1997,  6%  in  1997-1998,  and 
9.5%  among  children  who  received 
RSV-IG  a year  earlier.  Again,  our  groups 
were  too  small  for  statistical  validity. 
None  of  the  sPT  infants  without  GLD 
who  received  the  RSV-IG  required  hos- 
pitalization. The  recipients  with  CLD 
had  mild  RSV  disease  and  did  not  re- 
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I 

i 

I quire  admission  to  the  pediatric  inten- 
'sive  care  unit.  The  large  attrition  rates 
[ among  the  patients  enrolled  to  receive 
j the  prophylactic  treatment  were  related 
mostly  to  difficulty  obtaining  intra- 
venous access.  Hospitalizations  for 
j other  viral  respiratory  diseases  were  ob- 
! served  in  the  recipients  who  had  CLD. 

In  summary,  this  new  approach  to 
prophylaxis  against  RSV  does  not  im- 
pact the  overall  hospital  admission  rate 
and  cost  of  RSV  respiratory  infection  as 
previously  reported  (10,11).  The  bene- 
ficial effect  is  observed  only  for  the  in- 
dividual recipient. 

The  low  admission  rate  (2.5%  to 
4.4%)  over  3 years  among  PT  infants 
‘who  do  not  have  CLD  reiterates  that 
'RSV-IG  infusion  probably  is  not  justi- 
Ified  in  this  age  group.  A monoclonal 
antibody  preparation  administered  in- 
tramuscularly (Palivizumab)  has  been 
.approved  by  the  Food  and  Drug  Ad- 
1 ministration  for  RSV  prophylaxis  to  the 
isame  selection  of  children  (12-14). 
^This  preparation  can  be  administered 
I more  easily  and  is  as  effective  as  RSV- 
jlG,  but  the  high  cost  remains  an  issue, 
j For  sPT  infants  who  have  CLD,  the  de- 
cision is  straightforward.  For  other  in- 
fants, prophylaxis  is  a clinical  decision 
that  should  be  made  on  a case-by-case 
basis,  taking  into  account  other  risks 
and  local  regional  factors. 

Research  to  develop  a vaccine  that 
could  protect  all  newborns  is  being 
conducted  (15-17).  In  our  population, 
preventive  measures  such  as  education 
about  RSV  transmission,  at  home  and 
in  day  care,  should  be  emphasized  be- 
fore infants  are  discharged  from  the 
} nursery  and  reinforced  at  each  outpa- 
i tient  encounter  in  well-baby  clinics  to 
prevent  RSV  bronchiolitis  in  term  in- 
fants during  the  first  year  of  life, 
i 


I 

! 
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Commentary 


Fen-phen  manufacturers,  not  physicians,  are  liable 

SCOTT  ALLEN,  JD, 

JAY  HENDERSON,  JD 


We  are  lawyers  who  represent 
doctors  who  have  unfortu- 
nately been  sued  in  the  pend- 
ing “fen-phen”  litigation  in 
Texas  and  read  with  interest 
the  February  2000  Texas  Medicine  arti- 
cle “Scientific  and  Legal  Issues  in  Fen- 
fluramine/Dexfenfluramine  Litigation” 
(pp  48-56).  This  is  written  in  response. 

PRIMARY  PULMONARY 
HYPERTENSION 

More  than  once,  the  authors  suggest  that 
primary  pulmonary  hypertension  (PPH) 
was  a “known  side-effect”  of  fenflu- 
ramine (“Pondimin”).  The  authors  assert 
that  in  cases  in  which  PPH  is  at  issue,  the 
pharmaceutical  manufacturers  can  at- 
tempt to  “claim  protection  under  the 
doctrine  of  learned  intermediary”  by 
contending  that  they  provided  an  ade- 
quate “warning”  of  PPH  to  the  doctors. 
The  authors’  conclusion  is  entirely  erro- 
neous. The  facts  are: 

1.  Through  1996  there  was  never  a 
mention  of  PPH  in  the  annual  Physi- 
cians’Desk  Reference  (PDR)  entry  for 
Pondimin. 

2.  Through  1996  there  was  never  a 
“Warning”  on  either  PPH  or  pul- 
monary hypertension  (PH)  in  the 
annual  PDR  entry  for  Pondimin. 

3.  To  our  knowledge,  before  August  29, 
1996,  no  article  had  been  published 
in  US  medical  literature  generally 
read  by  internists,  general  or  family 
practitioners,  or  other  primary  care 
physicians  concerning  any  clinical 
experience  and/or  proposed  associa- 
tion between  PPH  and  Pondimin 
and/or  dexfenfluramine  (Redux) . 

4.  Further,  through  1996  there  were  no 
US  medical  textbooks  generally 
used  by  internists,  general  or  family 
practitioners,  or  primary  care  physi- 
cians that  reference  any  proposed 
relationship  between  Pondimin  and 
PPH.  An  example  would  include  Ce- 
cil’s Textbook  of  Medicine. 


5.  In  a September  28,  1995,  presenta- 
tion to  the  US  Food  and  Drug  Ad- 
ministration (FDA)  Advisory  Panel 
by  Interneuron  Corp,  the  US  license 
holder  for  Redux  (whose  rights  were 
assigned  to  Wyeth-Ayerst  Laborato- 
ries as  a marketer  for  Redux),  In- 
terneuron’s president  testified  that 
as  of  that  date  “over  30  million  pa- 
tients have  been  treated  worldwide 
with  fenfluramine,  including  several 
million  in  the  United  States.” 

6.  Despite  the  substantial  time  that 
Pondimin  had  been  on  the  US  market 
(since  1973)  and  the  number  of  pa- 
tients treated  worldwide  with  fenflu- 
ramine from  approximately  1989  to 
1996,  the  PDR  entry  did  not  refer- 
ence a single  case  of  PPH.  During  this 
time,  the  PDR  did  mention  “four” 
cases  of  PH  that  had  been  “reported 
in  association  with  fenfluramine 
use.”  However,  no  “cause  and  effect” 
relationship  was  claimed  by  the  man- 
ufacturer and  3 of  the  4 reported 
cases  of  PH  were  reversible. 

7.  The  first  report  of  PPH  in  US  med- 
ical literature  was  in  the  August  29, 
1996,  New  England  Journal  of  Medi- 
cine article,  “Appetite  Suppressant 
Drugs  and  the  Risk  of  Primary  Pul- 
monary Hypertension.”  The  number 
of  patients  who  had  reportedly 
taken  fenfluramine  within  this  study 
was  6,  while  the  reported  number  of 
patients  who  had  taken  dexfenflu- 
ramine was  18. 

8.  In  the  same  August  29,  1996,  New 
England  Journal  of  Medicine,  an  edi- 
torial entitled  “Pharmacotherapy  for 
Obesity  — Do  the  Benefits  Outweigh 
the  Risk?”  was  published.  This  edito- 
rial stated  that  obesity  was  “the  sec- 
ond leading  cause  of  preventable 
death  in  the  United  States,  exceeded 
only  by  cigarette  smoking”  and  de- 
scribed the  purported  risk  of  PPH  in 
relation  to  all  anorectics,  not  just  the 
fenfluramines,  as  being  “.  . . close  to 
the  magnitude  of  the  risk  of  death  of 


Penicillin-induced  anaphylaxis.  . . .” 
The  authors  also  proposed  that  the 
“benefit:risk  ratio”  of  anorectics  was 
“.  . . 20:1  (280  lives  saved  as  com- 
pared with  14  deaths  caused  by  the 
drugs  per  million  person-years  of 
treatment).”  The  editorial  then  con- 
cluded by  informing  doctors:  “Al-, 
though  physicians  and  patients  need 
to  be  informed,  the  possible  risk  of 
pulmonary  hypertension  associated 
with  dexfenfluramine  is  small  and 
appears  to  be  outweighed  by  benefits 
when  the  drug  is  used  appropriately.”  | 
It  was  only  later  discovered,  but' 
not  disclosed  in  the  editorial,  that 
both  authors  of  the  editorial  had  pre- 
vious relationships  with  the  manufac- 
turers, distributors,  and/or  license 
holders  for  Pondimin  and/or  Redux. 

9.  In  a 1996  videotape  entitled  “New  Ad- 
vances in  the  Treatment  of  Obesity,” 
which  was  “made  possible  by  an  unre- 
stricted educational  grant  provided  by 
Wyeth-Ayerst  Laboratories,”  one  of 
the  authors  of  the  Texas  Medicine  arti- 
cle, Dr  Foreyt,  appears  as  a commen- 
tator. The  issue  of  PPH  is  briefly 
discussed  by  other  commentators  and 
is  variously  described  as  follows: 

• “This  risk  is  small  and  appears  to 
be  outweighed  by  its  benefits.” 

• “This  is  a very  rare  disease  and 
there  is  no  cause-effect  relation- 
ship because  we  don’t  know  the 
cause  of  primary  pulmonary  hy- 
pertension.” 

• “To  my  knowledge,  there  is  still 
only  about  40  people  in  the 
world’s  literature  who  have  been 
diagnosed  as  having  that  disease, 
possibly  related  to  pharmacologi- 
cal therapy  of  obesity.” 

• “So,  the  patient  knows  that  there’s 
a very,  very  minuscule  risk  of  tak- 
ing the  drug.” 

10.  According  to  a document  in  the 
Wyeth  files,  both  authors  of  the  re- 
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cent  Texas  Medicine  article,  Drs  Pos- 
I ton  and  Foreyt,  are  listed  as  “co-in- 
vestigators”  on  a proposed  protocol  to 
conduct  research  on  the  “anti-obesity 
drug  combination  (fenfluramine/ 
phentermine)”  in  conjunction  with 
diet,  exercise,  and  behavior  modifica- 
tion. Within  the  protocol,  the  “Poten- 
tial Risks”  of  the  “Drug  Component” 
are  described  as  follows:  “The  risks 
associated  with  fenfluramine  are 
drowsiness,  diarrhea,  and  dry  mouth. 
Other  side  effects  are  very  uncom- 
mon. The  risks  associated  with  phen- 
termine are  central  nervous  system 
stimulation,  increased  heart  rate,  and 
increased  blood  pressure.  Also,  in- 
sulin requirements  may  be  increased 
in  diabetics.” 

There  is  no  mention  or  description 
of  the  now  alleged  “known  side  ef- 
fect” of  PPH. 

11.  On  March  5,  1998,  Marc  W.  Deitch, 
MD,  the  former  senior  vice-presi- 
dent, medical  affairs  and  medical  di- 
rector, of  Wyeth-Ayerst  Laboratories, 
was  questioned  under  oath  in  a dep- 
osition on  the  subject  of  “causation” 
between  Pondimin  and  PH  and  said: 

Q.  Does  Pondimin  cause  pulmonary 
hypertension? 

A.  I don’t  know  that  there  is  any 
data  that  specifically  say  it  causes 
pulmonary  hypertension,  so  I’d 
have  to  say  no. 

12.  Finally,  an  undated  Gate  Pharma- 
ceuticals (a  distributor  of  the  Adipex 
brand  of  phentermine)  statement 
addressed  the  issue  of  PPH  and 
phentermine  as  follows:  “We  con- 
ducted a literature  search  and  did 
not  find  any  references  linking 
phentermine  and  primary  pul- 
monary hypertension.” 

Accordingly,  to  now  suggest  in  the 
year  2000  that  PPH  was  a “known  side 
effect”  of  Pondimin  during  the  time 


that  sales  of  fenfluramine  are  reported 
by  the  authors  to  have  risen  6390%  is 
simply  incorrect.  The  suggestion  of 
such  knowledge  of  PPH  by  the  average 
and  reasonable  prescribing  doctor  is 
unjustified  and  clearly  not  supported 
by  a complete  review  of  the  evidence. 

VALVULAR  HEART  DISEASE 

The  issue  of  valvular  heart  disease 
(VHD)  is  even  easier  to  address.  The 
facts  are: 

1.  There  was  never  a “Warning”  or 
even  a mention  of  VHD  in  either  the 
Pondimin  or  Redux  annual  PDR  en- 
try during  the  time  these  drugs  were 
on  the  US  market; 

2.  In  fact,  the  very  first  medical  report 
of  a possible  association  between 
any  anorectic  and  VHD  was  pub- 
lished on  August  28,  1997,  in  the 
New  England  Journal  of  Medicine 
and  entitled  “Valvular  Heart  Disease 
Associated  with  Fenfluramine-Phen- 
termine.”  The  publication  of  this  ar- 
ticle occurred  approximately  214 
weeks  before  both  Pondimin  and 
Redux,  but  not  phentermine,  were 
withdrawn  from  the  US  market. 

Therefore,  any  suggestion  that  claims 
against  physicians  or  other  health  care 
professionals  in  regard  to  VHD  have  any 
real  merit  is  simply  misguided. 

PURPORTED  “OFF-LABEL”  USE 

Equally  disturbing  and  curious  is  the  au- 
thors’ contention  that  the  prescription  of 
Pondimin  together  with  phentermine 
(“fen-phen”)  was  both  “off-label”  and  a 
potential  basis  for  a claim  of  negligence 
against  the  prescribing  doctors.  Hope- 
fully, the  use  of  the  term  “off-label”  by  the 
authors  was  nothing  more  than  a reitera- 
tion of  previous  misguided  attempts  by 
others  to  describe  the  doctors’  prescrip- 
tion of  “fen-phen”  to  obese  patients.  Re- 


gardless of  semantics,  the  use  of  the  term 
“off-label”  to  describe  a prescription  of 
“fen-phen”  is  misleading.  Our  arguments 
on  this  subject  are  many  and  are  perhaps 
best  supported  by  a July  15,  1997,  inter- 
nal memorandum  — obtained  through 
the  discovery  process  — of  Wyeth-Ayerst 
Laboratories  which  states,  in  part: 

The  use  of  the  combination  of  phen- 
termine and  fenfluramine  does  not 
constitute  off-label  use.  Physicians 
who  prescribe  the  ‘phen-fen’  combi- 
nation are  prescribing  two  separate 
drugs  for  concurrent  use.  Both  drugs 
are  indicated  for  the  short-term  use 
for  the  treatment  of  obesity  and 
both  are  used  for  their  FDA-ap- 
proved indications.  While  the  use  of 
the  two  drugs  together  is  not  ap- 
proved by  the  FDA,  they  are  being 
used  for  on-label  indications. 

Patients  can  be  on  multiple  med- 
ications for  the  treatment  of  varying 
conditions  and  all  can  be  prescribed 
for  on-label  uses.  The  fact  that  they 
are  used  in  combination  does  not 
mean  that  the  patient  has  been  pre- 
scribed drugs  off-label.  The  use  of 
phentermine  and  fenfluramine  to- 
gether does  not  constitute  an  off-la- 
bel use  (emphasis  added). 

We  would  hope  that  the  above  state- 
ment is  enough  said  on  the  subject. 

However,  if  any  further  support  is 
necessary,  perhaps  the  authors  and 
others  should  consider  the  following: 

1.  In  June  1984,  an  article  was  pub- 
lished in  the  Archives  of  Internal  Med- 
icine entitled  “A  Double-Blind 
Clinical  Trial  in  Weight  Control,  Use 
of  Fenfluramine  and  Phentermine 
Alone  and  in  Combination.”  The 
lead  author  was  Michael  Weintraub, 
MD.  The  article  reported  on  a dou- 
ble-blind, controlled  clinical  trial  of 
fen-phen  and  concluded,  “Combin- 
ing fenfluramine  and  phentermine 
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capitalized  on  their  pharmacody- 
namic differences,  resulting  in  equiv- 
alent weight  loss,  fewer  adverse 
effects,  and  better  appetite  control.” 

2.  Following  his  initial  work  of  1984, 
Dr  Weintraub  published  a series  of 
articles  in  1992  entitled  “Long-Term 
Weight  Control:  The  National  Heart, 
Lung,  and  Blood  Institute  Funded 
Multimodal  Intervention  Study.” 
The  conclusion  of  this  1992  report 
was:  “Data  from  this  National  Heart, 
Lung,  and  Blood  Institute  long-term 
weight  control  study  of  anorexiant 
medications  as  part  of  a multi- 
modal, long-term  weight  control  in- 
tervention led  to  a number  of 
conclusions.  The  most  important  is 
that  anorexiant  medications  do  help 
many  people  lose  weight  and  main- 
tain the  weight  loss.  The  medica- 
tions retain  their  effects  in  some 
people  for  more  than  3i4  years  with- 
out serious  adverse  effects.” 

3.  Neither  of  Dr.  Weintraub’s  studies 
reported  PPH  or  VHD  as  “side  ef- 
fects” of  fen-phen. 

4.  Through  1997,  there  was  never  a 
statement  in  the  “Contraindications” 
or  “Drug  Interactions”  sections  of 
the  Pondimin  PDR  entry  that  the 
prescription  of  Pondimin  with  phen- 
termine  had  resulted  in  the  increase 
of  any  adverse  health  effect  or  that 
such  prescribed  use  was  in  any  way 
contraindicated  or  discouraged  by 
the  manufacturer. 

5.  Dr  Foreyt  himself  appears  on  the 
1996  videotape  supported  by  a 
Wyeth- Ayerst  grant  entitled  “New 
Advances  in  the  Treatment  of  Obe- 
sity” and  states:  “In  our  experience 
here  at  Baylor,  we’re  using  the  com- 
bination of  fenfluramine-phenter- 
mine,  the  fen-phen  formula.  We’re 
also  using  dexfenfluramine.  Both 
approaches  work  very,  very  well.” 

The  above  facts  only  scratch  the  sur- 
face. We  hope  that  the  authors  and  oth- 


ers would  agree  that  these  facts  should 
be  considered  before  one  reaches  un- 
justified conclusions  about  claims 
against  doctors  in  regard  to  purported 
“off-label”  use. 

MEDICAL  CAUSATION 

Importantly,  after  a rather  detailed 
analysis,  the  authors  conclude  on  page 
54:  “The  use  of  fenfluramine  or  dexfen- 
fluramine has  been  reasonably  estab- 
lished as  a risk  factor  for  PPH  and 
VHD.” 

As  we  are  not  physicians  or  re- 
searchers, we  will  not  debate  these 
conclusions.  However,  while  this  new 
conclusion  is  helpful,  it  is  also  very  late 
in  coming.  One  of  the  greatest  mistakes 
one  can  make  in  evaluating  a claim  of 
alleged  medical  negligence  is  to  view 
that  claim  in  “hindsight.”  The  use  of  a 
“retro-spectoscope,”  while  almost  al- 
ways producing  20/20  vision,  is  not  a 
legally  permissible  nor  an  appropriate 
method  by  which  to  judge  doctors’  con- 
duct at  the  time  medical  treatment  was 
rendered.  Hopefully,  the  readers  of 
your  journal  will  recognize  that  any  at- 
tempt to  transfer  today’s  knowledge 
backward  in  time  is  entirely  inappro- 
priate. In  short.  Dr  Poston  and  Dr 
Foreyt’s  year  2000  conclusions  are  of 
no  help  to  the  doctors  and  patients 
who  prescribed  and  used  the  medica- 
tions in  the  mid-1990s. 

LAWSUITS 

Perhaps  the  greatest  confusion  created 
by  the  recent  publication  by  Drs  Poston 
and  Foreyt  are  their  untrained  state- 
ments about  the  potential  for  liability  of 
physicians  as  opposed  to  the  manufac- 
turers. At  this  juncture,  we  cannot 
imagine  that  there  could  be  a real  de- 
bate on  this  subject.  One  only  needs  to 
read  the  daily  newspapers  that  have  re- 
ported the  jury  verdicts  and  settlements 
by  the  manufacturer  (including  a pro- 


posed multibillion-dollar  settlement  in 
the  federal  proceedings  pending  in 
Philadelphia)  to  objectively  conclude 
that  the  analysis  of  the  authors  con- 
cerning legal  liability  is  erroneous. 

CONCLUSION 

In  conclusion,  we  have  other  differ- 
ences with  the  statements  and  opinions 
expressed  by  Drs  Poston  and  Foreyt  in 
Texas  Medicine.  However,  time,  space, 
and  practicality  do  not  lend  themselves 
to  any  further  debate  in  this  forum. 
While  “Scientific  and  Legal  Issues  in 
Fenfluramine  and  Dexfenfluramine  Lit- 
igation” can  be  appreciated  for  its  out- 
line of  the  new  medical  studies,  it 
certainly  should  not  be  taken  as  an  ac- 
curate analysis  of  the  legal  issues  in- 
volved in  claims  against  doctors.  We 
hope  that  the  readers  of  Texas  Medicine 
heed  the  authors’  own  “Acknowledg- 
ments” statement  that  their  article 
“should  not  be  construed  as  legal  opin- 
ion, counsel,  or  advice.”  In  that,  the  au- 
thors are  entirely  correct. 


Mr  Allen  and  Mr  Henderson  are  partners  in  the 
law  firm  of  Cruse,  Scott,  Henderson  and  Allen  in 
Houston. 
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Texas  Physicians’  Directory 


Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(981)  608-8658;  Fax  (981)  608-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  510 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Texas  Physicians’  Directory 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 

James  R.  Sackett,  MD 

Robert  D.  Vandermeer,  MD 

Daniel  E.  Cooper,  MD 

R.  Stephen  Curtis,  MD 

Paul  C.  Peters,  Jr.,  MD 

William  A.  Bruck,  MD 

Andrew  B.  Dossett,  MD 

W.Z.  Burkhead,  Jr.,  MD 

Eugene  E.  Curry,  MD 

Richard  D.  Schubert,  MD 

Mark  D.  Miller,  MD 

John  A.  Baker,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 

John  B.  Gunn,  MD 

Kurt  W.  Rathjen,  MD 

Huntly  G.  Chapman,  MD 

Craig  C.  Callewart,  MD 

Phillip  E.  Hansen,  MD 

Kenneth  A.  Stephenson,  MD 

James  M.  Lancaster,  MD 

Robert  G.  Viere,  MD 

James  W.  Brodsky,  MD 

Thomas  C.  Diliberti,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 

Dallas,  Texas  75230;  (972)  556-7010 

THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA 

Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 

William  D.  Lowe,  MD,  PA 

Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Oewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 
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Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
. LDR  and  outpatient  HDR  (Solectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


! DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
I should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
■ St,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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OPPORTUNITIES 

AVAILABLE 

Emergency  Medicine 


NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presbyterian, 
Harris  Methodist,  Trinity  Mother  Frances,  and 
other  leading  health  systems.  A variety  of 
opportunities  are  available  in  rural,  suburban, 
urban,  trauma,  and  teaching  hospitals.  Annual 
patient  volumes  range  from  n,000-?S,000. 
Additional  positions  in  direct  care  and 
occupational  medicine.  Phy.sicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  group.  Contact  Diane  Hoffmann: 

Emergency  Medicine  Consultants,  Ltd. 

6451  Brvntii'ood  Stair  Road,  Suite  200,  R>rt  Worth,  TX  76112 
(888)  56)2-7911,  (817)  496-9700;  Fax  (817)  496-9889; 

Fmail:  dkmeF.MC@aol.  com 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


Family/General  Practice 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Clinic  in  Colorado — J1  visa  doctor  welcome  to 
apply.  Need  doctor  to  do  primary  care  and  OB/GYN. 
Salary  plus  benefits  and  incentive.  Please  call  for 
more  information,  (800)  460-8159. 

FAMILY  MEDICINE/OCCUPATIONAL— 
AUSTIN.  Long  established  practice  available 
immediately  for  capable  physician(s).  Fax  CV  to 
(512)  835-8847;  call  (512)  263-2576; 
mopacmed@texas.net;  page  (512)  470-1966. 


Fellowship  in  Rural  Family  Practice  Mater- 
nity Care.  The  Department  of  Family  Medicine  at 
the  University  of  Texas  Medical  Branch  at  Galveston 
announces  available  positions  in  a twelve-month 
fellowship  in  advanced  obstetrics.  Applicants  must 
have  completed  an  approved  Family  Practice  Resi- 
dency and  be  eligible  for  licensure  in  Texas.  Train- 
ing is  designed  to  prepare  family  physicians  for 
rural  practice,  including  operative  obstetrics  and 
tubal  ligations.  Proficiency  in  cesarean  section  and 
the  management  of  complicated  obstetrics  in  collab- 
oration with  off-site  consultants  form  the  core  expe- 
rience. Regular  exposure  to  rural  experience  and 
training  in  neonatal  care  are  complemented  by  elec- 
tives in  gynecological  procedures,  adult  and  pedi- 
atric critical  care,  community  oriented  primary  care, 
and  other  areas  dictated  by  the  individual  needs  of 
the  fellow.  Applicants  should  respond  with  a letter 
of  interest  and  curriculum  vitae  to  the  address 
below:  Lisa  R.  Nash,  DO,  Fellowship  Director,  The 
University  of  Texas  Medical  Branch,  Department  of 
Family  Medicine,  301  University  Blvd.,  Galveston, 
Texas  77555-1123.  E-mail:  lrnash@utmb.edu 
Fax:  (409)  772-0497.  UTMB  is  an  EO/AA  employer 
M/F/D/V.  UTMB  is  a smoke  free/drug  free  work- 
place. UTMB  only  hires  individuals  authorized  to 
work  in  the  United  States. 


Locum  Tenens 


Inf  ^iiii 


P H Y S I C I A N S 


Time  for 
a Change? 


» Locum  Tenens 
Opportunities 
Await 


As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
_ the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 


Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.com 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Abell  at  (972)  255-5533  or  (888)  K 
CLINIC. 

Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact ; 
I Lisa  Abell  at  (972)  255-5533  or  (888)  K CLINIC. 
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Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  „ . . 

Houston,  TX  77242-23 1 4 i 
FAX  281 -493-2234  & Associates 


Urgent  Care  Practice  seeks  PT/FT  BE  or  BC  pri- 
mary care  physician  for  new  privately  owned  office 
in  Denton,  Texas.  Fax  CV  to  (940)  383-3815. 

Part-time  services  of  physician  needed  one 

day  a week  for  light  physicals  in  North  Dallas  clinic. 
Great  pay,  no  nights  or  weekends,  low  stress, 
friendly  staff.  Call  (972)  727-2800. 

Physician  Needed,  Full  Time  Position,  Com- 
petitive Salary/Benefits.  Established  practice  in 
Greater  Houston  Metropolitan  area  is  expanding  to 
two  physicians.  Become  a part  of  this  exciting  new 
team.  Comparable  hours,  few  weekends  with  mini- 
mum call.  Call  Corporate  Medical  Director  Rahn  K. 
Bailey,  MD,  at  (281)  260-0799  or  fax  resume  to 
(281)  260-0527.  Continuum  Healthcare  System, 

Inc.  “Where  Life  Gets  Better” 

College  Health — Midwestern  State  University 
invites  applications  for  a full-time  position  of  physi- 
cian in  our  student  health  center.  Physicians  with  an 
interest  in  adolescent/young  adult  medicine  wish- 
ing to  join  a college  health  setting  are  encouraged 
to  apply.  Applicant  must  be  licensed  to  practice 
medicine  in  the  State  of  Texas,  or  eligible  for  licen- 
sure in  the  State  of  Texas.  Board  certification/eligi- 
bility in  family  practice,  internal  medicine,  gynecol- 
ogy, or  pediatrics  is  preferred.  Previous  experience 
as  a practicing  physician  in  a primary  care  setting 
with  adolescents/young  adults  is  desired.  Compen- 
sation includes  an  extensive  benefits  package 
including  comprehensive  medical,  retirement  plan, 
vacation,  sick  leave,  holiday  pay,  malpractice  cover- 
age, continuing  medical  education  funding,  and  a 
competitive  salary.  Midwestern  State  University  is 
an  Equal  Opportunity/ Affirmative  Action  Institu- 
tion. To  apply,  interested  persons  should  send  cur- 
riculum vitae  and  letter  of  interest  to:  Dr.  Howard 
Farrell,  Vice  President,  Student  and  Administrative 
Services,  Midwestern  State  University,  3410  Taft 
Blvd.,  Wichita  Falls,  Texas  76308-2095;  telephone 
(940)  397-4728;  fax  (940)  397-4814. 


Methodist 

Hospitals  of  Dallas 

Methodist  Medical  Center  (MMC), 
one  of  Dallas'  oldest  and  largest  not- 
for-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Cardiology  - MMC  &.  CMH 

• Hematology/Oncology  - MMC 

• Otolaryngology  - CMH 

• Physical  Medicine  & Rehab  — MMC 

• Pulmonology  - CMH 

• Family  Practice  - MFHC 

• Rheumatology  - MMC 

• Perinatology 

For  information  or  to  apply, 
contact  Susan  Coghurn: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancogburn@mhd.com 
PO.  Box  655999 
Dallas,  TX  75265-5999 


Physician  Needed,  Full  Time  Position,  Com- 
petitive Salary/Benefits.  New  Outpatient/Walk- 
in  clinic  in  suburban  Northeast  Houston  community. 
Join  an  energetic,  exciting  new  team.  Comparable 
hours,  few  weekends  with  minimum  call.  Call  Cor- 
porate Medical  Director  Rahn  K.  Bailey,  MD,  at 
(281)  260-0799  or  fax  resume  to  (281)  260-0527. 
Continuum  Healthcare  System,  Inc.  “Where  Life 
Gets  Better” 


Psychiatry 


Psychiatrist  Position  Available 

Private  practice  opportunity  affiliated 
with  existing  counseling  center  and 
hospital  program.  Geriatric  specialist 
preferred.  Excellent  economic  package. 
Contact  Lois  McCallister,  New  Day  @ 
Tomball  Hospital.  Call  (281)  351-3871 
or  e-mail  to  ndtompm@ACS4.com. 


FOR  SALE  OR  LEASE 
Equipment 

For  Sale;  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 

Office  Space 


Medical  Office 

Approximately  1,800  sq.  ft.  is  available  for  lease 
or  sublease  in  Sugar  Land.  Easy  access  to  Hwy 
59.  Next  to  Sugar  Land  Diagnostic  Center. 

For  more  information  contact  Dina  at 

(281)  491  6808 


M D/PhD?  Looking  to  downsize/share  office  space 
in  centrally  located,  prestigious  Austin  practice?  370 
sq.  ft.  Seton  Medical  Park  Tower  available  immedi- 
ately. For  information  call  (512)  467-7877. 

Austin-Cedar  Park  Family  Medical  building 

equipped,  3,900  sq.  ft.  In  the  heart  of  major  popula- 
tion area.  Jerry  Sisemore  (512)  267-7772; 
www.highlandlakes-realtors.com 
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Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demograph- 
ics available.  Practice  has  been  open  for  9 years. 
Local  hospitals  equipped  with  phaco  and  micro- 
scopes. 

For  information,  fax  (281)  242-3397. 

Pediatric  Practice  For  Sale — One  or  two 

pediatricians,  Texas-licensed,  with  narcotics 
license,  needed  to  assume  busy,  well  established 
pediatric  private  practice  located  in  St.  Paul  Pro- 
fessional Building  connected  to  St.  Paul  Hospital, 
one  mile  from  Childrens  Medical  Center  of  Dal- 
las. Has  all  the  advantages  of  a big  cultural  city 
and  use  of  superb  medical  school  and  in  walking 
distance  to  see  newborns.  Call  owner  at  (214) 
879-3985. 

LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Daiias  County 
Criminai  Bar  Association  - Voted  "Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 31 

Air  Force  Health  14* 

All-Med  Services 141 

Autoflex  Leasing  Inc Inside  Front  Cover' 

Clinic  Pro  Software 32j! 

Cockrell  & Associates 151 

Cunningham  Group 12| 

D.  Merriwether  & Associates 10 

Frost  National  Bank  6 

Physician’s  News  Digest 56 

Scott  & White  Back  Cover 

Searle  Pharmaceutical 7,8 

Sharp  & Cohos,  PC  51 

Stonefield  Group 16 

Superior  Leasing 5 

TIAA-CREF  1 

Texas  Children’s  Hospital 22 

Texas  Medical  Association 

Physician  Services 17 

Resident  & Fellows  Section 44 

Texas  Medical  Association 

Insurance  Trust 45 

Texas  Medical  Liability 

Trust  Inside  Back  Cover 

US  Physical  Therapy 51 

University  Health  System  25 

Woodway  Financial  Advisors 15 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  serv-j 
ice  involved.  ' 


HEAiTH  Care  utigation 


Restraint  of  Trade  Litigation 
Peer  Review  Defense 
Licensure  Hearings 
Medicare  S Medicaid  Compliance 
Sale  8 Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 
Perry-Miller  8 Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

‘Not  certified  by  the  Board  of 
Legal  Specialization  by  choice 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 
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Educational  Opportunities 


I 


ULTRASOUND  EDUCATION  I 



Carotid  Duptex/Color 

May  4-6 

Introduction  to  PV 

July  28-29 

Vascular  A ccreditation 

Aug.  5 

Emergency  Medicine 

July  20-22 

Abdominal  (5  Day) 

June  5-9 

OB/GYN  (5  Day) 

June  12-16 

Prostate 

t 

Aug.  12 

Musculoskeletal 

June  24-25 

Family  Practice 

May  18-20 

1 Echo/Cardiac  Doppler 

May  8-15 

f Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/ or  a 
tree  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 

www.aheconline.cam 

Texas  Transplantation  Society,  12th  Annual 
Meeting,  Lakeway  Inn,  Austin,  June  22-25,  2000. 
Three  days  of  cutting-edge  medical  education  for 
physicians,  scientists,  transplant  coordinators, 
nurses,  and  HLA  laboratory  personnel.  Keynote 
speakers:  Mohammed  Sayegh,  MD,  of  Harvard 
I University  and  Michael  Cecka,  PhD,  of  UCLA.  For 
a free  brochure,  contact  Laurie  Reece,  (800)  880- 
1300,  ext.  1512,  or  e-mail  laurie_r@texmed.org 


TexasMedicine 


Don’t  miss  one  word 
of  the  June  issue 
of  Texas  Medicine. 


WE’LL.  Explore: 


Tobacco  lawsuit  settlement 
Charity  care  liability 
TMA’s  new  president 

For  more  information,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383.  or  (512)  370-1383. 

or  e-mail  larryja  @ texmed.  org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 


2Sth  Annual  Meeting 

of  the  Texas  Society  for  Gastroenterology  & Endoscopy 

September  15-17,2000 
Hyatt  Regency  Riverwalk  • San  Antonio, Texas 

Topics  include:  Review  and  Update  on  Colitides,  Management  of  the  Patient  with  Pancre- 
atitis, Newer  Modalities  of  Endoscopic  Treatments,  Gl  Imaging  Techniques,  Update  on  Endo- 
scopic Suturing  Device,  and  Newer  Therapies  for  IBS.  Plus,  there  will  be  a review  on  Oral 
Cutaneous  Lesions  in  the  Gl  Patient,  Management  of  Perianal  Disease,  and  Selection  of  the 
Appropriate  Antibiotic  - issues  that  are  often  challenging  to  all  of  us. 

Brochures  will  be  available  soon;  to  pre-register,  call  (512)  370-1533. 

For  more  information  visit  our  Web  site  at  www.tsge.org 
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Call  TM  A at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


May  25-28,  2000 
Tex  Med  2000 

Rivercenter  and  Convention  Center 


September  15-16,  2000 

TMA  Summit  2000:  Advocacy,  Policy, 

Professionalism 


San  Antonio 

Renaissance  Austin  Hotel 

May  2000 

May  2 

McAllen 

ICD/CPT  Coding:  Beyond  the  Basics 

May  3 

Corpus  Christ! 

Children’s  Health  Insurance  Seminar 

May  3 

Houston 

Coding:  Beyond  the  Basics 

May  4 

Fort  Worth 

Hassle  Factor  Seminar 

May  4 

Corpus  Christi 

Coding:  Beyond  the  Basics 

May  5-6 

College  Station 

Communication  in  the  Age  of  Managed  Care 

May  6 

Houston 

Cancer  Control  in  Special  Populations 

May  16 

Austin 

Coding:  Beyond  the  Basics 

May  17 

Fort  Worth 

Coding:  Beyond  the  Basics 

May  18 

San  Antonio 

Coding:  Beyond  the  Basics 

May  27 

San  Antonio 

Cancer:  What  Primary  Care  Physicians  Need  to  Know 

May  31 

Amarillo 

Coding:  Beyond  the  Basics 

June  2000 

June  1 

Port  Aransas 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  2 

El  Paso 

Coding:  Beyond  the  Basics 

June  6 

Austin 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  6 

Lufkin 

POEP:  Lung  and  Colon  Cancers 

June  15 

Dallas 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  24 

South  Padre  Island 

Pediatric  Practice  Forum 
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The  fight  to  protect  your  professional  reputation  And  we  have  an  enviable,  long  term  track 
is  a medical  emergency  few  physicians  are  record  of  success  in  the  courtroom.  Skilled 
prepared  to  handle.  Increasing  medical  law  firms  and  TMLT  claim  professionals  guide 
liability  claims  frequency  and  severity  in  Texas  you  personally  through  each  step  of  the  legal 


rMlT 


are  raising  your  chances  of  a costly  court- 
room appearance  that  will  take  time  away 
from  your  patients  and  family. 

An  experienced  ally  can  make  the  critical 
difference.  TMLT  has  closed  over  21,000 
claims  during  the  twenty  years  we  have  been 
defending  Texas  physicians. 

Texas  Medical  Liability  Trust  ‘Austin,  Texas  • 800‘580*8658  • 


process.  Because  TMLT  is  Texas-based,  we 
know  the  Texas  legal  environment  and  Texas 
trial  venues.  This  is  an  advantage  out-of-state 
carriers  just  don't  have. 

If  you  were  facing  a lawsuit,  wouldn't  you 
want  a TMLT  claim  professional  beside  you 
in  the  courtroom? 

Choose  the  best  defense, 
^.tmltorg  Choose  TMLT. 


SCOTT  & WHITE 


6th  Annual  Santa  Fe 
Symposium  In 
Anesthesiology 
June  22-24,  2000 

The  program  is  designed  to  provide 
the  practicing  anesthesiologist/  CRNA 
with  current  information  regarding 
efficient  pharmaceutical  utilization  and 
the  use  of  the  electronic  medical 
record.  In  addition,  the  use  of  the  MD 
report  card,  cardiovascular  monitoring 
and  M&M  will  be  presented.  Legal 
issues  involving  expert  witness  testi- 
mony and  liability  will  also  be  covered. 

Continuing  Education  Credit:  Scott  and  White  designates 
this  continuing  medical  education  activity  for  14  credit 
hours  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. This  offering 
is  approved  for  14  CE  credits  for  Nurse  Anesthetists. 


Internal  Medicine 
Review  for  the  Primary 
Care  Provider 
July  24-28,  2000 

The  program  is  designed  to  pro- 
vide the  primary  care  physicians 
assistant,  nurse  and  the  advanced 
nurse  practitioner  with  informa- 
tion directly  applicable  to  daily 
patient  care.  Emphasis  will  be 
placed  on  the  pertinent  and  prac- 
tical aspects  of  patient  care  and  the  problems  encountered  in 
both  the  in-patient  and  out-patient  settings. 

Continuing  Education  Credit:  Scott  and  White  designates 
this  continuing  medical  education  activity  for  25  credit  hours 
in  Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.This  program  has  been 
reviewed  and  is  acceptable  for  25  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 


“"MS: 

Scott  & White 
6th  Annual 

Santa  Fe 
Symposium 

In  Anesthesiology 

June  22  - 24.  2000 
IlUton  of  Santa  Fe 
Santa  Fe,  New  Mexico 
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Nineteenth  Annual 

INTERNAL  MEDICINE 
lEVlEW 

for  the 
Prin  v Care  Provider 


lort  South  Padre  Island 
Soothj|*adre  Island,  Texas 

iuhr  » >-28.  2000 
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Accreditation:  Scott  and  White  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education 

to  provide  continuing  medical  education  for  physicians. 


Upcoming  CME  Courses 

June  18-24  The  Female  Patient  with  Optional  Day  Radisson  Resort,  South  Padre  Island, TX 

on  the  Male  Patient 


Foot  Care  Symposium  Hyatt  Regency  Hill  Country  Resort 

San  Antonio, TX 

Issues  in  Pediatrics  for  the  Primary'  Care  Physician  Antler’s  Adams  Mark  Hotel 

Colorado  Springs,  CO 

For  Information/Registration: 

Scott  & Wijite  Continuing  Medical  Education,  2401  South  31st  Street,  Temple,  TX  76508;  1-800-724-7280 


July  13  15 
July  13-15 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  Appointments  (800)  792-3710 

Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 
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At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

^l/|^hether  it's  a Mercedes  8500  or  8430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  ^^hard  to  find''  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 
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TexasMedical 

Association 


1*888«234*1234 


Today... 
Tomorrow... 
The  next  day. 


You  never  know  when  if  s your  last  chance 
to  protect  their  future  financial  security. 


Do  it  right. 


TMAIT 

Level 

Premium 

Level 

Term  Life 

Insurance 


■ Up  to 

$10,000,000 

in  coverage 

■ Benefits 

don’t  decrease 

■ Rates 

don’t  increase 

■ Affordable 
group  rates 


Don’t  put  it  off... 

Call  TMAIT  for  more 
information: 

1 800-880-8181 

Dept.  2206 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Association 


Endorsed  by 
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Cover  Story 

Spending  Big  Tobacco’s  money 

Texas  got  quite  a windfall  when  it  settled  its  lawsuit  against  the  tobacco  industry 
a couple  of  years  ago.  With  the  exception  of  a few  scattered  local  projects  like 
road  paving  and  courthouse  remodeling,  the  money  is  being  used  for  all  sorts  of 
health  care-related  endeavors.  That’s  the  good  news.  The  bad  news  is  that  spend- 
ing for  smoking  prevention  in  Texas  is  running  way  behind  the  other  states. 

By  Johanna  Franke 

40 

Photograph  by  David  Omer 


Departments 
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Keeping  HMOs  solvent  • Internet  health  security  • PHR  courses  • TMA  Summit 
2000  • Physician  job  fair  • Decoding  the  genes  • Fatherhood  initiative  • Project 
WATCH  videos  • Fighting  malnutrition  • PubMed  and  you  • HeartCare  hospitals 
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Texas  Medicine 

Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  theTexas  Medical  Association. 

Critical  Objectives: 

1. To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  theTexas  Medical  Association. 
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Nutritional  rickets  still  afflict  children  in  North  Texas  64 

By  Mehul  Shah,  MD;  Nina  Salhab,  MS,  RD/LD; 

Diane  Patterson,  RN;  Mouin  G.  Seikaly,  MD 

Prevalence  of  dyslexia  among  Texas  prison  inmates  69 

By  Kathryn  C.  Moody,  EdD;  Charles  E,  Holzer  III,  PhD; 

Mary  J.  Roman,  PhD;  Katherine  A.  Paulsen,  MPH; 

Daniel  H.  Freeman,  PhD;  Marjie  Haynes;  Thomas  N.  James,  MD 

Commentary:  Dyslexia  and  criminal  behavior  76 

By  Curtis  Prout,  MD 
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Legislative  Affairs 

The  Aetna  deal  34 

That  much-ballyhooed  agreement  between  the  Texas  Attorney  General’s  Office  and 
Aetna  to  settle  the  state’s  lawsuit  against  the  company  over  allegations  that  it  used 
financial  incentives  to  limit  patient  care  seemed  like  a good  deal  when  it  was  an- 
nounced in  April.  But  after  closely  studying  the  document,  TMA,  AMA,  and  other 
health  care  experts  say  it  has  several  shortcomings. 

By  Ken  Ortolon 

Medical  Economics 

Discharge  data  50 

Like  it  or  not,  the  Texas  Health  Care  Information  Council  will  begin  releasing  hos- 
pital discharge  data  in  December,  and  the  information  could  easily  be  misinter- 
preted by  the  news  media  and  the  public.  Now  is  the  time  for  physicians  to  help 
[ make  sure  the  data  are  of  good  quality  and  are  not  misused. 

I By  Johanna  Franke 

i 

Medical  Education 

Unionizing  residents  56 

The  National  Labor  Relations  Board’s  decision  to  classify  residents  in  private  hos- 
pitals as  employees  instead  of  students  may  make  collective  bargaining  by  resi- 
dents easier  and  have  a profound  impact  on  their  relationship  with  hospital 
administrators. 

By  Vicky  Shalini  Mukhi 

Law 

Good  Samaritans  60 

State  and  federal  laws  limit  physicians’  liability  when  providing  volunteer  charity 
care,  but,  as  usual,  there  are  some  strict  rules  that  need  to  be  followed.  TMA’s  sen- 
ior counsel  reviews  the  laws  and  the  requirements  they  impose. 

By  C.  J.  Francisco,  JD 
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The  Big  Picture 

Emerging  from  a lava  tube  on  the  Galapagos  Islands,  by  Alan  Northcutt,  MD,  Waco 

If  you  would  like  to  submit  a photograph  forThe  Big  Picture,  please  send  it  to  Larry  BeSaw,  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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OCCASIONALLY  WE 
MUST  MAKE  DECISIONS 
REGARDING  OUR 
GOLF  GAME 


PLAY...OR  SIT  IT  OUT  AT  A CAR  DEALERSHIP? 


Not  interested  in  wasting  the  next  4 hours  of  your  life  at  a car 
dealership?  Lucky  for  you,  we  can  get  you  any  make,  any  model, 
any  time.  In  most  cases  the  next  day.  We’ll  even  deliver  your 
new  car  or  truck  to  your  front  door. 


Managing  Director  • Medical  Division 
TOM  KIGHT  ext.  222 


Assisting  Agents 
KRIS  TATE  ext.  232 
JOHNATHAN  PECK  ext.  235 
FRANK  VENTURE  ext.  241 


GALL  T 

8QQ-9e 


Proud  to  be  one  of  the  largest 
auto  groups  in  the  U.S. 

A Van  Tuyl  Company 


www.superiorLeasing.com 


2000  SuptM'ior  Leasing 


Clueless  about 
finding  one  hour 

of  ethics  CNE? 

It's  no  mystery  - contact  TMA  Library! 

To  order  a copy  ofTMA  Library ’s  Medical  Ethics 
and  Professionalism  module,  call  (800)  880-1300, 
ext.  1 542,  or  (5 1 2)  370- 1 542,  or  fax  (5 1 2)  370- 1 634, 
or  e-mail:  tma_library@texmed.org,  or  visit TMA’s 
Web  site  at  wvvw.texmed.org  for  an  online  version. 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  you  ivith  the 
solutions  to  your  medical  malpractice  insurance  problems. 


W e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 

For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 

Announcement! 

New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 


Editor’s 

Note 


If  you’re  wondering  where  all  that 
money  Texas  received  in  the  first  in- 
stallment of  payments  from  settle- 
ment of  the  lawsuit  against  the 
tobacco  industry  went,  this  month’s 
issue  of  Texas  Medicine  should  answer 
many  of  your  questions. 

As  Associate  Editor  Johanna  Franke 
reports  in  her  last  cover  story  (she’s 
joined  the  ranks  of  drkoop.com  and  we 
wish  her  well),  the  money  is  being  used 
for  a wide  variety  of  health  care-related 
initiatives.  Oh,  there  are  some  counties 
using  their  share  for  things  like  paving 
roads,  renovating  office  space,  and  re- 
modeling courthouses,  but  most  of  the 
money  seems  to  have  been  put  to  good 
use.  Except  in  the  area  of  prevention, 
where  Texas  ranks  dead  last. 

Be  sure  to  check  out  Associate  Edi- 
tor Ken  Ortolon’s  story  in  the  Legisla- 
tive Affairs  section  on  the  attorney 
general’s  settlement  of  the  lawsuit 
against  Aetna  for  not  following  state 
laws  that  ban  financial  incentives  that  I 
limit  medically  necessary  care.  The  set- 
tlement was  hailed  as  a landmark 
agreement  when  it  was  announced  in 
April,  but  Ken  reports  there  are  some 
serious  questions  about  whether  it  re- 
ally is  a good  deal. 

And,  if  you’re  considering  volunteer- 
ing at  a clinic  to  provide  charity  care  for 
poor  patients  but  are  worried  about  po- 
tential legal  liability,  or  wondering 
what  might  happen  if  you  run  across  an 
accident,  the  Law  section  has  some  in- 
formation that  should  put  your  mind  at 
ease.  TMA  Senior  Counsel  C.  J.  Fran- 
cisco, JD,  examines  state  and  federal 
Good  Samaritan  laws  and  tells  you 
what  you  have  to  do  to  protect  yourself. 


Editor 
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MILLIONS 
HAVE  ALREADY 
DISCOVERED 


* 


(CELECOXIB  CAPSULES) 


100  mg 


200  mg 


lost  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
md  were  generally  mild  to  moderate. 

lELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity 
0 celecoxib,  who  have  demonstrated  allergic-type  reaaions 
0 sulfonamides,  and  who  have  experienced  asthma, 
irticaria,  or  allergic-type  reactions  after  taking  aspirin 
)r  other  NSAIDs. 


>erious  Gl  toxicity  can  occur  with  or  without 
earning  symptoms  in  patients  treated 
NSAIDs. 


NMS  America.  National  Prescription 
j Audit.  July,  1999. 

feose  see  brief  summary 
^ prescribing  information 
(in  the  adjacent  page. 


I 1999  Searle 

SEARLE 


OA:  the  convenience  of  qd...the  option  of  bid 

RA:  the  flexibility  of  100  mg  to  200  mg  bid 

OA 

RA 

(adult) 

200  mg  qd  OR  1 00  mg  bid 

1 00  mg  bid  TO  200  mg  bid 

Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY — CELEBREX’^'^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma), 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation;  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  C^LINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs.  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as;  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions;  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease;  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy;  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General;  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0,3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e  g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease), 
Hematological  Effects;  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  Celebrex  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
Celebrex  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema;  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma;  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions;  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  Celebrex  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility; 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
1 1-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy;  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  ^150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24).  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  ^30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  ^50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery;  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use;  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers, 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  $2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4,1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2®/o,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain.  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SCOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased.  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia,  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality;  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
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vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
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The  threat  is  real 


In  the  March  2000  issue  of  Texas  Med- 
icine, your  associate  editor  Johanna 
Franke  and  Texas  Department  of 
Health  epidemiologist  Dr  Dennis  Per- 
rotta  wrote  about  the  realities  of  bio- 
logic terrorism.  (See  “A  New  War,”  pp 
32-39  and  “It  Could  Happen  Here,” 


p 36.)  I would  like  to  applaud  their  ef- 
forts for  commenting  on  this  topic.  With 
the  worldwide  diffusion  of  technology 
and  the  increase  in  state  sponsorship  for 
terrorists,  there  is  a real  possibility  that 
the  events  witnessed  in  Tokyo  could  be 
re-created  in  the  United  States. 

Although  multiple  articles  and  even 
entire  journals  (August  6,  1997,  JAMA) 
have  been  published  recently  on  chemical 
or  biological  terrorism,  many  physicians 
still  have  not  recognized  the  importance 
of  this  subject.  In  1970,  the  World  Health 
Organization  performed  a study  that  esti- 
mated the  effects  of  an  attack  involving 
aerosolized  B anthracis.  It  concluded  that 


if  50  kg  of  this  agent  was  dispersed  under 
ideal  conditions  near  a population  center 
of  500,000,  it  could  result  in  125,000 
deaths.  To  complicate  this  further,  the 
means  for  coordination  among  federal, 
state,  and  local  authorities  currently  have 
not  been  established,  and  frontline  emer- 
gency personnel  are  not  properly 
equipped  to  meet  this  challenge. 


The  threat  of  biologic  terrorism  is 
real.  Production  of  these  agents  requires 
only  a moderate  amount  of  space  and 
probably  a graduate-level  education  in 
chemistry  or  biology.  It  has  been  esti- 
mated that  the  technical  skills  and 
equipment  necessary  to  isolate  and  pro- 
duce biologic  agents  is  equivalent  to 
those  needed  to  refine  heroin.  It  would 
only  take  motivation  and  a minimal 
amount  of  effort  to  replace  the  explo- 
sives found  in  the  World  Trade  Center, 
the  Oklahoma  City  federal  building,  or 
Atlanta’s  Centennial  Park  with  a bio- 
logic agent.  In  such  an  event,  the  med- 
ical system  would  be  overwhelmed. 


The  sarin  gas  released  in  the  Tokyo 
subway  was  50%  pure  and  deployed  in- 
effectively, yet  it  caused  5,510  people  to 
seek  medical  attention.  The  majority  of 
these  individuals  were  not  decontami- 
nated and  most,  approximately  75%, 
had  limited  or  no  exposure  history. 

Clearly,  physicians  using  standard 
precautions  can  make  considerable  im- 
pact in  the  event  of  such  a calamity. 
Simple  triage  and  decontamination 
provided  by  frontline  health  care  pro- 
fessionals could  help  prevent  the  med- 
ical system  from  being  overrun.  Still, 
more  should  be  done  to  prepare. 

Efforts  to  keep  this  topic  open  for 
discussion  should  be  supported  as  they 
can  only  help  in  the  development  of 
long-range  plans  to  treat  the  thousands 
of  patients  who  have  the  potential  to 
be  affected. 

Chris  A.  Clark,  MD,  CPT-MC 

Department  of  Family  Medicine 
Martin  Army  Community  Hospital 
Fort  Benning,  Ga 

Society  of  Jesus,  not  Jesuits 


During  the  many  years  that  I 
served  as  a delegate  from  El  Paso 
to  the  Texas  Medical  Association, 
I enjoyed  working  with  Dr  Mil- 
ton  Davis.  His  wit  and  intelli- 
gence were  an  inspiration  to  us  West 
Texans.  I hesitate  to  correct  Milton 
Davis  in  any  way,  but  his  reference  in 
the  April  2000  issue  of  Texas  Medicine 
to  the  “Society  of  Jesuits”  needs  some 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  editor  and  editorial  advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of  the  Texas 
Medical  Association. 
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clarification.  (See  “It  Is  Worth  the  Ef- 
fort,” pp  14-15.) 

Inigo  de  Loyola  (St  Ignatius  of  Loy- 
ola), a Basque  Roman  Catholic  priest, 
founded  the  religious  order  called  the 
“Society  of  Jesus”  in  the  16th  century. 
Its  members  have  been  called  Jesuits 
since  then. 

This  in  no  way  will  detract  from  his 
message,  “It’s  worth  the  effort.”  Our 
younger  colleagues  need  to  get  ready  to 
carry  the  burden  of  improving  medicine 
through  participation  in  organized  med- 
icine. I plan  to  share  this  article  with  my 
son,  who  is  in  academic  medicine  at 
Johns  Hopkins,  to  try  to  recruit  him  and 
his  colleagues  to  participate,  as  Dr  Davis 
has  done  so  admirably  in  Texas. 

Paul  Huchton,  MD 

1515  N Oregon 
El  Paso,  TX  79902 

Abortion  rights  needed 


I read  with  interest  Dr  Bradley’s  letter, 
“Parental  Notification  Article  Criti- 
cized,” in  the  April  2000  issue  of  Texas 
Medicine  (p  9).  I am  a board-certified 
obstetrician-gynecologist  and  63  years 
old.  I have  delivered  around  3,000  babies 
and  taken  care  of  women  before  Roe  v 
Wade  and  after.  I do  not  currently  provide 
abortions  because  there  are  a number  of 
excellent  facilities  available  near  me. 
However,  I did  perform  about  330  of 
those  surgical  procedures  for  women 
when  I was  practicing  in  a rural  setting 
where  good  facilities  were  not  available. 

I do  not  believe  anyone  has  the  right 
to  force  a woman  to  let  someone  else 
use  her  body  for  9 months  against  her 
will.  Women  have  sought  the  right  to 
make  that  choice  throughout  history. 
They  have  risked  their  lives  and  repro- 
ductive futures  to  do  so,  even  when  it  is 
illegal  and  the  only  people  who  can 
help  them  are  illegal  butchers  whom 
antiabortion  laws  set  up  in  business 
without  regulation,  sterile  instruments, 
or  analgesia,  and  with  exorbitant  fees. 
No  law  has  ever  stopped  women  from 
getting  abortions.  No  law  ever  will. 

The  self-righteous  chase  their  tails  in 
a never-ending  circle  trying  to  “save  fe- 
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fuses”  who  will  not  be  saved  anyway.  In 
their  judgmental  fervor,  they  allow 
butchers  to  kill  young  girls  who  get  preg- 
nant because  of  immaturity  or  to  destroy 
their  reproductive  organs  before  they 
can  achieve  the  maturity  that  will  make 
them  good  and  conscientious  mothers. 

Before  Roe  v Wade,  1 spent  one  to 
three  nights  per  month  in  emergency 
rooms,  trying  to  save  the  lives  and  re- 
productive organs  of  women  whom 
criminal  abortionists  had  charged 
$1,000  and  more  to  do  incompetent, 
malpractice  surgery.  I stood  by  the  tables 
upon  which  the  young  girls  lay  with 
temperatures  of  104°  and  their  life’s 
blood  running  off  the  end  of  the  table, 
with  tears  of  rage  in  my  eyes,  begging 
them  to  tell  me  who  did  that  to  them. 
Their  answer  was  almost  always,  “No. 
He  was  the  only  one  who  would  help 
me.”  I never  learned  the  butcher’s  name. 

I would  bet  that,  if  faced  with  an  un- 
wanted pregnancy,  80%  of  American 
women  would  not  choose  to  get  an 
abortion,  but  most  of  them  will  vote  for 
the  candidate  who  will  leave  that  choice 
to  them  and  not  attempt  to  be  God. 

Ben  R.  Keller,  Jr,  MD 

109  WRandol  Mill  Rd  Ste  101 
Arlington,  TX  7601 1 


Eloquent  voices 


The  two  articles  in  “Commentary” 
by  Drs  High  and  Davis  were  ter- 
rific. (See  “Genesis  of  the  Small 
District  Caucus,”  and  “It  Is  Worth 
the  Effort,”  April  2000  Texas 
Medicine,  pp  13-14). 

I would  strongly  urge  a continuation 
of  information  by  some  of  the  giants  of 
Texas  medicine,  such  as  these  two.  There 
is  a tremendous  amount  of  historical  in- 
formation that  is  pertinent  to  the  present. 

These  are  both  eloquent,  experi- 
enced, dedicated  physicians  who  have 
contributed  a great  part  of  their  profes- 
sional lives  to  the  Texas  Medical  Asso- 
ciation. Their  insights  are  vital  to  us. 

Hugh  Lamensdorf,  MD 

1415  Pennsylvania  Ave 
Fort  Worth,  TX  76104 
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Commentary 


The  Institute  of  Medicine 
report  on  medical  errors  — 
could  it  do  harm? 


By  Troyen  A.  Brennan,  MD,  JD,  MPH 

The  recent  Institute  of  Medicine 
(lOM)  report  on  the  quality  of 
care,  entitled  “To  Err  Is  Human,” 
has  awakened  much  of  the 
health  care  system  to  the  chal- 
lenge of  reducing  the  number  of  ad- 
verse events  in  hospitals  (1).  The 
Agency  for  Healthcare  Research  and 
Quality  is  supporting  research  on  meth- 
ods of  preventing  injuries,  and  private 
industry  is  insisting  on  accountability. 
Many  hospitals  and  their  medical  staffs 
are  developing  task  forces  to  address 
the  prevention  of  errors.  Insurers  and 
hospital  associations  are  launching 
similar  initiatives  (2).  Physicians  and 
hospital  leaders  should  welcome  all 
these  efforts;  for  too  long  we  have  been 
complacent  about  iatrogenic  injury.  Yet 
a careful  reader  must  have  some  reser- 
vations about  the  lOM  report. 

The  report  states  that  errors  cause 
between  44,000  and  98,000  deaths 
every  year  in  American  hospitals.  I was 
prompted  by  this  statement  to  look  up 


the  definition  of  error.  The  American 
Heritage  College  Dictionary,  third  edi- 
tion, defines  an  error  as  a deviation 
from  that  which  is  generally  held  to  be 
acceptable.  More  telling  are  the  syn- 
onyms given  in  the  Merriam-Webster 
Thesaurus:  blooper,  blunder,  boner, 
bungle,  goof,  lapse,  miscue,  misstep, 
mistake,  and  slip-up.  The  prevention  of 
errors  through  analysis  of  human  fac- 
tors has  a specific  definition  in  the  engi- 


neering literature,  and  the  introduction 
of  the  science  of  error  prevention  in 
health  care  is  an  extremely  important 
advance  (3).  The  combination  of  the 
strikingly  large  numbers  of  errors  cited 
by  the  report  and  the  connotations  of 
the  word  “error”  create  an  impression 
that  is  not  warranted  by  the  scientific 
work  underlying  the  lOM  report. 

Two  studies  of  injuries  due  to  med- 
ical care  are  the  source  of  the  headline- 
grabbing numbers  in  the  lOM  report:  a 
1984  study  of  New  York  hospitals  that 
my  colleagues  and  I reported  in  1991 
and  a 1992  study  of  Colorado  and  Utah 
hospitals  that  my  colleagues  and  I re- 
ported this  year  (4,5).  In  both  studies, 
we  used  an  approach  pioneered  by  the 
California  Medical  Association  in  1976 
(6):  physicians  reviewed  hospital  med- 
ical records  for  evidence  of  adverse 
events  caused  by  medical  care,  not  by 


the  disease  process.  We  further  classified 
a subgroup  of  adverse  events  as  the  re- 
sult of  negligent  care,  meaning  that  the 
care  fell  short  of  the  expected  standard. 

In  both  studies,  two  investigators  sub- 
sequently reviewed  the  data  and  reclassi- 
fied the  events  as  preventable  or  not 
preventable.  Preventability  is  difficult  to 
determine  because  it  is  often  influenced 
by  decisions  about  expenditures.  For  ex- 
ample, if  every  patient  were  tested  for 


drug  allergies  before  being  given  a pre- 
scription for  antibiotics,  many  drug  reac- 
tions would  be  prevented.  From  this 
perspective,  all  allergic  reactions  to  an- 
tibiotics, which  are  adverse  events  ac- 
cording to  the  studies’  definitions,  are 
preventable.  But  such  preventive  testing 
would  not  be  cost  effective,  so  we  did  not 
classify  all  drug  reactions  as  preventable 
adverse  events. 

In  both  studies,  we  agreed  among 
ourselves  about  whether  events  should 
be  classified  as  preventable  or  not  pre- 
ventable, but  these  decisions  do  not 
necessarily  reflect  the  views  of  the  av- 
erage physician  and  certainly  do  not 
mean  that  all  preventable  adverse 
events  were  blunders. 

For  instance,  surgeons  know  that 
postoperative  hemorrhage  occurs  in  a 
certain  number  of  cases,  but  with 
proper  surgical  technique,  the  rate  de- 
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creases.  Even  with  the  best  surgical 
technique  and  proper  precautions,  how- 
ever, a hemorrhage  can  occur.  We  clas- 
sified most  postoperative  hemorrhages 
resulting  in  the  transfer  of  patients  back 
to  the  operating  room  after  simple  pro- 
cedures (such  as  hysterectomy  or  ap- 
pendectomy) as  preventable,  even 
though  in  most  cases  there  was  no  ap- 
parent blunder  or  slip-up  by  the  sur- 
geon. The  lOM  report  refers  to  these 


cases  as  medical  errors,  which  to  some 
observers  may  seem  inappropriate. 

Perhaps  more  to  the  point,  neither 
study  cited  by  the  lOM  as  the  source  of 
data  on  the  incidence  of  injuries  due  to 
medical  care  (2,4)  involved  Judgments 
by  the  physicians  reviewing  medical 
records  about  whether  the  injuries 
were  caused  by  errors.  Indeed,  there  is 
no  evidence  that  such  judgments  can 
be  made  reliably. 

All  these  points  might  be  considered 
hairsplitting  over  definitions  if  it  were 
not  for  four  important  aspects  of  the  lOM 
report.  First,  the  report  and  the  accounts 
of  it  in  the  media  give  the  impression 
that  doctors  and  hospitals  are  doing  very 
little  about  the  problem  of  injuries 
caused  by  medical  care.  Yet  the  data  that 
the  report  cites  give  a different  impres- 
sion. In  the  three  studies  cited,  the  rate  of 
injury  due  to  medical  care  was  4.6%  in 
California  in  1976,  3.7%  in  New  York  in 
1984,  and  2.9%  in  Colorado  and  Utah  in 
1992  (4—6).  Moreover,  if  one  extrapo- 
lates from  our  studies  in  New  York  and  in 
Colorado  and  Utah  in  order  to  calculate 
the  number  of  deaths  nationwide  due  to 
substandard  care,  the  total  decreases 
from  92,000  deaths  in  1984  (on  the  ba- 
sis of  the  data  in  New  York)  to  25,000  in 
1992  (on  the  basis  of  the  data  in  Col- 


orado and  Utah).  Although  no  statisti- 
cian would  be  convinced  by  data  extrap- 
olated from  three  different  settings,  and 
although  my  colleagues  and  I have  cau- 
tioned against  drawing  conclusions 
about  the  numbers  of  deaths  in  these 
studies  (7),  the  evidence  suggests  that 
safety  has  improved,  not  deteriorated. 
More  serious  efforts  to  prevent  injuries 
from  medical  care  are  needed,  as  the 
lOM  report  suggests,  but  we  should  not 


assume  that  hospitals  and  physicians 
have  become  more  complacent. 

Is  there  reason  to  believe  that  hospi- 
tal care  has  become  safer?  The  answer  is 
yes,  at  least  over  particular  periods  for 
particular  procedures.  Consider,  for  ex- 
ample, surgical  care.  When  Harvey 
Cushing  began  performing  craniotomies 
for  brain  tumors  at  the  Peter  Bent 
Brigham  Hospital  in  Boston  in  1913,  the 
mortality  rate  was  80%.  Sedulous  ef- 
forts to  refine  techniques  brought  the 
rate  down  to  13%  in  20  years,  and  it  is 
now  less  than  1%  percent  (Black  P,  per- 
sonal communication).  For  many  com- 
mon procedures,  mortality  rates 
declined  in  the  1960s  and  1970s  (8). 
For  more  sophisticated  operations,  such 
as  cardiac  surgery,  the  rates  continue  to 
decline  (9).  These  changes  have  oc- 
curred because  surgeons  have  continu- 
ously sought  to  improve  techniques, 
share  information,  and  report  the  results 
of  clinical  studies.  The  reduction  in  mor- 
tality rates  is  due  in  large  part  to  tech- 
nological advances,  but  it  is  also  due  to 
simple  attention  to  surgical  practice. 
Surgical  training  has  always  empha- 
sized a commitment  to  details,  system- 
atic thinking,  and  intolerance  of  failure 
— the  hallmarks  of  approaches  to  the 
prevention  of  errors.  This  is  anything 


but  the  “cycle  of  inaction”  that  the  lOM 
notes.  An  important  part  of  the  medical 
ethic  is  the  improvement  of  care,  which 
most  physicians  and  hospitals  take  very 
seriously.  I do  not  mean  to  imply  that  all 
hospitals  perform  at  optimal  levels  or 
that  we  should  not  be  scrutinizing  the 
effects  of  new  management  techniques 
on  the  quality  of  care.  Indeed,  the  pro- 
fession should  welcome  a renewed  em- 
phasis on  safety,  but  it  is  inaccurate  to 
suggest  that  safety  has  been  overlooked. 

Nor  have  regulators  been  ignoring 
the  problem  of  iatrogenic  injury.  Since 
the  1991  report  of  our  study  of  New 
York  hospitals,  the  Joint  Commission 
on  Accreditation  of  Healthcare  Organi- 
zations, which  oversees  the  quality  of 
hospital  care,  has  quietly  but  thor- 
oughly integrated  the  investigation  and 
reporting  of  sentinel  events  (ie,  serious 
adverse  events)  into  its  inspection  pro- 
gram. This  program  alone  cannot  pre- 
vent all  injuries  due  to  medical  care, 
but  it  is  a step  in  the  right  direction.  A 
number  of  malpractice  insurers  have 
also  incorporated  prevention  efforts 
into  their  risk-management  programs. 
None  of  these  efforts  were  mentioned 
in  the  media  reports,  and  the  lOM  re- 
port itself  dealt  with  them  in  a sum- 
mary fashion. 

Second,  the  report  calls  for  more  sys- 
tematic approaches  to  the  prevention  of 
injuries  due  to  medical  care  — for  ex- 
ample, the  use  of  computer  systems  to 
prevent  such  injuries.  Brigham  and 
Women’s  Hospital  in  Boston  has  been  ex- 
perimenting with  a sophisticated  com- 
puter system  for  patient  care  similar  to 
the  systems  used  by  other  leaders  in 
computerized  prevention  systems,  such 
as  LDS  Hospital  in  Salt  Lake  City  and 
Wishard  Memorial  Hospital  in  Indi- 
anapolis. These  systems  can  be  used  by 
motivated  medical  staff  members  to  pre- 
vent adverse  events  (10,11).  However, 
the  systems  are  expensive  to  build, 
maintain,  and  upgrade.  No  health  insur- 
ers or  employers  purchasing  health  in- 
surance have  been  willing  to  pay  for  the 
extra  expense.  With  current  fiscal  con- 
straints, it  is  difficult  to  find  sufficient  re- 
sources to  fund  such  innovations  in 
safety,  even  if  an  analysis  of  the  return 
on  the  investment  suggests  that  they  are 


Neither  study  cited  by  the  lOM  as  the  source  of  data 
on  the  incidence  of  injuries  due  to  medical  care 
involved  judpents  by  the  physicians 
reviewing  medical  records  about  whether 
the  injuries  were  caused  by  errors. 
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cost  effective  in  the  long  run.  Preventing 
adverse  events  will  be  a matter  of  cre- 
ativity, commitment,  and  dollars.  Nurses 
and  doctors  provide  the  creativity  and 
commitment,  but  the  dollars,  especially 
for  computerized  prevention  systems, 
are  increasingly  scarce.  Employers,  as 
purchasers  of  health  care,  are  forming 
coalitions  to  promote  the  development 
of  these  systems,  but  there  is  little  talk  of 
increases  in  insurance  premiums  that 
would  fund  them.  The  costs  of  preven- 
tion systems  must  be  addressed,  perhaps 
through  research  funded  by  the  federal 
government,  as  the  lOM  report  suggests. 

It  is  professionally  unethical  and  po- 
litically insensitive  to  suggest  that  we 
cannot  afford  to  institute  measures  that 
increase  the  safety  of  patients.  But  it  is 
shortsighted  to  overlook  the  fact  that 
hospitals  and  medical  groups  will  qui- 
etly decide  whether  they  can  afford  to 
invest  in  new  safety  measures.  Of 
course,  there  are  easier  and  less  costly 
steps  that  can  be  taken,  such  as  making 
sure  that  prescriptions  are  legible,  but 
employers  in  particular  must  know  that 
safety  will  require  investment. 

Third,  the  lOM  calls  for  a 50%  reduc- 
tion in  the  incidence  of  errors.  This  will 
be  difficult  to  accomplish  for  several  rea- 
sons. As  I noted  above,  no  one  has  yet 
measured  the  incidence  of  errors  in  a 
general  medical  population.  Without  this 
important  baseline  information,  it  is  im- 
possible to  document  such  a reduction, 
even  if  it  is  achievable.  Moreover,  the  re- 
liability of  identifying  errors  is  method- 
ologically suspect,  and  some  astute 
observers  have  recommended  that  re- 
views based  on  implicit  judgments  by 
physicians,  such  as  the  reviews  we  used 
in  the  New  York  and  Utah-Colorado  stud- 
ies, be  replaced  by  reviews  based  on  the 
use  of  explicit  criteria  (12).  Unless  the 
epidemiologic  science  of  error  detection 
improves  greatly,  the  effort  to  prevent  er- 
rors may  deteriorate  into  a marketing 
ploy,  especially  after  the  relatively  easy 
solutions,  such  as  ensuring  that  prescrip- 
tions are  legible,  have  been  undertaken. 

Fourth,  the  publicity  surrounding  the 
lOM  findings  may  lead  to  new  reporting 
requirements.  The  lOM  recommends  con- 
fidential, voluntary  reporting  of  injuries 
due  to  medical  care,  an  approach  similar 


to  that  used  by  the  National  Aeronautics 
and  Space  Administration  and  the  Fed- 
eral Aeronautics  Administration  for  near 
misses  in  aviation,  but  also  supports 
some  degree  of  federally  mandated  pub- 
lic disclosure  for  reports  of  serious  events, 
the  criteria  for  which  are  quite  vague. 
Why,  some  might  ask,  should  the  public 
not  know  about  blunders  made  by  doc- 
tors? The  answer  is  that  most  injuries 
from  medical  care  are  not  due  to  mis- 
takes. More  important,  a system  of  self- 
reporting  relies  on  careful  and 
confidential  investigation  by  peers  (10). 
Without  confidentiality,  I doubt  that  there 
will  be  substantial  voluntary  reporting.  In 
addition,  public  disclosure  would  spawn 
lawsuits,  which  would  in  turn  chill  any 
interest  in  voluntary  reporting. 

Unfortunately,  the  law  is  less  and 
less  sympathetic  to  so-called  peer-re- 
view  protection,  with  judges  increas- 
ingly hostile  to  claims  of  confidentiality 
(13).  An  interpretation  of  the  lOM  find- 
ings as  98,000  deaths  due  to  blunders 
and  a cycle  of  inaction  could  give  im- 
petus to  legislation  requiring  greater 
public  disclosure,  which  in  turn  would 
lead  to  more  lawsuits. 

Therein  lies  the  key  problem  over- 
looked by  the  lOM  report.  Any  effort  to 
prevent  injury  due  to  medical  care  is 
complicated  by  the  dead  weight  of  a lit- 
igation system  that  induces  secrecy  and 
silence.  No  matter  how  much  we  might 
insist  that  physicians  have  an  ethical 
duty  to  report  injuries  resulting  from 
medical  care  or  to  work  on  their  pre- 
vention (14),  fear  of  malpractice  litiga- 
tion drags  us  back  to  the  status  quo.  To 
address  the  problem  of  iatrogenic  in- 
juries seriously,  we  must  reform  the 
system  of  malpractice  litigation  (7).  If 
the  only  legislative  result  of  the  lOM  re- 
port is  federally  mandated  reporting, 
we  will  have  failed,  and  once  the  pub- 
licity dies  down,  the  rates  of  injury  due 
to  medical  care  will  remain  unchanged. 

No  one  can  disagree  with  the  main 
point  of  the  lOM  report:  we  should  be 
working  to  make  hospitals  safer.  We 
can  do  better.  The  report  will  help  us 
do  better  by  encouraging  research  on 
the  prevention  of  medical  errors,  by 
sharpening  regulatory  oversight,  and 
by  raising  awareness  of  the  problem. 


But  we  have  an  opportunity  to  do 
much  more,  and  medical  leaders 
should  take  the  next  step  by  addressing 
liability  reform  as  part  of  the  overall  so- 
lution to  the  problem  of  medical  errors. 

Editor's  Note:  This  commentary  was  originally  printed 
in  The  New  England  Journal  of  Medicine,  April  13, 
2000,  vol  342,  no.  15.  Copyright  2000.  Massachusetts 
Medical  Society.  All  rights  reserved.  It  is  reprinted 
with  permission. 
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For  over  twenty  years,  University  Health  System 
has  been  the  South  Texas  leader  in  organ  transplant 
surgery  and  research.  ’ 

University  Health  System’s  surgical  teams  were  the 
first  to  perform  heart  transplants  in  San  Antonio. 

First  in  hearl/lung  transplants  and  single-lung  transplants. 

First  in  civilian  liver  transplants  and  adult  donor/pediatric  P 

recipient  split-liver  technique.  And  first  to  use  Laparoscopic 
surgery  in  kidney  transplantation. 

This  level  of  experience  and  expertise  is  reflected  in  a program  V 
that  includes  a team  of  on-staff  transplant  surgeons,  supported  ■ 
by  transplant  specialists,  dedicated  to  every  aspect  of  transplantation.  ^ 
This  unique  team,  working  in  close  consultation  with  referring 
physicians  at  every  phase,  assures  unsurpassed  patient  comfort  and 
comprehensive  care. 

Today,  University  Health  System,  in  conjunction  with  The  University  of 
Texas  Health  Science  Center  at  San  Antonio,  is  South  Texas’  only  source 
for  all  five  major  types  of  organ  transplants. 

Our  commitment  to  excellence  and 

leadership  continues  as  we  work  to  ; 

assure  the  communities  we  serve 

the  highest  level  of  quality  _ 

healthcare  available.  jife  ...... 


universityhealthsystem.com 
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Newsmakers 


James  B.  Bennett,  MD,  has  received  the 
2000  Distinguished  Surgeon  Award 
from  the  Association  of  periOperative 
Registered  Nurses  (AORN)  of  Greater 
Houston  and  the  AORN  Foundation. 
He  is  chief  of  staff  at  Texas  Orthopedic 
Hospital. 

Jack  W.  Bonner  III,  MD,  received  the 
Boris  Award  from  the  American  College 
of  Psychiatrists  (AGP) . He  was  cited  for 
his  special  contribution  to  and  leader- 
ship in  AGP.  Dr  Bonner  is  the  medical 
director/administrator  for  behavioral 
health  services  for  the  Greenville,  SC, 
Hospital  System. 

Three  Baylor  College  of  Medicine 
physicians  received  awards  at  the  an- 
nual scientific  session  of  the  American 
College  of  Cardiology.  Michael  E.  De- 
Bakey,  MD,  chancellor  emeritus  and 
distinguished  service  professor  of 
medicine,  received  a presidential  cita- 
tion for  his  contributions  to  cardio- 
vascular medicine.  Arthur  Garson,  Jr, 
MD,  senior  vice  president  and  dean 
for  academic  operations,  received  the 
designation  as  Master  of  American 
! Cardiology.  James  T.  Willerson,  MD, 
adjunct  professor  of  medicine,  re- 
ceived the  Distinguished  Scientist 
Award. 


Frederick  N.  Hagedorn,  L.  Leighton  Hill,  MD 

Jr,  MD 


Lewis  E.  Foxhall,  MD,  has  been  ap- 
pointed to  the  Texas  Health  Care  Infor- 
mation Council  (THClC)  by  Gov  George 
W.  Bush.  Dr  Foxhall  is  associate  vice 
president  for  health  policy  and  assistant 
professor  of  clinical  cancer  prevention 
at  The  University  of  Texas  M.D.  Ander- 
son Gancer  Genter  in  Houston.  THCIG 
was  created  to  develop  a statewide 
health  care  data  collection  system. 

Ralph  S.  Freedman,  MD,  Houston,  has 
been  appointed  to  the  National  Cancer 
Advisory  Board.  Dr  Freedman  is  a gy- 
necologist and  professor  of  gynecologic 
oncology  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center. 

Frederick  N.  Hagedorn,  Jr,  MD,  was  ap- 
pointed to  the  Emergency  Medical  Ser- 
vices Advisory  Council  by  Gov  George 
W.  Bush.  Dr  Hagedorn  is  the  medical 
director  of  the  University  Medical  Cen- 
ter Emergency  Center  in  Lubbock. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza* 
tion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine,  401  W 15th 
St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Byron  Stone,  MD  Lucas  Wong,  MD 


L.  Leighton  Hill,  MD,  professor  of  pedi- 
atric nephrology  and  senior  associate 
dean  at  Baylor  College  of  Medicine,  re- 
ceived the  1999  Arnold  J.  Rudolph 
Baylor  Pediatric  Award  for  Lifetime  Ex- 
cellence in  Teaching. 

Texas  Neurological  Society  elected  of- 
ficers for  2000-2001  include  J.  Dou- 
glas Hudson,  MD,  Austin,  president; 
William  H.  Fleming  III,  MD,  Houston, 
president-elect;  Gary  L.Tunell,  MD,  Dal- 
las, secretary-treasurer;  Eugene  C.  Lai, 
MD,  PhD,  Houston,  vice  president; 
Steve  Herzog,  MD,  Dallas,  program 
chair;  and  Preston  E.  Harrison,  Jr,  MD, 
Tyler,  member-at-large. 

Surgeon  Terry  Lindsey,  MD,  Del  Rio, 
was  named  the  Val  Verde  Regional 
Medical  Center  Physician  of  the  Year 
for  1999. 

Gilmer  family  practice  physician  Steve 
Murry,  MD,  has  been  named  Doctor  of 
the  Year  by  the  Longview  News-Journal. 
Dr  Murry  was  nominated  by  his  patients 
for  his  high-quality,  compassionate  care. 
Runners-up  were  Larry  Huffman,  MD, 
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and  Russell  Warden,  MD,  both  of 
Longview. 

Sugar  Land  dermatologist  Iris  Poliger- 
Hyman,  MD,  received  the  Dr  Frank  L. 
Babbott  Memorial  Award  for  commu- 
nity service  at  the  25th  reunion  of  her 
medical  school  class  in  New  York  City. 
She  is  a graduate  of  the  State  Univer- 
sity of  New  York  Health  Science  Center 
at  Brooldyn. 

Byron  Stone,  MD,  of  Austin,  has  been 
elected  president  of  the  Texas  Society 
of  Child  and  Adolescent  Psychiatry. 

The  McLennan  County  Medical  Society 
has  given  this  year’s  Gold  Headed  Cane 
Award  to  May  Yung-Fun  Woo  Wang,  MD, 
of  Waco. 

Lucas  Wong,  MD,  has  been  appointed 
medical  director  of  the  Scott  & White 
Center  for  Cancer  Prevention  and  Care. 


Deaths 


John  E.  Buess,  MD,  83;  Victoria;  Uni- 
versity of  Kansas  School  of  Medicine, 
1950;  died  November  20,  1999. 

Quentin  J.  Florence,  MD,  83;  Linden; 
University  of  Pennsylvania  School  of 
Medicine,  1942;  died  August  11,  1999. 

William  A.  Graham,  MD,  56;  Garland; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1969;  died 
April  2,  2000. 

Fred  M.  Hammond,  Jr,  MD,  87;  Temple; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1937;  died  March  17, 
2000. 

Andrew  O.  Jensen,  MD,  79;  Cibolo;  Uni- 
versity of  Tennessee,  Memphis,  College 
of  Medicine,  1949;  died  January  21, 
2000. 


Joseph  S.  Lancaster,  MD,  68;  Austin; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1955;  died  March  3,  2000. 

Raymond  L.  Morphew,  MD,  84;  New 

Braunfels;  Indiana  University  School  ofl 
Medicine,  1944;  died  March  17,  2000. 

Preston  W.  Nash,  MD,  74;  Dallas;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1961;  died  March 
13,  2000. 

Jack  A.  Oliver,  Jr,  MD,  56;  Vernon;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1968;  died  March  26,  2000. 

Helen  C.  Redman,  MD,  64;  Dallas;  Colum- 
bia University  College  of  Physicians  and 
Surgeons,  1961;  died  March  13,  2000. 

Robert  H.  Rowland,  Jr,  MD,  82;  Sher- 
man; University  of  Oklahoma  College  oi 
Medicine,  1941;  died  February  8,  2000. 
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NOT  IN  YOUR  HANOi^ 
WHOSE  HANDS 
WILL  DO? 


Texas  Children’s 
Newborn  Center 


• 48-bed  Level  III  nursery 

• 72-bed  Level  11  nursery 

• More  than  25  neonatologists 


• Neonatologist  on  site  24  hours  a day, 
7 days  a week 


• Neonatal  nurses 
Neonatal  nurse  pr|?titioners 
Reispiratory  therapists 
Nitric  oxide  therapy 


• Pharmacists 

• Nurse  educators 

• Developmental  care 

• Home  care  specialists 

• Child  life  specialists 

• On-site  parent  aecommi 


Mgie  than  1501 
'afolubspecialists 


5^ 


Texas  Children's  Hospital 


One  of  the  most  important  decisions  you'll  make  as  a physician  Is  the  care  you  select  for  critically  III  newborns. 

For  neonatal  care  that’s  second  to  none,  consider  Texas  Children's  Hospital  in  Houston.  Our  Newborn  Center 
treats  more  than  2500  newborns  annually.  It  otters  the  country’s  largest  Level  111  Nursery,  with  more  than 
350  dedicated  neonatologists,  nurse  practitioners,  nurses  and  respiratory  therapists  on  site  24  hours  a day. 

In  addition  to  pioneering  breakthroughs  in  nitric  oxide  and  surfactant  therapies,  Texas  Children’s  also  provides 
advanced  respiratory  therapies  such  as  high-frequency  ventilation  and  ECMO.  What’s  more,  this  care  is  available 
throughout  Texas  thanks  to  our  specialized  transport  units,  the  Kangaroo  Crew®"^  • 

Each  Kangaroo  Crew  is  comprised  of  a team  of  neonatal  specialists  trained  in  transporting  critically  III  newborns.  Using 
: aircraft  and  ground  ambulances  equipped  as  portable  ICUs,  they  transport  these  fragile  lives  to  the  Newborn  Center. 

It  your  newborn  patients  require  specialized  treatment,  put  them  in  the  best  hands  you  can  - Texas  Children’s. 

For  Information,  call  1-877-770-5550.  Texas  Children’s  Hospital 


rcx) 
rew" 

Intensive  Care  Transport  Team 

1-877-770-5550 


Texas  Children's  Hospital  Is  the  primary  pediatric  teaching  hospital  tor  Baylor  College  of  Medicine 
©2000  Texas  Children's  Hospital 


Houston 

www.texaschildrenshospital.org 
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Talking  with  the  president 

Dr  Rohack  looks  ahead  to  a year  of  challenges 


Laura  J Albrecht 


James  Rohack,  MD,  made  his- 
tory when  he  became  presi- 
dent of  the  Texas  Medical 
Association  at  TexMed  2000  in 
San  Antonio  last  month.  He  is 
the  first  TMA  president  to  have 
been  a member  of  the  Medical 
Student  Section,  the  Resident  Section, 
and  the  Young  Physician  Section.  In  ef- 
fect, he  grew  up  in  TMA. 

“That  is  a recognition  to  those  Texas 
physician  leaders  before  me  who  were  vi- 
sionary back  in  the  1970s  and  created 
those  sections  to  allow  the  young  physi- 
cian to  become  involved,”  he  said.  > > 


By  Larry  BeSaw,  Editor 
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A senior  staff  cardiologist  at  Scott  & 

I White  Clinic  in  Temple  and  medical  di- 
I rector  for  medical  operations  at  Scott  & 

, White  Health  Plan,  Dr  Rohack  is  an  as- 
sociate professor  of  medicine  at  the 
Texas  A&M  University  System  Health 
' Science  Center  College  of  Medicine. 

Besides  his  professional  positions,  Dr 
Rohack,  45,  has  held  many  leadership 
posts  in  organized  medicine.  He  has 
ser\'ed  as  chair  of  TMAs  Council  on  Med- 
ical Education  and  is  a 15-year  veteran  of 
the  Texas  Delegation  to  the  American 
Medical  Association.  He  is  a member  of 
the  TMA  Board  of  Trustees  and  House  of 
Delegates  and  has  served  as  president  and 
executive  committee  member  of  the  Bra- 
zos-Robertson  County  Medical  Society. 
He  also  is  a member  of  the  Bell  County 
Medical  Society  Executive  Committee. 

As  the  saying  goes,  Dr  Rohack  was 
not  born  in  Texas,  but  he  got  here  as 
fast  as  he  could.  Born  in  East  Rochester, 
NY,  he  came  to  Texas  in  1972  to  attend 
The  University  of  Texas  at  El  Paso 
(UTEP).  After  graduation,  he  entered 
The  University  of  Texas  Medical  Branch 
at  Galveston  (UTMB).  He  is  a past  pres- 
ident of  the  UTMB  alumni  association, 
and  he  received  the  Ashbel  Smith  Dis- 
tinguished Alumnus  Award  in  May. 

During  a visit  to  TMA  headquarters 
in  Austin  to  help  promote  the  Project 
WATCH  cardiovascular  disease  preven- 
tion project.  Dr  Rohack  sat  down  with 
Texas  Medicine  for  an  interview. 

Texas  Medicine:  What  prompted  you  to 
leave  New  York  and  move  to  Texas? 

Dr  Rohack;  To  get  away  from  the  snow! 
East  Rochester  is  just  off  Lake  Ontario 
and  the  lake  effects  snow  averaged 
about  160  inches  a year,  starting  in  No- 
vember and  finishing  sometime  in  May. 
It  was  kind  of  clear  to  me  that  you’re 
only  on  the  planet  for  so  long  and  you 
can  spend  an  awful  lot  of  time  having 
to  deal  with  the  hassles  of  winter. 

I looked  through  a book  of  colleges, 
and  UTEP  advertised  that  the  sun  had 
only  failed  to  shine  there  10  days  in  the 
last  3,973  days.  I had  to  pay  for  my  own 
education,  and  at  that  time  the  tuition 
cost  for  out-of-state  residents  in  Texas 
was  the  same  as  in-state  residents  in 
New  York,  plus  New  York  had  an  in- 
come tax  and  higher  sales  taxes.  I ap- 
plied and  was  accepted  and  I loved  it. 


Texas  Medicine:  Did  you  always  want 
to  be  a physician? 

Dr  Rohack:  I always  had  a belief  in  serv- 
ice, in  giving  back.  When  I went  to  col- 
lege, 1 was  going  to  be  a clinical 
psychologist.  But  after  being  in  college 
for  a couple  of  years,  my  grades  were 
such  that  I recognized  that  the  rate  of 
acceptance  to  medical  school  was  a little 
higher  than  clinical  psychology  pro- 
grams. Psychologists  are  limited  because 
they  can’t  prescribe  drugs  to  help  pa- 
tients. I certainly  didn’t  go  to  college 


thinking  I was  going  to  be  a physician.  It 
was  just  that  I realized  that  a physician 
could  do  so  much  more  to  help  patients. 

I applied  to  medical  school.  Dr  Bill 
Levin  was  the  president  of  UTMB  and 
he  came  to  UTEP  and  convinced  me  to 
stay  in  Texas  and  go  to  Galveston.  Even 
though  I was  accepted  at  some  private 
institutions  in  New  York  and  California, 
when  I looked  at  the  cost  of  the  educa- 
tion and  everything  else,  it  was  fairly 
clear  that  this  state  recognized  the  im- 
portance of  education. 

Texas  Medicine:  What  are  your  priori- 
ties as  TMA  president? 

Dr  Rohack:  My  priorities  are  three-fold 
and  they  go  back  to  why  TMA  is  here, 
why  it  was  created  in  the  1850s. 

One  is  to  make  sure  that  patients 
know  that  the  physicians  they  see  have 
met  certain  standards.  I want  to  pre- 
serve our  medical  education  infrastruc- 
ture by  making  sure  there  is  adequate 
funding  and  that  our  patients  know 
that  while  others  can  profess  that 
they’re  providing  good  care,  physi- 
cians, through  their  training,  have  met 
national  standards. 

Second  is  the  roots  of  public  health. 
When  we  look  at  conditions  that  affect 
patients  now,  some  of  them  are  the  same 
as  they  were  150  years  ago  — problems 
with  water  on  the  border,  infectious  dis- 


eases like  TB,  and  emerging  diseases  like 
HIV.  We  also  have  what  I call  diseases  of 
opulence  — cardiovascular  disease  and 
stroke.  As  a cardiologist,  1 will  work  on 
Project  WATCH  with  the  TMA  Alliance 
and  the  TMA  Foundation  to  make  sure 
that  patients  are  aware  of  the  risks  and 
try  to  reverse  them. 

A final  priority  is  advocacy  for  our 
profession.  The  change  that  we  have 
had  where  patients  no  longer  have  con- 
trol of  which  doctors  they  see  because 
of  panels  and  restrictions  has  created  a 


dysfunction  in  the  patient-doctor  rela- 
tionship. And  regulations  and  restric- 
tions of  the  government  and  payers  on 
how  to  practice  medicine  are  destroy- 
ing the  ability  of  the  doctor  to  practice 
the  art  of  medicine. 

One  of  the  things  that  we  found  in 
the  1900s  is  that  the  concept  of  health 
insurance  is  really  a misnomer.  It’s  dis- 
ease insurance  and  it  was  created  to 
cover  catastrophic  illnesses.  The  prac- 
tice of  medicine  has  changed.  We  can 
now  prevent  diseases  through  the  use 
of  certain  pharmaceuticals,  yet  patients 
don’t  have  those  pharmaceuticals  as 
part  of  their  health  insurance  coverage. 
The  concept  of  insurance  is  that  the 
healthy  pay  for  the  sick,  so  we  find  that 
those  who  do  have  certain  diseases 
can’t  afford  their  outpatient  medica- 
tions; yet  if  they’re  in  the  hospital,  all 
those  medications  are  covered.  We  re- 
ally need  to  look  at  evolving  our  insur- 
ance model,  too,  so  that  the  physician 
and  the  patient  can  be  incentivized  to 
take  care  of  those  conditions  and  pre- 
vent the  catastrophic  illnesses  that 
wind  up  either  creating  premature 
death  or  premature  disability. 

Texas  Medicine:  How  do  you  do  that? 
Dr  Rohack:  In  a situation  like  this,  it  re- 
ally is  going  to  have  to  be  a legislative 
intent  because  Gresham’s  law  is  very 


“We  can  now  prevent  diseases  through  the  use 
of  certain  pharmaceuticals, 
yet  patients  don’t  have  those  pharmaceuticals 
as  part  of  their  health  insurance  coverage.” 
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clear:  bad  money  tends  to  drive  out 
good.  While  employers  who  purchase 
coverage  talk  about  quality,  when  it 
comes  down  to  the  bottom  line,  if  a 
health  plan  that  happens  to  cover  out- 
patient medications  has  a premium 
that’s  $10  or  $20  a month  higher  than 
one  that  doesn’t  cover  it,  the  employer 
who’s  making  the  decision  is  going  to 
go  with  the  less  expensive  plan.  And  as 
a result  of  that,  those  health  plans  that 


provide  lower  cost  plans  will  have  a 
competitive  advantage. 

The  role  that  TMA  has  to  incur  is  to 
continue  to  educate  our  patients  and 
our  physicians  about  the  complexities 
of  the  health  care  system,  and  also  to 
try  to  have  the  private  sector  come  up 
with  the  right  solutions.  When  that 
doesn’t  occur,  then  obviously  legisla- 
tion sometimes  is  needed  to  make 
what’s  best  for  our  patients  happen. 

Texas  Medicine;  You’ve  been  involved  in 
the  effort  to  get  more  academic  physi- 
cians to  join  TMA.  Will  that  continue? 
Dr  Rohack:  Yes.  TMA  has  been  per- 
ceived by  some  in  the  academic  com- 
munity as  a private  sector-related 
activity.  They  are  not  aware  that  TMA 
has  articulated  in  each  legislative  ses- 
sion the  importance  of  adequate  fund- 
ing of  medical  education.  Texas  is  one 
of  the  states  that  helps  to  fund  graduate 
medical  education,  and  that  normally  is 
paid  for  by  the  Medicare  program.  Aca- 
demic physician  membership  varies 
among  campuses.  Overall,  only  about 
46%  of  academic  physicians  are  TMA 
members,  while  the  rest  of  the  state  has 
more  than  an  80%  membership. 

What  I plan  to  do  over  the  next  year, 
because  I am  involved  in  academics,  is  to 
remind  our  academic  physicians  of  how 
organized  medicine,  through  TMA  and 


AMA,  really  exists  to  allow  them  to  edu- 
cate and  to  provide  the  appropriate 
safety  mechanisms  for  research;  and  that 
the  private  sector  can  teach  the  aca- 
demic sector  a lot  about  the  complexities 
of  reimbursement,  such  as  appropriate 
coding  and  appropriate  claims  submis- 
sion. Residents  don’t  seem  to  have  a 
knowledge  base  in  that  area.  Let’s  work 
together  to  make  sure  they  have  that  op- 
portunity for  education.  And  I need  to 


highlight  that  my  involvement  has  been 
with  the  full  support  of  the  leadership  of 
Scott  & White  Clinic  and  my  fellow 
physicians  who  understand  the  need  for 
a strong  medical  association  and  in- 
volvement of  physicians. 

TMA  is  a big  tent.  It  is  a challenge  to 
make  sure  we  don’t  isolate  one  part  of 
our  membership  from  another. 

Texas  Medicine:  You  are  very  active  in 
organized  medicine.  Why  are  you  so 
involved  and  what  do  you  tell  physi- 
cians who  say  they  are  too  busy  to  par- 
ticipate? 

Dr  Rohack:  I would  say  two  things.  In 
any  organization,  about  10%  of  the  in- 
dividuals are  really  activists,  if  you  will, 
and  can  take  the  time  to  get  involved, 
but  you  still  need  the  remaining  90% 
who  are  willing  to  help  be  a part  of  it. 
When  we  have  a large  membership 
base,  we  can  articulate  our  needs  and 
our  visions  more.  When  you  have  a 
small  membership  base,  it  is  more  diffi- 
cult to  make  those  changes. 

I became  drawn  to  organized  medi- 
cine when  I was  a medical  student  be- 
cause I realized  the  only  way  we  could 
make  changes  was  if  we  were  all  part  of 
an  organization  that  could  articulate  for 
our  patients.  And  that’s  the  beauty  of 
the  Texas  Medical  Association.  It  allows 
people  of  different  specialties,  of  differ- 


ent practice  styles,  of  different  cities  to 
come  together  for  a common  mission. 

I didn’t  get  involved  with  AMA  until 
it  became  clear  that  was  the  area  where 
one  could  have  an  impact  on  a national 
level.  Texas  is  a great  state  and  we  cer- 
tainly have  the  opportunity  to  influ- 
ence, but  AMA  is  the  organization  that 
is  involved  with  the  accreditation  of  the 
continuum  of  medical  education  — un- 
dergraduate, graduate,  and  continuing 
medical  education,  as  well  as  advocacy 
in  Congress.  By  melding  both  TMA  and 
AMA,  we  feel  like  we  have  been  able  to 
have  an  impact  on  better  patient  care. 
We’ve  had  an  impact  on  trying  to  bring 
those  principles  of  measurement  and 
quality  improvement,  as  well  as  a way 
to  articulate  the  importance  of  protec- 
tion of  the  public,  protection  of  the  pro- 
fession of  medicine,  and  protection  of 
the  education  and  research  enterprise 
that  ultimately  makes  for  better  care  of 
the  patients. 

Texas  Medicine:  Do  you  feel  any  extra 
pressure  in  being  the  first  TMA  president 
to  take  office  in  the  new  millennium? 

Dr  Rohack:  I feel  very  humbled,  first  of 
all.  This  is  a wonderful  opportunity  to 
articulate  for  a new  century  and  a new 
millennium  where  our  association  has 
been  and  where  we  shall  go.  I think 
that  having  been  honored  by  the  House 
of  Delegates  voting  me  as  the  presi- 
dent-elect and  assuming  this  position 
as  president  shows  that  TMA  wants  to 
have  all  physicians  as  members,  re- 
gardless of  age,  regardless  of  whether 
they  have  whiskers  on  their  face,  re- 
gardless of  their  sex,  or  whether  they 
graduated  from  an  international  med- 
ical school  or  a domestic  school. 

It’s  a large  tent  and  whether  you’re 
part  of  the  academic  environment, 
whether  you’re  in  solo  private  practice 
or  in  a multispecialty  group  or  part  of  a 
single-specialty  group,  whether  you 
practice  in  a large  city  like  Houston  or 
a small  town  like  Columbus,  we  have 
an  opportunity  to  make  our  care  of  pa- 
tients much  better. 

I’m  looking  forward  to  this  year.  I’m 
looking  forward  to  working  with  Irene 
Skor  and  the  TMA  Alliance  on  Project 
WATCH,  as  well  as  the  multitude  of 


“And  that’s  the  beauty  of  the  Texas  Medical 
Association.  It  allows  people  of  different  specialties, 
of  different  practice  styles,  of  different  cities  to 
come  together  for  a common  mission.” 
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things  in  which  the  alliance  is  involved. 
I’m  looking  forward  to  working  with  Dr 
Mark  Kubala  and  the  TMA  Foundation, 
which  is  our  important  arm  of  raising 
those  important  dollars  to  help  fund 
our  public  health  initiatives  to  improve 
the  care  of  patients. 

And  obviously  I’m  looking  forward 
to  working  with  all  the  physicians  in 
Texas  to  meet  our  needs,  as  well  as 
those  physicians-to-be,  our  medical 


From  a practical  standpoint,  I live  on 
a 23-acre  ranch  in  Brazos  County  with 
my  wife  and  daughter.  It’s  a lovely  prop- 
erty that  was  built  back  in  the  1940s  as 
a weekend  poker  place  for  a bunch  of 
Bryan  bankers.  It’s  kind  of  a unique 
area.  It’s  got  a nice  little  3-acre  lake.  We 
raise  exotic  animals,  emu,  rheas,  llama, 
guinea  fowl,  and  exotic  ducks  and 
geese.  In  doing  that,  my  wife  developed 
some  skills  dealing  with  animals  and 


“All  patients  we  care  for  are  complex,  but  they  all 
have  deep-down  basic  roots;  I think  that  is  the  key  to 
our  profession  — truly  caring  for  those  we  serve.” 


students,  because,  as  we’ve  always 
said,  they  are  our  future.  I guess  in 
some  ways  those  people  who  said  that 
back  in  the  ’70s  finally  have  someone 
who  has  come  through  the  ranks,  and 
the  future  is  now. 

If  I can  articulate  one  thing  to  the 
readership,  it  is  that  we  are  blessed  with 
such  a wonderful  staff  under  the  leader- 
ship now  of  Lou  Goodman  and  before 
that.  Bob  Mickey,  and  before  that.  Line 
Williston.  I have  the  honor  of  knowing 
all  three.  The  staff  here  really  is  commit- 
ted to  our  mission  and  I think  that’s 
what  makes  TMA  so  strong.  As  volun- 
teer physicians,  we  come  here  on  week- 
ends or  sometimes  during  the  week,  and 
we  provide  our  input,  but  day  in  and 
day  out,  our  TMA  staff  works  so  hard  for 
us  and  for  our  patients.  It’s  really  a de- 
light to  work  with  them  and  call  them 
my  friends  because  they  are  the  ones 
who  allow  us  to  achieve  our  goals  of 
making  this  state  a better  place,  not  only 
for  our  state  but  also  for  our  profession. 

Texas  Medicine:  What  do  you  do  for  fun 
in  your  spare  time? 

Dr  Rohack:  I do  enjoy  being  on  an  air- 
plane, uninterrupted,  so  I can  read. 
Reading  is  something  I enjoy  very 
much  and  I like  to  read  about  many  dif- 
ferent things  — historical  backgrounds, 
information  theory,  quality  improve- 
ment theory,  ways  we  can  look  at  dif- 
ferent outcomes. 


recognized  that  the  Texas  A&M  veteri- 
nary school  many  times  would  get  in- 
jured animals  but  didn’t  have  any  place 
to  send  them  for  rehabilitation  after  sur- 
gery. We  used  the  vet  school  a lot  for  our 
exotics.  They  would  get  an  injured  fawn 
or  bird  and  needed  someone  to  house 
and  rehab  it,  so  my  wife  became  in- 
volved and  got  her  wildlife  rehabilita- 
tion license  from  the  Texas  Parks  and 
Wildlife  Department  and  US  Fish  and 
Game  Commission.  So  I’m  a physician 
on  the  weekdays,  and  on  weekends  and 
nights  I’m  a vet,  and  that’s  enjoyable. 

My  daughter  is  a special  child.  In 
some  respects  . . . with  special  children 
who  are  mentally  handicapped  . . . 
some  people  have  said,  ‘Well,  gee, 
we’re  sorry.’  In  many  ways.  I’m  not  be- 
cause that’s  the  beauty.  You  have  pure 
love.  You  have  emotions  that  you  can 
deal  with.  It  provides  a stability  to  be 
able  to  see  her.  She  has  her  simple 
pleasures.  I think  that’s  the  simplicity 
and  a reminder  that  all  patients  we 
care  for  are  complex,  but  they  all  have 
deep-down  basic  roots;  I think  that  is 
the  key  to  our  profession  — truly  car- 
ing for  those  we  serve.  ★ 
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TMA  Speakers’  Bureau  can 
help  with  a cadre  of  physician 
experts  from  across  Texas. 
Topics  cover  a variety  of 
issues,  such  as: 

• recent  legislative  victories 

• rural  health 

• physician  workforce 

• TMA  activities 
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fREE  TO 

TMA  MEMBERS! 


Tex 


TexasMedical 

Association 


Tel  800.880.1300 


Volume  96  -k  Number  6 


23 


Thisnks  to  donations  made  in  1999 
by  ihese  generous  individuals  and 
organizations,  Texas  Medical 
Association  Foundation  is  funding 
Association  and  county  medical  and 
alliance  iriitiatives  with  the  power  to 
help  physicians  create  a healthier 
future  for  all  Texans. 
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Every  effort  has  been  made  at  accuracy,  however, 
if  you  see  an  error  or  omission  please  let  us  know. 

(800)  880-1300,  ext.  1664 

* Deceased 

t TMAF  welcomes  these  new  donors 


INDIVIDUALS 

Scott  P.  Aarons,  MDt 
So  Kim  Florence  H.  Abod,  MOt 
Dr.  and  Mrs.  Joseph  M.  Abell,  Jr. 

Mrs.  Colleen  Adomt  t 
Ervin  E.  Addy  Jr.,  MDt  ' 

Charles  F.  Adlcins,  MD 
Michael  J.  Aheorn,  PhD 
Coro  L.  Alexander.  MDt 
Elmer  Amoguin  Alger,  MDt 
Ace  H.  Alsup,  III,  MD 
Donald  M.  Anderson*t 
Lee  S.  Anderson,  MD 
Dr.  and  Mrs.  Rodney  D.  Andersont 
Dr.  and  Mrs.  Charles  E.  Andrewst 
Joseph  P.  Annis,  MD 

Mrs.  Frances  T.  ond  Dr.  Leslie  R.  Ansleyt 

Jomes  M.  Atkins,  MD 

Raymond  J.  Bogg,  Jr.,  MDt 

Mrs.  Susan  J.  Boiley 

Mrs.  Karen  Baint 

Ruth  M.  Bain,  MD 

Joy  M.  Barrash,  MD 

Gregory  W.  Bartha,  MDt 

Samuel  B.  Bashour,  MD 

Bruce  M.  Bouknight,  MD 

Alan  C.  Bourn,  Mu 

DeDe  Boumt 

Dr.  and  Mrs.  John  E.  Bauman 
Wendall  C.  Bauman,  Jr.,  MDt 
David  Baxtert 

Dr.  and  Mrs.  Roberto  J.  Bayardo 
Mrs.  Mildred  Bell 
Dr.  and  Mrs.  Earl  D.  Bellamyt 
Howard  L,  Berg,  MD 
Robert  Bernstein,  MD 
Phil  H.  Berry,  Jr.,  MD 
Rono  V.  Bhordwaj,  MD 
Carolyn  G.  Biebas,  MD 
Wim  E.  Biggst 
Rondolf  A.  Bifken,  MD 
Roland  E.  Black  MD 
Veronica  L.  Boldt 
Frederick  J.  Bonte,  MO 
Or.  David  and  Mrs.  Betty  Bookoutt 
Jim  Bob  Brame,  MO 
Jone  E.Bfandtt 
Jomes  G.  Brooks,  Jr.,  MD 
William  C.  Brooks,  MD 
Michoel  Lamar  Brown,  MOt 
Virginio  Brown 
Wootten  Brown,  MOt 
Martha  Bruner 


i 


Richard  C.  Burgess,  MD 

' s.  Wayne  Z.  Burkheod  Jr.t 


Or.  and  Mrs. 

Roberts.  Burresi  MDt 
Or.  and  Mrs.  Howard  Burt 
Dr.  and  Mrs.  Ernest  C.  Butler 
Dr.  Max  C.  and  *Mrs.  Tiny  Butler 
Or.  and  Mrs.  Craig  C.  Callewart 
Donold  W.  Carroll,  MD 
Robert  P.  Carroll,  MD 
Connie  Casod,  MDt 
Or.  and  Mrs.  Dick  K.  Cason 
Joseph  A,  Castillo 
Debbie  Celusniakt 
Presley  H.  Chalmers,  MD 
Dr.  Alonzo  B.  and  Mrs.  Barbara  Chapman 
Dr.  Christopher  S.  and  Mrs.  Sora  Chenault 
Jack  T.  Chisolm,  MD 
Sushil  B.  Chokshi,  MD* 

Fred  F.  Ciarochi,  MD 
George  E.  Clark  III,  MDt 
JeffQark 

Benny  R.  Cleveland,  MD 

Brian  M.  Cohen,  MD 

Charies  M.  Cole,  MD 

Timothy  K.  Colgon,  MDt 

Virof  Cooper,  MDt 

Mario  R.  Cortes,  MO 

John  J.  Costanzi,  MO 

Mr.  Chorles  and  Mrs.  Kathleen  Crickst 

Drs.  Joe  H.  ond  Ariona  V.  Cunningham 

Douglas  W.  Curran,  MO 

Dr.  and  Mrs.  Hugh  B.  Currie 

Morty  Curtis 


John  W.  Dale,  MDt 
Juana  R.  Daniellt 
Daniel  M.  Donsby,  MDt 
Michoel  Darrouzett 
Dr.  and  Mrs.  Harry  K.  Davis 
Miles  W.  Davis,  MDt 
Mr,  and  Mrs.  Dennis  E.  Dawson 
Arthur  T.  Delarios,  MDt 
Abraham  Delgado,  MDt 
John  V.  Oenko,  MO 
Susan  E.  Denson,  MOt 
Daniel  Dienert 
Kenneth  R.  Dirks,  MD 
Paul  W.  DIabal,  MD 
Joe  R.  Donaldson,  MD 
Mark  Doom,  MDt 
Dr.  and  Mrs,  Joseph  C.  Doughertyt 
Martha  Dowling,  MDt 
Guy  K.  Driggs,  MD,  MD 
Howard  R.  Dudgeon,  MD 
Mildred  C.  Dugan,  MD 
Daniel  D.  Ougi,  MD 
John  D.  Dunn,  MD 
M5.  Patricio  Durham 
Edward  R.  Eckert,  MD 
Dale  K.  Edwordst 
Forrest  A.  Eisenrich,  MD 
Alvin  W.  Ellington,  Jr.,  MDt 
Tereso  M.  Elliott,  MD 
Robert  F.  Ellzey,  MO 
Robert  H.  Emmick,  Jr  MD 
Isadore  V.  Epstein,  MO 
Mrs,  Deborah  J.  and  Dr.  James  A.  Facellc 
Dr.  Dennis  J.  ond  Mrs.  Fredye  Factor 
Janice  Fagent 
Roy  H.  Fanoni,  MO 
William  A.  Fawcett,  MO 
Alma  S.  Fields 
Harold  J.  Fields,  MD 
William  S.  FieiJs,  MD 
Dr.  Diana  L.  Fite  and  Mr.  Ron  Potton 
Louro  B.  Flown 


Mary  L.  Fleming 
' ' Foxhall, 


Lewis  E 

Lowrence  S.  Frahkel, 

Ralph  E.  Frede 
Richard  L.  Fremoux,  MOt 
Eldw'L  Frostt 
Oovidit.Fry,MD 
Dr.  ond  Mrs.  Frederick  M.  Fry 
Dr.  ond  Mrs.  Jan  F.  Fuerstt 
Deborah  A.  Fuller 
Robert  I.  Fulmer,  MDt 
Dana  Gambrel,  RNt 
Alhedo  T.  Gorcia,  J14D-. 

Melissa  J.  Garretson,  MD 
James  E.  Gaizo 
Dr.  ondAteiAtetsA.  Gebn 
MatyfW6edQ;MD 


;iet, 


Ped3iy  R.  Gilmer,  MD 


HotnerR.  Goehrs,  MD 
Dr.  ond-Mts.  Roland  A.  Goertz 
Andf#  G.  Goesl,  MO 
Luther  R.  Gohike,  MDt 
Patricia  Gohiket 
Debbie  Goldbergt 
Barry  Goodfriend,  MDt 
Donald  J.  Gordon,  MD 
Jan  J.  Goss,  MD 
Joseph  C.  Goulding,  MD 
Luis  G.  Grenier,  MD 
Or.  and  Mrs.  Earl  L.  Grant 
Neal  H.  Groy,  MO 
Robert  W.  Grayson,  MDt 
Jacob  B.  Green  III,  MD 
John  E.  Green,  Jr.,  MO 
T.  D.  Greer,  MD 
Thomas  D,  Greider,  MD 
Salomon  Grimberg,  MDt 


George  E.  Grobowskyt 
Ir.  Moltin' 


Dr.  Mortin  G.  and  Mrs.  Carol  Guerrero 

Ernesto  H.  Guido,  MD 

Or.  and  Mrs.  Robert  T.  Gunby 

Ana  C.  Gutierrez,  MDt 

Dr.  Maurice  ond  Mrs.  Betty  W.  Haisten 


Rob  Holsellt 

Raymond  M.  Hompton,  MD 

Stonley  F.  Handel 

Alien  Hansont 

Mrs.  J.  Wade  Harris 

Dr.  and  Mrs.  Harris  M.  Hauser 

Elmer  R.  Hayes,  MD 

Tamara  M.  Haygood,  MDt 

Claude  D.  Hearn,  MD 

Robert  C.  Henderson  II,  MDt 

Dr.  and  Mrs.  John  Hendricks 

Dr.  James  F.  and  Mrs.  Beverlee  Herd 

Dr.  and  Mr.  Jomes  P.  Herd 

Barbara  J.  Hickey 

Williom  W.  Hinchey.  MO 

Drs.  David  and  Cindy  Hnatow 

Glen  E.  Holley  MD 

Terence  S.  Holmes,  MD 

Dr.  and  Mrs.  ladon  W.  Homer 

Maurice  R.  Hood,  MO 

Jon  Hornodoyt 

Albert  Horne,  MDt 

Malcolm  Hornet 

Byron  L.  Howord,  MD 

James  C.  Hoyle,  Jr.,  MO 

Chorles  V.  Hughes  III,  MDt 

Dr.  ond  Mrs.  0.  G.  Humet 

Dr.  and  Mrs.  Robert  W.  Hunnicutt 

Ruth  Hyottt 

Rex  L.  Hyer,  MD 

Or.  ond  Mrs.  Steven  Idell 

Or.  ond  Mrs.  Roy  Jacobson 

Donald  R.  Janak,  MD 

Nora  A.  Janjan,  MD 

William  C.  Jonss,  MDt 

Or.  and  Mrs.  James  A.  Johnson 

Joel  D.  Johnson,  MD 

Bennett  A.  Joiner 

Bert  Jones 

Charles  A.  Jones,  MDi^tf 
Ieoh  S.  Jonest  WR 
Richord  J.  Joseph,  MD  ^ 

John  F.  Kaezmorek,  MO 
Je.Qflpy  Kaloycioglut 
Ju’ditn  P.  kane,  MDt 
Peter  A.  Kangos,  MO,  PA 
Williom  H.  kitig,  AIID 
Oorrell  Kirby 

: Jhomos  0.  Kirksey,  MD 
j^enneth  A.  Kist;MDt 
f&len  E.  Kitchings  III,  MDt 
sMichoel  H.  Kleinman,  MD 
Shonnon  Kluppei,  MDt 
Or.  ond  Mrs.  John  C.  Koch 
Vijay  N.  Koii.  MD 
Vijoy  K.  Krishnon.  MD 
Gregory  M.  Kronoerg,  MD 
Dr.  Mark  J.  ond  Mrs.  Betty  Kubala 
E.  Inge  Kuenost,  MD 
Somuel  S.  Lorn,  MD 
Horry  M.  Lombert,  MD 
Hugh  Lamensdorf,  MD 
Patricia  A.  Lane,  MDt 
Or.  Bobby  Q.  and  Mrs.  Sandy  Lonier 
John  W.  Lonius,  MDt 
Paulo  R.  Larson 
Earl  Laue 

David  H.  Loylond,  MD 

Or.  ond  Mrs.  Dwight  A.  Leet 

Jerry  S.  Lehmann,  MD 

Dr.  and  Mrs.  Alan  Charles  Leshnowert 

Patrick  Y.  Leung,  MD 

Dr.  and  Mrs.  Charles  Levenbock 

Joe  A.  Lewis,  MD 

S.  Braswell  Locker,  MO 

PouiW.Loeffler,MD 

John  R.  Loftis,  Jr.,  MDt 

Francis  R.  Lonergan,  MD 

Ernest  E.  Lowrey,  MD 

Jose  J.  Lozano-Mendez,  MO 

Percy  E.  Luecke,  MD 

Robert  A.  Luedecke,  MD 

Charles  R.  Lyons,  MD 

John  MacForlonet 

Steven  J.  Mackey,  MD 

Willis  C.  Maddrey,  MDt 


Ronald  E.  Monicom,  MDt 

Julian  Mardock,  MD 

Cesor  A.  Motos,  MDt 

Mr.  and  Mrs.  Gary  D.  Moynardt 

Thaddeus  C.  McCormick,  MD 

Wm.  Gordon  McGee,  MD 

John  P,  McGovern,  MO 

Mrs.  Lillian  McKoyt 

Dr.  ond  Mrs,  John  C.  Meodows,  Jr. 

Gretchen  L.  Megowen,  MDt 

Bhosker  R.  Mehta,  MD 

Janice  A.  Mendelson,  MD 

Dr.  and  Mrs.  Frederick  L.  Merion 

Robert  G.  Mickey 

Joan  Milburn 

Howord  M.  Mintz,  MDt 

Presley  J,  Mock,  MO 

Dovid  J.  Moeller,  MDt 

Virginia  M.  Moore,  MO 

Dole  C.  Moquist,  MDt 

Clifford  K.  Moy,  MD 

Shonan  B.  Munoz,  MDt 

Edgor  P.  Nace,  MDt 

Adel  G.  Nofrawi,  MD 

Narayana  P.  Naroyana,  MD 

Thomas  F Neol,  MD 

Dr.  Jerry  and  Mrs.  Newton 

Charles  Nichols,  MDt 

Mrs.  Nell  Nicholsont 

Dr.  and  Mrs.  Laurance  N.  Nickey 

Dr.  ond  Mrs,  Sam  A.  Nixon 

Peter  Norton,  MD 

Dr.  ond  Mrs.  Peter  K.  Norton 

Dr  Jomes  T.  and  Mrs.  Cecelia  S.  Norwood 

Terence  M.  O'Connor,  MDt 

John  C.  O'Leary,  MD 

Robert  J.  Orrick,  MD 

Debro  M.  Ostermon,  MO 

Muriel  J.  Oxford 

Joseph  T.  Painter,  MD 

Jerry  A.  Porrish,  MO 

Morris  K.  Potteson  Sr.,  MDt 

t^^old  G.  Payne,  Jr.,  MDt 
■S|;G.  Stephan  Payout,  MDt 
Ronolo  Pellegrinot 
Donald  E.  Pentecost,  MD 
Fred  L.  Perez,  MD 
Joseph  F Peters,  MD 
Patrick  S.  Pevoto  MO 
Dr.  and  Mrs,  Dudley  Philipst 
David  J.  Pillow,  MD 
Wellington  J.  Pindar  MD 
Or.  and  Mrs.  RonoU  J.  Pinkenburg 
Paula  Plummer,  MD 
Alice  L.  Poseyt 

Drs.  Linda  G.  ond  Jomes  A.  Prentice 

Donold  S.  Ptough,  MDt 

Lawrence  Quon,  MDt 

Williom  H.  Quoyle,  MD 

Bellur  Ramanotfi,  MD 

Ryan  Ramseyt 

Ted  L.  Rankin,  MD 

Priscilla  Ray,  MD 

Guru  N.  Ready,  MDt 

Sanford  Reifman,  MDt 

Gene  K.  Richard,  MD 

C.  J.  Richordson,  MD 

Paula  Rigling 

Rolph  A.  Rittenhouse,  MD 

Chili  Robinson,  MDt 

Nancy  A.  Robinson,  MDt 

John  H.  Roff,  MDt 

J.  Jomes  Rohack,  MD 

Lakhu  J.  Rohro,  MD 

Elizobeth  A.  Roseberry,  MDt 

Philip  E,  Rosen  MDt 

Steven  D.  Rowian,  MDt 

Mrs.  Mortha  R.  Russellt 

Garry  F.  Rust,  MD 

Virginia  V.  San  Miguel,  MDt 

George  W.  Sondusky,  MD 

Herman  J.  Schultz,  MD 

Henry  I.  Schweppe,  MD 

Felix  Segovia,  MD 

Dr.  William  and  Mrs.  Emily  Shelton 


Malcolm  Foote  Sher  MD 
David  G.  Shulman,  MD 
Dovid  Shustert 

Dr.  Robert  I,  ond  Mrs.  Carol  Simpsont 

Dr.  Arnold  B.  ond  Mrs.  Irene  Skor 

Dr.  Robert  W.  Mrs,  Robin  B.  Sloone 

Alice  L.  Smith,  MD 

Marilyn  S.  Smith,  MDt 

Stephen  T.  Smith,  MDt 

Dr.  and  Mrs.  Peter  Smolenst 

C.  Ritchie  Spence,  MD 

Dr.  Roger  and  Mrs.  Susan  Spencert 

Edna  M.  Spillor,  MD 

Dr.  Janet  t.  and  Dr.  Robert  H.  Squires 

C.  Richord  Sllisney,  MD 

Dr.  BeffV  P.  and  Dr.  Charles  T.  Stephenson 

Jomes  Kenneth  Stewart,  MD 

Dr.  and  Mrs.  Jomes  C.  Stinson 

Robert  L.  Stubblefield,  MDt 

J.  P.  Sullivan,  MD 

Jomes  L.  Sweott,  III,  MDt 

Milton  W.  Talbot,  MD 

Charles  R.  Tonner,  MD 

Lowell  N.  Templer,  MD 

Dr.  and  Mrs.  Robert  M.  Tenery,  Jr. 

George  E.  Thannisch,  MD 

Sellers  J.  Thomas,  MD 

Michael  L.  Tilly,  MD 

Dr.  J.  M.  ond  Mrs.  Susan  Todd 

Dr.  Elvira  P.  and  Mr.  Manuelito  V.  Tolentinot 

Dr.  Komal  and  Dr.  Nalin  H.  Tolia 

Sharon  Townsend 

Chris  Trentt 

Tich  N.  Truong,  MD 

Stephen  S.  Tseng,  MOt 

Richard  F.  Ulrich,  MD 

Mrs.  Lois  R.  Vajgertt 

Hermon  R.  Von  Sickle,  MD 

David  Vanderpool,  MD 

Albert  F Vickers,  MD 

Elmer  B.  Vogelpohl,  MD 

Lisa  Stork  VValsh 

Michael  Washt 

Mrs.  Barbara  Lord  and  Dr.  Myron  Watkins 

John  S.  Webb,  MD  PAt 

Armin  Weinberg,  PhD 

Jock  S.  Weinblatt,  MD 

Down  Weinert 

Dennis  E.  Welch,  MDt 

Josie  R.  Williams,  MD 

Arthur  W.  Willis,  MDt 

Greg  A.  Winegordner 

Dr.  and  Mrs.  James  R.  Winn 

Tammy  Wishard 

David  S.  Wishnew,  MD 

Clarence  H.  Woliver 

Dale  A.  Wood,  MO 

Morion  M.  Worthington,  MD 

David  P.  Wright,  MD 

Bob  K.  Wynn,  MOt 

Susan  Rudd  Wynn,  MD 

Pablo  L.  Xiques,  MOt 

Bruno  Ybarra,  MD 

Dr.  and  Mrs.  Lloyd  Youngblood 

Charles  M.  Younger,  MD 

Carlos  E.  Zamora,  MDt 

Or.  David  and  Mrs.  Colleen  Zientek 

ORGANIZATIONS 

Abell-Hanger  Foundation 

Alliance  Bankt 

American  Medical  Associotion 

American  Society  of  Association  Executivest 

Arlington  Medicol  Society  Auxiliaryt 

Austin  Internol  Medicine  Associates,  LLP.t 

Austin  Rodiologicol  Associationt 

BankofTexast 

Bonk  of  the  Westt 

Baylor  Health  Care  Systemt 

Baylor  Heolthcare  System  Foundationt 

Bell  County  Medical  Society  Alliance 

Bexar  County  Medical  Society  & Foundation 

Bexar  County  Medical  Society  Alliance 

Bluecross  Blueshield  Of  Texas,  Inc. 

Brenham  National  Bankt 
Citizens  Stote  Bankt 


Lizanell  and  Colbert  Coldwell  foundation 
Colorado  Medicol  Societyt 
Dollas  County  Medical  Societyt 
Delias  Nationol  Bankt 
Deloitte  & Touche,  LLPt 
Dickinson  Medicol  Clinic  Associationt 
Dupont  Pharmaceuticals  Compony 
first  Nationol  Bonk-Glimert 
first  Notional  Bank  of  Fobenst 
Fredonia  State  Bankt 
Freeman  Companies 
Frost  National  Bankt 
Fulbright  & Joworski,  L.L.P. 

Genesis  Physicians  Group,  Inct 
Glaxo  Wellcome  Inc.t 
Hole  County  State  Bank 
Horris  County  Medical  Society 
Hilgers  & Watkinst 
Huguley  Heolth  System 
Humana  Inc.t 

Independent  Bankers  Association  of  Texost 

Independent  Notional  Bonkt 

James  Baker  & Associotest 

Jefferson  County  Medical  Society 

Jefferson  County  Medical  Society  Alliance 

Kelsey-Sebold  Clinic 

Longview  Bonk  & Trustt 

Lubbock  Chomber  of  Commercet 

Lubbock  Crosby  Garzo  Medical  Society  Alliance 

Lubbock  Notional  Bankt 

Luther  King  Capitol  Mangagement 

Medical  City  Dallas  Hospital 

Medical  Equipment  Distributors,  Inc.t 

Medicol  Protective  Company 

Medina  Valley  National  Bank 

Medtronic 

Memorial  City  Obstetrical  8,  Gynecologicol  Associates 
Memorial  Hermonn  Healthcare  System 
Merck  & Co. 

Midland  County  Medical  Society  Alliance 
National  Dota  Corporation 
Notional  Youth  Leodership  Forum 
Omni  Bank-Houston 

amheimer.  Blend,  Horrison,  & Tate,  Inct 
land  Foundation# 

Pediatric  Associotes  of  Austin,  PAt 
ProMedCo  Monogement  Company 
Prudential  Healthcare  Group 
Quontitative  Group  Of  Smith  Barney,  Inc. 

Quebecor  Printing 

Rhone-Poulenc  Rorer  Pharmaceuticals  Inc.t 
Rudd  and  Wisdom  Inc. 

Security  Nahonal  Bank 

Shell  Oil  Company  Foundation 

Bob  Smith,  M.D.  Foundation 

Southeast  Texos  Gastroenterology  Associates,  P.A.t 

Southwest  Guaranty  Trust  Company  t 

Southwest  Transplant  Alliancet 

Sterling  Bankt 

TAP  Holdings,  Inc.t 

Tarrant-Arlington  Medical  Society  Alliance 

Taylor-Jones-Haskell  County  Medical  Societyt 

Tenet  Healthcare  Foundationt 

Texas  Heolth  Resources 

Texas  Independent  Bankt 

Texas  Medicol  Association 

Texas  Medical  Association  Alliance 

Texas  Medical  Association  Insurance  Trust 

Texas  Medical  Foundation 

Texas  Medical  Liability  Trust 

Texos  National  Bank-Jacksonvillet 

Texos  Orthopedic  Association 

Texos  Society  of  Medical  Assistantst 

Texos  Stote  Bank-Harlingen 

Texas  Tech  Universityt 

Thompson  & Knightt 

Thornton,  Summers,  Biechlin,  Dunham  & Brown,  L.C.t 
TMA  Printing  and  Graphics  Servicest 
Travis  County  Medical  Society 
Unicore  Life  & Health  Insurance  Co.t 
Vaughan,  Nelson,  Scorborough  & McCullough 
Wichita  County  Medical  Alliancet 
Women  Partners  in  Health,  P.A.t 
Wyeth-Ayerst  Loboratories 


Insurance  regulators  adopt  rules 
on  HMD  solvency  requirements 


When  WellChoice,  a health 
maintenance  organiza- 
tion (HMO)  headquar- 
tered in  San  Antonio, 
folded  last  year,  almost 
20,000  patients  were  left 
looking  for  new  health 
plans,  and  the  physicians 
who  had  been  caring  for  them  weren’t 
paid  for  their  services.  (See  “Standing  on 
Shaky  Ground,”  May  1999  Texas  Medi- 
cine, pp  32-34.)  Spurred  in  part  by  that 
experience  and  by  growing  concerns  over 
the  financial  health  of  other  Texas  HMOs, 
state  lawmakers  last  year  passed  legisla- 
tion imposing  stricter  solvency  require- 
ments on  health  plans. 

Now,  the  other  shoe  has  dropped. 
The  Texas  Department  of  Insurance 
(TDI)  has  adopted  rules  to  implement 
the  legislation. 

HMOs  are  now  required  to  comply 
with  the  formula  requirements  in  the 
National  Association  of  Insurance  Com- 
missioners’ Risk-Based  Capital  Report 
(RBC)  for  Managed  Care  Organizations. 

The  rules  phase  in  the  RBC  require- 
ments over  2 years.  HMOs  are  required 
to  have  50%  of  the  RBC  report’s  “au- 
thorized control  level”  for  risk-based 
capital  by  December  31.  The  require- 


ment increases  to  70%  by  December 
31,  2001.  The  “authorized  control 
level”  is  the  minimum  amount  of  capi- 
tal the  RBC’s  formula  determines  to  be 
appropriate  for  the  level  of  risk  as- 
sumed by  each  health  plan. 

HMOs  that  fail  to  meet  the  require- 
ments may  be  ordered  to  stop  writing 


new  business,  placed  in  supervision  or 
conservation,  declared  to  be  in  hazardous 
hnancial  condition,  or  face  any  other 
sanctions  deemed  appropriate  by  TDI. 

Conditions  that  could  lead  an  HMO 
to  be  placed  in  the  hazardous  financial 
condition  status  include: 

• Claims  in  progress  exceeding  12%  of 
its  annualized  medical  and  hospital 
expenses, 

• An  inadequate  network  of  physicians. 


• A pattern  of  denying  payment  for 
emergency  care, 

• Overstatement  of  its  net  worth  by 
25%  or  more, 

• A pattern  of  balance  billing  by  a 
health  care  professional  under  con- 
tract, directly  or  indirectly  with  the 
HMO,  and 


• Reliance  on  its  corporate  parent  for 
debt  forgiveness  or  for  frequent  sur- 
plus contributions  to  finance  its  op- 
erations, or  to  maintain  its  minimum 
risk-based  capital. 

If  TDI  determines  that  an  HMO  is  in 
hazardous  financial  condition,  the  state 
insurance  commissioner  can  revoke  its 
certificate  of  authority  or  require  cor- 
rective action  when  its  continued  oper- 
ation might  be  hazardous  to  enrollees, 


“When  health  plans  go  out  of  business,  patients  lose 
their  coverage  and  physicians  are  not  paid  for  their 
services.  Not  only  does  it  cause  a lot  of  hardship  in 
human  terms,  but  also  it  destabilizes  the  market.” 
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creditors,  and  the  general  public.  Possi- 
ble corrective  action  includes  reducing 
the  HMO’s  total  amount  of  present  and 
potential  liability  for  benebts  by  ob- 
taining reinsurance,  reducing  ex- 
I penses,  suspending  or  limiting  the 
writing  of  new  business,  and  increasing 
capital  and  surplus. 

j “When  health  plans  go  out  of  busi- 
ness, patients  lose  their  coverage  and 
physicians  are  not  paid  for  their  services. 
Not  only  does  it  cause  a lot  of  hardship 
in  human  terms,  but  also  it  destabilizes 
the  market,”  said  Teresa  Devine,  director 
of  the  Texas  Medical  Association  Health 
Care  Financing  Department. 

, “Considering  the  fact  that  the  plans 
have  used  premiums  to  gain  market 
share  and  that  there  has  been  a long- 
term loss  in  the  state,  I think  this  is  def- 
initely a step  in  the  right  direction,”  she 
said.  “The  fact  that  TDI  is  phasing  in 
I the  requirements  is  a good  thing  be- 
cause we  don’t  want  to  destabilize  the 
t market.  We’ll  just  have  to  wait  and  see 
what  happens.” 

' Ms  Devine  says  adoption  of  the  sol- 
vency rules  is  the  second  action  ad- 
dressing the  health  plans’  financial 
condition  that  TDI  has  taken  in  recent 
months.  Last  fall,  the  agency  adopted 
' rules  requiring  HMOs  that  did  not 
charge  premiums  high  enough  to  cover 
their  expenses  to  put  aside  money  to 
I cover  the  shortfall.  “Over  a period  of 
j time,  that  will  help  their  bottom  line,” 
she  said.  Many  HMOs  have  been  charg- 
I ing  low  premiums  simply  to  attract 
new  business. 

TDI  records  show  the  HMO  industry 
' in  Texas  has  not  made  a profit  since 
1996.  In  fact,  HMOs  lost  $400  million 
1 last  year  and  have  lost  more  than  $1  bil- 
lion since  the  second  quarter  of  1996. 

Jerry  Patterson,  executive  director 
of  the  Texas  Association  of  Health 
Plans,  says  his  group  supported  the  leg- 
islature’s action  in  1999  and  supports 
the  TDI  rules  now.  “We  welcome  and 
embrace  them.  We  think  it’s  good  pub- 
lic policy,”  he  said.  ★ 


Security,  e-health 
top  technology  agenda 


Capitalizing  on  Internet  opportu- 
nities and  complying  with  new 
federal  security  and  privacy  reg- 
ulations will  be  the  technological 
priorities  for  hospitals,  physician 
networks,  and  health  plans  for  the  next 
year,  according  to  a new  survey. 

More  than  60%  of  respondents  to 
the  Eleventh  Annual  Healthcare  Infor- 
mation and  Management  Systems  Soci- 
ety Leadership  Survey  Sponsored  by 
IBM  said  that  deploying  Internet  tech- 
nology will  be  the  most  important  in- 
formation technology  priority  for 
health  care  organizations  over  the  next 
12  months.  The  most  common  uses  of 
the  Web  are  for  promotion  and  market- 
ing, employee  recruitment,  communi- 
cating with  physicians,  and  providing 
health  information  to  the  public. 

“The  future  is  online,”  said  Russell  J. 
Ricci,  MD,  general  manager  of  IBM’s 
Healthcare  Industry.  “Health  care  today 
has  an  illness  of  too  much  paper,  too 
much  redundancy,  too  much  error.  . . . 
Internet  technology  is  the  prescription 
for  that  illness.” 

Requirements  of  the  Health  Insur- 
ance Portability  and  Accountability  Act 
(HIPAA)  of  1996  also  will  dominate  in- 
formation technology  executives’  time. 
This  includes  assessing  their  organiza- 
tions’ compliance  with  new  security 
and  privacy  regulations,  documenting 
and  implementing  security  policies  and 
procedures,  and  hiring  information  se- 
curity officers.  About  one  fourth  of  the 
organizations  surveyed  said  they  have 
not  yet  begun  work  on  the  HIPAA  rules, 
which  take  effect  later  this  year. 

Other  key  technology  issues  the  sur- 
vey identified  include  improving  effi- 
ciency, reducing  costs,  and  recruiting 
and  retaining  staff.  The  survey  found 
little  growth  in  the  use  of  computer- 
based  patient  records  in  the  past  year 
and  a “drastic  reduction”  in  the  use  of 
telehealth  systems. 

The  survey  represents  the  opinions  of 
senior  executives  and  managers  from 
health  care  provider  and  vendor  organi- 
zations throughout  the  world  regarding 
the  use  of  information  technology.  ★ 
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PHR  Committee  schedules 
two  new  CME  courses 


TMA’s  Committee  on  Physician 
Health  and  Rehabilitation  (PHR) 
is  offering  new  continuing  med- 
ical education  (CME)  courses  on 
nicotine  dependence  and  on 
maintaining  professional  boundaries 
while  treating  difficult  patients. 

The  first  course,  “Nicotine  Depen- 
dence and  Its  Treatment,”  deals  with  the 
nicotine  addiction  process,  the  benefits 
and  challenges  of  quitting  smoking, 
strategies  for  quitting,  additional  consid- 
erations if  the  patient  is  a physician  or 
nurse,  and  the  availability  of  resources. 

Participants  who  complete  the 
course  should  be  able  to: 

• Define  nicotine  dependence  based 
on  criteria  developed  by  the  Ameri- 
can Psychiatric  Association; 

• List  elements  of  the  dopamine  release 
from  the  brain  that  is  associated  with 
a pleasurable  feeling  and  the  desire  to 
experience  the  feeling  again,  and  de- 
scribe the  addictive  process; 

• Identify  at  least  five  of  the  benefits 
or  challenges  of  quitting; 

• Recognize  three  pharmacological 
and  three  behavioral  approaches  to 
quitting  smoking; 

• Compare  the  different  strategies  in 


regard  to  outcome; 

• Discuss  the  incidence  and  ethical 
implications  of  smoking  by  physi- 
cians and  nurses. 

The  course  carries  1 hour  of  ethics/ 
professional  responsibility  CME  credit. 

The  second  course,  “Maintaining 
Professional  Boundaries  and  Treating 
Difficult  Patients,”  is  similar  to  other  1- 
hour  ethics  CME  courses  offered  by  the 
PHR  committee.  It  is  being  finalized 
and  is  expected  to  be  available  this 
month.  The  course  will  address  the  un- 
spoken physical  and  emotional  limits 
between  a patient  and  a physician,  and 
patients  who  are  difficult  to  treat  be- 
cause they  become  angry,  critical,  hos- 
tile, demanding,  or  manipulative. 

The  two  courses  can  be  taken  by 
home  study,  by  visiting  the  TMA  Web 
site  at  www.texmed.org,  or  by  attend- 
ing a presentation  by  a PHR  regional 
education  team  member  at  meetings  of 
county  medical  societies,  hospital  med- 
ical staffs,  and  other  entities.  The  cost 
of  the  home  or  Internet  study  is  $10  for 
members  and  $15  for  nonmembers. 
There  is  no  charge  for  attending  pre- 
sentations at  county  medical  societies. 

Eor  more  information,  call  Linda 
Kuhn  at  (800)  880-1300,  ext  1342,  or 
(512)  370-1342;  or  e-mail  linda_k@ 
texmed.org.  ★ 


Job  opportunities  available 
at  CHRI’s  HealthFind  2000 


Looking  for  a job  in  the  country? 
Put  Saturday  and  Sunday,  Sep- 
tember 16-17,  on  your  calendar. 
That’s  when  the  Center  for  Rural 
Health  Initiatives  (CRHI)  will 
hold  HealthPind  2000,  its  annual  Job 
fair,  at  the  DoubleTree  North  Hotel  at 
6505  N Interstate  35  in  Austin. 

Physicians  and  other  health  care  pro- 
fessionals will  have  a chance  to  meet 
representatives  from  rural  Texas  hospi- 
tals, physician  practices,  and  communi- 
ties to  discuss  job  opportunities. 

“HealthPind  is  a casual,  friendly  envi- 
ronment for  physicians  and  rural  health 
care  representatives  to  meet  each  other 
and  learn  what  each  has  to  offer,”  said 
Sam  Tessen,  CRHI  executive  director. 
The  registration  deadline  is  July  31. 
CRHI  also  offers  free  recruitment 
and  retention  services  to  rural  Texas 
communities  and  physicians  through 
its  PRAIRIE  DOC  program.  The  pro- 
gram provides  participants  with  free 
services  such  as  a job  opportunity  reg- 
istry and  access  to  educational  debt  re- 
payment programs. 

Eor  more  information  on  HealthPind 
or  PRAIRIE  DOC,  call  toll  free  at  (877) 
839-2744,  or  e-mail  bobmoore@ 
crhi. state. tx. us.  ★ 


TMA  Summit  2000  scheduled 
September  15-16  in  Austin 

The  first  combinedTMA  Fall  Conference  and  House  of  Delegates 
interim  session  will  be  held  Friday  and  Saturday,  September  15-16, 
at  the  Renaissance  Austin  Hotel  and 
will  be  known  as  TMA  Summit  2000: 

Advocacy,  Policy,  Professionalism. 

The  House  of  Delegates  approved  a 
TMA  Board  ofTrustee  recommendation 
to  combine  the  fall  conference  and  in- 
terim session  to  make  better  use  of 
members'  time  and  to  maximize  associ- 
ation resources. 

The  summit  begins  Friday  with  a “dawn  duster"  session  on  an- 
titrust legislation  from  6:30  to  7:45  am,  followed  by  the  opening 
session  of  the  House  of  Delegates  at  8 am.  Reference  committees 
will  meet  when  the  House  recesses. 

A luncheon  — hosted  by  theTexas  Medical  Liability  Trust  — is 
scheduled  for  noon,  followed  by  the  conference's  general  session 


from  2 to  5 pm.  Among  the  general  session  speakers  will  be  Amer- 
ican Medical  Association  President  Randolph  Smoak,  MD,  and 
Steve  H.  Murdock,  PhD,  chief  demographer  for  theTexas  State 
Data  Center  and  director  of  the  Center  for  Demographic  and  So- 
cioeconomic Research  and  Education  at  Texas  A&M  University. 

TheTexas  Medical  Association  In- 
suranceTrust  will  host  a reception  from 
5:15  to  6:30  pm. 

Saturday's  activities  begin  with 
county  medical  society  and  district 
caucuses  from  6:30  to  8:45  am,  followed 
by  the  meeting  of  the  House  of  Dele- 
gates at  9 am.  A box  lunch  with  a fea- 
tured speaker  will  be  held  at  1 pm. 

The  conference  program  is  approved  for  continuing  medical 
education  credit.There  is  no  charge  forTMA  members  and  guests. 
The  cost  for  nonmembers  is  $200. 

For  more  information,  call  (800)  880-1300,  ext  1346,  or  (512)  370- 
1346;  e-mail  amy_e@texmed.org;  or  visit  theTMA  web  site  at  www. 
texmed.org. 
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JCet  us  gwe  you  a hand. 

^^actice  management  can  be  a three-ring  circus.  Utilize  our  expertise  for  an  extensive 
array  of  practice  management  consulting  services  including:  hilling  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline; 


The  following  is  a collection  of  current  consumer  magazine  and  news  reports  that  fea- 
ture health  and  medical  information  your  patients  may  ask  you  about. 

“THE  RACETO  DECODETHE  HUMAN  BODY.”The  Human  Genome  Project  promises 
to  provide  the  operating  instructions  for  a human  body  and  revolutionizes  the  detection, 
prevention,  and  treatment  of  conditions  from  cancer  to  depression  to  old  age.  It  also 
threatens  to  undermine  privacy  and  bring  on  “genetic  discrimination”  in  insurance  and 
employment.  Newsweek,  4/10/00 

“FAKE  ‘N’  BAKE.”Tanning  salons  are  claiming  their  beds  are  safer  than  the  beach.  But 
indoor  tanning  still  leads  to  premature  aging.  Here  are  some  tips  on  how  to  know  when 
a mole  is  just  a mole  or  a melanoma.  Mirabella,  4/00 

“TOM  KELLY’S  BRAIN.”Thomas  Kelly,  author  of  “Payback,”  gets  his  head  examined  to 
find  out  what  all  the  blows  to  his  brain  he's  taken  in  the  past  have  done  to  his  noggin. 
He  learns  that  brain  trauma  is  the  No.  1 cause  of  death  from  injury  in  America  for  those 
under  age  45,  killing  60,000  people  a year.  Esquire,  5/00 

“WILDERNESS  FIRST  AID.”  Be  prepared  to  care  for  fractures,  insect  bites,  heat-re- 
lated illness,  anaphylactic  shock,  and  snake  bites  during  summer  outdoor  adventures, 
American  Survival  Guide,  5/00 

“TAKINGTHE  PLUNGE.”  Many  women,  opting  for  alternatives  to  painkilling  drugs  dur- 
ing childbirth,  are  stepping  into  tubs  to  ease  labor  pains  and,  sometimes,  to  give  birth. 
Latina,  5/00 

“WHO  WILL  DIE  FIRST?”  The  health  risks  of  three  subscribers  are  profiled,  while 
readers  and  Ken  Goldberg,  MD,  medical  director  of  the  Male  Health  Center  in  Dallas, 
select  which  contestant  is  “most  likely  to  take  a premature  dirt  nap.”  Men's  Health,  5/00 

“SILENT  SUFFERING.”  Ian  K.  Smithy  MD,  says  most  aches  and  pains  are  treatable  but 
only  if  patients  are  willing  to  talk  about  them  candidly  and  accurately  with  their  doctors. 
However,  two  thirds  of  adults  either  ignore  their  pain  or  deal  with  it  in  their  own  way. 
Time,  4/17/00 

“HOWTO  GETTOYOUR  GOLDEN  YEARS.”  Nearly  80  million  boomers  are  now  head- 
ing into  their  most  disease-prone  years.  They  still  have  time  to  choose  between  de- 
crepitude and  a vigorous  old  age.  Newsweek,  4/3/00 


Fatherhood  initiative  seeks 
health  care  volunteers 


The  Texas  Fatherhood  Initiative 
(TFI)  is  seeking  physicians  and 
other  health  care  professionals  to 
participate  in  efforts  to  combat 
the  problems  surrounding  the 
absence  of  fathers  from  the  home.  TFI 
defines  “father  absence”  as  a lack  of 
physical  or  emotional  connection  be- 
tween fathers  and  their  children. 

“We’d  like  to  partner  with  medical 
professionals  and  organizations.  If  a 
medical  professional  is  part  of  a local 
organization  of  such  professionals, 
we’d  love  to  have  their  organization’s 
involvement  in  the  initiative,”  said 
Chris  Brown,  TFI  director. 

Mr  Brown  says  many  studies  show 
that  the  absence  of  a father  from  the 
home  is  related  to  children  living  in 
poverty,  performing  poorly  in  or  drop- 
ping out  of  school,  experiencing  emo- 
tional and  behavioral  problems,  being 
neglected  or  abused,  committing  violent 
acts,  or  engaging  in  early  sexual  activity. 

TFI  was  announced  in  December  by 
Gov  George  W.  Bush  as  part  of  his 
“Right  Choices”  initiative.  An  affiliate 
of  the  National  Fatherhood  Initiative 
based  in  Gaithersburg,  Md,  TFI  seeks  to 
improve  the  health  and  well-being  of 
children  by  reducing  father  absence 
and  promoting  responsible  fatherhood. 
TFI  will  conduct  a statewide  public 
awareness  campaign  and  provide  tech- 
nical assistance,  training,  and  referrals 
on  fatherhood-related  issues. 

Among  TFI  activities  will  be  12  com- 
munity forums  throughout  the  state; 
establishment  of  a Texas  Fatherhood 
Resource  Center  to  provide  individuals 
and  community  organizations  with  fa- 
therhood-related resource  materials, 
training,  referrals,  and  technical  assis- 
tance; and  three  regional  training  ses- 
sions for  social  service  providers. 

If  you  are  interested  in  participating 
in  the  initiative,  especially  in  helping 
coordinate  a fatherhood  forum  in  your 
community,  contact  TFI  at  711  Ridge 
View  Dr,  Leander,  TX  78641;  call  (512) 
260-0883;  or  e-mail  anthroveg@earth- 
link.net.  ★ 
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Project  WATCH  video  is 
ready  for  local  premieres 


A Project  WATCH  video  that  urges 
physicians  to  talk  to  their  pa- 
tients about  heart  disease  and 
stroke,  the  first  and  third  leading 
killers  in  Texas,  is  available  for 
vietving  at  your  next  county  medical 
society  meeting. 

Project  WATCH  is  a team  effort  be- 
tween TMA  and  the  TMA  Alliance, 
funded  by  the  TMA  Foundation,  that 
focuses  on  the  five  leading  preventable 
risk  factors  for  heart  disease  and 
stroke:  Weight,  Activity,  Tobacco,  Cho- 
lesterol, and  High  blood  pressure. 

The  3-minute  video’s  message,  de- 
livered by  Alan  C.  Baum,  MD,  of  Hous- 
ton, immediate  past  president  of  TMA, 
encourages  physicians  and  their  fami- 
lies to  live  the  Project  WATCH  message. 

For  a free  copy  of  the  video,  call  Ken 
Ortolon  at  (800)  880-1300,  ext  1392, 
or  (512)  370-1392;  or  e-mail  ken_o@ 
texmed.org. 

Meanwhile,  Project  WATCH’s  public 
service  announcement  (PSA)  campaign 
has  been  launched.  Radio  and  televi- 
sion stations  statewide  have  received 
30-second  television  PSAs  and  30-  and 
60-second  radio  PSAs  featuring  TMA 
President  J.  James  Rohack,  MD.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Baylor  College  of  Medicine  researchers  say  correcting  a critical  shortage  of  glutathione 
could  be  the  key  to  reversing  kwashiorkor,  a complication  of  malnutrition  that  kills  mil- 
lions of  children  in  Third  World  couniues.  American  Journal  of  Physiology,  4/00 

Scientists  atThe  University  ofTexas  Southwestern  Medical  Center  at  Dallas  report  that 
results  of  brain  function  tests  performed  on  veterans  of  the  Gulf  War  who  complained 
of  dizziness  were  similar  to  those  of  victims  of  the  nerve  gas  attack  onTokyo  subway  rid- 
ers in  1995  and  is  further  evidence  that  the  soldiers  were  exposed  to  chemical  and  nerve 
agents.  Otolaryngology-Head  and  Neck  Surgery,  3/00 

Lesion  growth  can  be  halted  and  perhaps  partially  reversed  if  ischemic  stoke  victims  re- 
ceive thrombolytic  therapy  within  6 hours  of  being  stricken,  UCLA  Medical  Center  re- 
searchers report.  Annals  of  Neurology,  4/00 

A study  of  more  than  1,000  men  in  15  Veterans  Administration  medical  centers  indicates 
that  antihypertensive  drugs  are  less  effective  in  the  southeastern  United  States,  the  so- 
called  stroke  belt.  Archives  of  Internal  Medicine,  3/27/00 

University  of  California  at  San  Francisco  scientists  who  studied  more  than  13,000  pa- 
tients between  1988  and  1994  have  linked  vitamin  C deficiency  to  gallbladder  disease. 
Archives  of  Internal  Medicine,  4/10/00 

Caspase  inhibitors  show  promise  in  treating  amyotrophic  lateral  sclerosis,  say  Harvard 
Medical  School  researchers  who  report  that  the  investigational  chemical  blocks  the  en- 
zyme that  causes  cell  death.  Science,  4/14/00 

A study  of  more  than  17,000  patients  in  five  countries  showed  the  risk  of  pulmonary  em- 
bolism and  deep  vein  thrombosis  was  reduced  by  giving  the  patients  160  mg  of  aspirin 
for  35  days  after  arthroplasty  or  hip  fracture  surgery.  The  Lancet,  4/15/00 

Boston  University  School  of  Medicine  researchers  say  they  have  established  a link  be- 
tween head  injuries  — with  or  without  a loss  of  consciousness  — and  Alzheimer's  dis- 
ease. Neurology,  4/14/00 

Mice  failed  to  develop  the  motor  dysfunction  associated  with  Huntington’s  disease 
when  the  expression  of  a transgene  that  encodes  the  protein  responsible  for  the  disease 
was  turned  off,  scientists  at  Columbia  University  report.  Cell,  3/31/00 

Bone  mass  density  in  elderly  women  may  be  improved  by  drinking  one  to  three  glasses 
of  wine  a day;  more  than  that  may  have  a negative  effect,  say  French  researchers  who 
studied  7,500  women  ages  75  and  older.  American  Journal  of  Epidemiology,  4/15/00 
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You  open  the  door  to  the  examining  room  to  find  your  first  patient 
of  the  day.  The  patient's  regular  checkup  seems  to  be  going  well 
until  he  asks:  “What  about  this  new  drug  I saw  advertised  on  TV 
the  other  day?”  or  "Did  you  see  that  new  treatment  for  sleeping 
disorders  on  20120  last  night?”  or  “Have  you  read  about  the  latest 
prostate  cancer  research  on  the  XYZ  Web  site?” 

Your  patients  are  getting  smarter,  but  you  don’t  have  the  time 
to  hit  the  library  to  do  the  research  needed  to  answer  some  of  their 
questions.  Luckily,  PubMed  brings  the  library  to  you  for  free. 

At  www.ncbi.nlm.nih.gov/PubMed,  you  can  search  the  Na- 
tional Library  of  Medicine's  MEDLINE,  an  index  to  the  world’s  most 
extensive  collection  of  published  medical  information.  PubMed 
provides  access  to  10  million  references  to  articles  published  in 
more  than  4,000  biomedical  journals.  It  contains  records  dating 
back  to  1966  on  medicine,  nursing,  dentistry,  veterinary  medicine, 
the  health  care  system,  and  preclinical  sciences.  You  can  easily 
find  PubMed  through  the  “Library”  section  or  the  “Internet  Gate- 
way to  Health  Resource  Links”  on  the  TMA  Web  site  at 
www.texmed.org. 

Once  you  reach  PubMed,  you  may  be  baffled  by  the  numerous 
ways  to  search  the  site  for  information. To  solve  this  problem,  the 
TMA  Library  has  devised  a continuing  medical  education  (CME) 
course  on  PubMed’s  search  features,  display/save/print  options, 
and  Loansome  Doc,  which  enables  users  to  request  full-text  arti- 
cles from  the  library.  But  until  you  can  attend  one  of  these  courses, 
here  are  some  tips  to  assist  you  in  your  PubMed  searches: 


• The  “Index”  button  allows  you  to  select  search  terms.  You  may 
browse  the  index  and  place  items  in  the  search  box  by  high- 
lighting them  and  selecting  which  connector  word  (and,  or,  not) 
to  use  in  adding  them  to  your  search. 

• The  “History”  button  keeps  track  of  searches  and  numbers 
them,  allowing  you  to  go  back  to  earlier  searches  and  combine 
or  modify  them. 

• The  "Clipboard”  button  allows  you  to  group  selected  citations 
from  one  or  more  searches  for  printing,  saving,  or  ordering. 

PubMed  allows  bibliographies  and  article  abstracts  to  be 
printed  or  saved.  But  if  you  want  more,  use  Loansome  Doc  to  order 
copies  of  full-text  articles  from  theTMA  Library. 

For  more  information  or  to  askTMA  librarians  to  provide  free 
online  searching  and  reference  work,  call  (800)  880-1300,  ext  1551, 
or  (512)  370-1551;  or  e-mail  tmajibrary@texmed.org. 

For  information  on  future  PubMed  CME  classes,  call  (800)  880- 
1300,  ext  1546,  or  (512)  370-1546;  or  e-mail  barbara_m@texmed.org. To 
register  to  use  Loansome  Doc,  call  (800)  880-1300,  ext  1544,  or  (512) 
370-1544;  or  fax  or  mail  the  registration  form  found  in  the  “Library” 
section  under  “TMA  Member  Services”  on  theTMA  Web  site. 


• The  “Limits”  button  allows  you  to  search  specific  fields  using 
pull-down  menus  for  publication  type,  language,  subsets,  ages, 
human  or  animal,  gender,  entrez  date  (the  date  when  the  item 
was  added  to  the  database),  and  publication  date.  Once  you 
have  selected  your  limits,  hit  the  “Go”  button.  You  can  click  on 
the  word  “Limits”  at  any  point  during  your  search  to  apply,  drop, 
or  change  your  limits. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@fexmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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More  hospitals  join 
recognition  list  of  HeartCare 
Partnership 


The  following  hospitals  and  prac- 
tices have  met  the  patient  man- 
agement criteria  developed  by 
the  TMA  Committee  on  Cardio- 
vascular Diseases  and  the  Texas 
Affiliate  of  the  American  Heart  Associ- 
ation as  part  of  the  HeartCare  Partner- 
ship program: 

• Medical  Center  of  Plano; 

• Baylor  Medical  Center  at  Irving; 

: • Baylor  Medical  Center  at  Garland; 

* • Presbyterian  Hospital  of  Dallas; 

• St  Luke’s  Baptist  Hospital,  San  Anto- 
, nio; 

! • United  Regional  Health  Care  Sys- 
tem, Wichita  Falls; 

• Baptist  St  Anthony  Hospital,  Amar- 
I illo;  and 

, • Houston  Heart  Center. 

The  HeartCare  Partnership  is  de- 
signed to  improve  the  management  of 
risk  factors  in  the  secondary  prevention 
'of  cardiovascular  disease.  Educational 
workshops,  quality  improvement 
processes,  and  patient  educational  ma- 
j terials  have  been  developed  specifically 
I for  participants. 

1 The  program  is  a joint  effort  of  TMA 
j and  the  Texas  Affiliate  of  the  American 
Heart  Association,  with  support  from 
Merck  & Company. 

For  more  information  on  the  Heart- 
Care Partnership  and  workshops,  con- 
tact Bridget  Butler  at  (800)  1300,  ext 
1461,  or  (512)  370-1461;  or  e-mail 
bridget_b@texmed.org.  ★ 


Make  dreams  come  true. 


You  can  make  a difference! 


Help  a minority  student  fulfill  the  dream  to  join  the  field  of  medicine. 
Contribute  to  scholarships  for  qualified,  underrepresented  minorities  accepted  to 
Texas  medical  schools.  Donations  are  tax-deductible  under  federal  law. 

For  more  information,  call  (800)  880- 1 300,  ext.  1375, 
or  (5 1 2)  370- 1 375,  or  send  an  e-mail  to  marcia_c@texmed.org. 

Give  to  the  TMA  Minority  Scholarship  Program  Today! 


TMA  Minority  Scholarship  Program 


Increasing  access  to  Texas  medicine 


Now! 


Malpractice 

Insurance 

Alternatives! 


Group 


"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 
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A good  deal? 

Questions  surround  AG’s  settlement  with  Aetna 


J hroughout  the  1990s,  Texas  con- 
tinually was  at  the  national  fore- 
front in  the  legislative  fight  to 
protect  the  rights  of  patients  and 
physicians  in  dealing  with  man- 
aged care  plans.  But  now  the 
battleground  is  shifting  from  en- 
actment of  patient  protections  in  the  leg- 
islative arena  to  enforcement  of  these 
new  laws  by  the  executive  branch.  >■  > 


By  Ken  Ortolon,  Associate  editor 
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The  first  significant  blow  in  the  ef- 
fort to  make  managed  care  plans  live 
by  the  new  laws  was  struck  in  April 
when  Texas  Atty  Gen  John  Cornyn  an- 
nounced the  signing  of  an  agreement 
with  Aetna  US  Healthcare  to  settle  a 
' lawsuit  alleging  that  Aetna  failed  to 
' comply  with  state  laws  prohibiting  pay- 
ment of  financial  incentives  that  en- 
courage physicians  to  limit  medically 
necessary  care. 

The  settlement  could  have  far-reach- 
ing implications  for  future  relationships 
between  physicians  and  health  plans,  as 
well  as  the  sanctity  of  the  patient-physi- 
cian relationship.  Yet,  the  agreement 
sparked  some  controversy  and  left  some 
physicians,  trial  lawyers,  consumers, 
and  even  other  state  attorneys  general 
wondering  how  much  Attorney  General 
Comyn  really  had  gained  for  Aetna  pa- 
tients and  the  doctors  who  treat  them. 

Assuring  compliance 

i On  April  11,  Attorney  General  Cornyn 
' held  news  conferences  in  Dallas  and 
j Houston  to  announce  that  Aetna  had 
^ agreed  to  sign  an  assurance  of  voluntary 
! compliance  ending  a 2-year-old  lawsuit 
; that  had  alleged  multiple  violations  of 
state  law.  Those  alleged  violations  in- 
I eluded  paying  incentives  to  physicians 
! for  withholding  necessary  care. 

The  lawsuit  was  one  of  several  filed 
against  health  maintenance  organiza- 
: tions  (HMOs)  in  late  1998  by  outgoing 
t Atty  Gen  Dan  Morales.  The  suits  were 
left  to  incoming  Attorney  General 
I Cornyn  to  prosecute. 

Under  the  assurance  of  voluntary 
compliance,  Aetna  agreed  to  discon- 
tinue any  financial  incentives  to  with- 
hold necessary  care,  create  an  Office  of 
Ombudsman  to  help  enrollees  deal 
with  coverage  and  access  problems, 

! waive  its  “all-products”  clause  for  indi- 
vidual physicians  and  small  physician 
groups,  and  ensure  that  only  licensed 
medical  professionals  make  medical 
necessity  decisions.  The  agreement 
also  provides  that  patients  can  con- 
tinue seeing  their  doctor  if  a physician’s 
1 contract  is  terminated  in  the  middle  of 
' a plan  year,  and  requires  Aetna  to  give 
' 90  days’  written  notice  if  a particular 
j prescription  drug  is  being  dropped 
' from  the  plan’s  formulary. 

Perhaps  most  significantly,  Aetna 

j Tel  800.880.1300 


agreed  not  to  attempt  to  circumvent 
state  regulation  by  claiming  an  exemp- 
tion under  the  federal  Employee  Re- 
tirement Income  Security  Act,  or 
ERISA,  which  largely  exempts  self- 
funded  health  insurance  plans  from 
state  insurance  laws  and  regulations. 

Both  Attorney  General  Cornyn  and 
Aetna  officials  hailed  the  settlement  as 
a landmark  agreement  that  could  serve 
as  a model  for  new  standards  govern- 
ing health  plan  relationships  with  both 
enrollees  and  physicians. 


“This  settlement  puts  medical  deci- 
sions precisely  where  they  belong,  and 
that  is  in  the  hands  of  patients  and  their 
physicians,”  Attorney  General  Cornyn 
said  at  the  Dallas  news  conference. 

In  a statement  released  at  the  news 
conference,  Arthur  Leibowitz,  MD, 
Aetna’s  chief  medical  officer,  added, 
“Our  agreement  with  the  attorney  gen- 
eral underscores  that  our  members’ 
health  care  needs  are  our  first  priority 
— an  important  step  in  strengthening 
the  trust  of  our  members  and  partici- 
pating physicians.” 

After  a preliminary  explanation  of 
the  settlement  by  the  attorney  general, 
the  Texas  Medical  Association  shared 
the  enthusiasm.  “We  are  hopeful  the  set- 
tlement announced  today  with  Aetna 
will  open  a new  chapter  in  health  plan- 
physician  relations  that  will  allow  the 
plans  and  Texas  physicians  to  work  to- 
gether to  better  serve  patients,”  said 
then-TMA  President  Alan  C.  Baum,  MD. 

The  good  news 

The  agreement  was  met  with  qualified 
approval.  An  in-depth  analysis  of  the 
document  by  TMA  and  American  Med- 
ical Association  staff  indicates  there  are 
many  important  provisions  that  will 
benefit  both  patients  and  physicians.  It 
also  showed  the  need  for  further  clari- 
fication of  the  intent  of  various  provi- 


sions of  the  agreement  and  how  it  will 
be  implemented. 

“What  the  agreement  does  that  is 
especially  good  is  that  it  requires  Aetna 
to  comply  with  all  HMO  laws  in  the 
state  of  Texas,  including  the  patient 
protection  provisions  such  as  the  inde- 
pendent review  process,”  said  Connie 
Barron,  TMA’s  associate  director  for 
legislative  affairs.  The  provision  of  the 
1997  patient  protection  statutes  that 
established  the  independent  review 
process  for  appealing  HMO  denials  of 


care  was  thrown  out  by  a Houston  fed- 
eral district  court  judge  and  is  now  un- 
der appeal.  (See  “HMO  Liability,”  May 
2000  Texas  Medicine,  pp  28-31.) 

What’s  more,  Ms  Barron  says,  the 
agreement  requires  Aetna  to  submit  a 
wider  range  of  coverage  and  access  is- 
sues to  external  review  than  the  inde- 
pendent review  statute  requires.  Under 
the  settlement,  Aetna  patients  would 
be  allowed  to  appeal  decisions  that 
deny  payment  for  experimental  treat- 
ment, refuse  to  pay  for  emergency  care 
under  the  so-called  “prudent  layper- 
son” standard,  and  deny  coverage  for 
some  prescription  drugs. 

Rich  Johnson,  director  of  TMA’s  Di- 
vision of  Medical  Economics,  adds  that 
the  all-products  provision  will  be  a sig- 
nificant leveling  of  the  playing  field  in 
physicians’  ability  to  effectively  negoti- 
ate contracts  with  the  large  health 
plans.  The  agreement  prohibits  Aetna 
from  forcing  individual  physicians  to 
accept  patients  under  all  of  its  man- 
aged care  products.  Primary  care 
groups  of  10  or  fewer  physicians  and 


All  articles  in  Texas  Medicine  that  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  "legislative  advertising,”  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“We  are  hopeful  the  settlement  announced  today  with 
Aetna  will  open  a new  chapter  in  health  plan-physician 
relations  that  will  allow  the  plans  and  Texas  physicians 
to  work  together  to  better  serve  patients.” 
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specialty  groups  of  25  or  fewer  doctors 
also  would  be  freed  from  the  all-prod- 
ucts clause  that  has  been  a standard 
feature  of  Aetna  contracts  in  Texas. 

“The  agreement  potentially  provides 
a lot  more  leverage  for  physicians  or 
physician  groups  in  negotiating  con- 
tracts with  Aetna,”  Mr  Johnson  said. 
“For  a number  of  doctors,  and  for 
groups  in  particular,  the  all-products 
clause  can  result  in  a fairly  high  per- 
centage of  their  patient  population  es- 
sentially being  captive  to  one  carrier. 


That  carrier  can  dictate  terms  that  may 
not  be  good  for  your  patients  and  cer- 
tainly may  not  be  good  for  the  viability 
of  your  practice.” 

Devil  in  the  details 

TMA  sought  comments  on  the  agree- 
ment from  some  of  the  state’s  leading 
health  law  experts,  as  well  as  AMA. 
Their  analyses  raised  many  questions. 

While  many  provisions  of  the  agree- 
ment suggest  a shift  in  patient  and 
physician  relationships  with  Aetna, 
there  still  was  a tremendous  amount  of 
concern  expressed  over  the  agreement 
by  some  health  policy  experts,  physi- 
cians, consumers,  and  others.  Repre- 
sentatives of  Texans  for  Public  Justice, 
an  Austin-based  consumer  watchdog 
group,  labeled  the  settlement  a “sweet- 
heart deal”  for  Aetna  because  it  failed 
to  impose  any  fines  for  statutory  viola- 
tions and  let  the  giant  health  plan  off 
without  any  admission  of  guilt.  The 
original  lawsuit  asked  for  fines  of 
$10,000  per  violation. 

Others  have  said  the  settlement  is 
riddled  with  imprecise  language  and 
loopholes  that  cause  confusion  about 
the  actual  intent  of  many  provisions,  or 
provide  Aetna  with  escape  hatches  to 
avoid  making  any  truly  substantive 
changes  in  the  way  it  does  business. 

More  troubling  to  those  observers 


are  provisions  that  seem  to  download 
some  stringent,  and  potentially  costly, 
requirements  on  physician  groups  that 
contract  with  Aetna  to  provide  care  and 
limit  the  physicians’  ability  to  negotiate 
on  those  requirements. 

“The  settlement  imposes  a number 
of  things  by  agreement  with  the  attor- 
ney general  that  otherwise  would  have 
to  be  negotiated  by  Aetna,”  said 
Spencer  Berthelsen,  MD,  medical  direc- 
tor for  managed  care  for  Kelsey-Sey- 
bold  Medical  Group  in  Houston. 


As  an  example.  Dr  Berthelsen,  who 
chairs  a TMA  ad  hoc  advisory  group  of 
physician  networks,  cites  a provision 
that  allows  a patient  whose  physician 
has  been  dropped  from  Aetna’s  net- 
work in  the  middle  of  a policy  year  to 
continue  seeing  that  physician  until  the 
policy  year  ends.  While  that  is  good  for 
the  continuity  of  that  patient’s  care.  Dr 
Berthelsen  says  other  language  allows 
Aetna  to  cut  that  doctor’s  fees  to  its 
“usual  and  customary”  fee  schedule, 
which  often  is  considerably  less  than 
contract  terms. 

“Those  Aetna  fee  schedule  rates  are 
low  and  they  may  not  be  acceptable  to 
a physician  or  a group  that  has  to  con- 
tinue with  them  for  as  long  as  11 
months,”  he  said.  “Not  only  might  the 
rate  be  significantly  lower  than  the 
contract  payment  rate,  the  physician 
would  have  to  continue  to  provide 
services  without  any  of  the  other  pro- 
tections or  benefits  of  a contract.” 

Other  problems  Dr  Berthelsen  cites 
include  an  apparent  ban  on  all  incen- 
tive pools;  a downloading  of  HMO  stop 
loss,  reinsurance,  and  other  financial 
solvency  requirements  on  physician  net- 
works; and  a provision  that  allows 
Aetna  to  contract  individually  with 
physicians,  rather  than  collectively  with 
their  independent  practice  association 
or  physician  group,  if  the  network  fails 


to  pay  claims  in  a timely  fashion. 

Dr  Berthelsen  says  incentive  funds 
are  necessary  to  compensate  physicians 
for  providing  efficient,  conservative 
care  because  providing  such  care  often 
requires  more  work  but  results  in  less 
compensation  because  costly  surgery  or 
extra  days  in  the  hospital  are  avoided. 

If  these  and  other  provisions  are  in- 
terpreted very  narrowly,  they  could 
have  a serious  impact  on  some  physi- 
cian groups.  Dr  Berthelsen  says. 

“There  isn’t  enough  framework 
around  it  to  understand  how  these  pro- 
visions actually  will  be  interpreted,”  he 
said.  “If  they  are  interpreted  very 
strictly  and  narrowly  as  stated  in  the 
agreement,  it  could  have  harmful  ef- 
fects on  group  practices  and  independ- 
ent practice  associations.” 

Austin  attorney  David  Hilgers,  JD, 
who  represents  several  physician 
groups,  says  one  of  those  effects  could 
be  a severe  financial  impact  on  physi- 
cian groups  that  do  risk  contracting. 
Among  the  settlement’s  provisions  is  a 
requirement  that  Aetna  download  cer- 
tain functions  on  any  physician  group 
that  agrees  to  take  on  functions  Aetna 
normally  would  carry  out  if  it  was  con- 
tracting with  a non-risk-bearing  group. 
This  includes  a requirement  that  an  ac- 
tuary certify  that  any  capitation  rates 
those  groups  agree  to  with  other  physi- 
cian groups  are  adequate. 

“The  cost  of  providing  that  actuarial 
certification  is  going  to  be  significant,” 
Mr  Hilgers  said.  “It’s  going  to  be  so  sig- 
nificant that  it  reduces  the  margins 
even  further  and  makes  it  very  unlikely 
that  much  downstream  risk  contracting 
is  going  to  go  on.” 

Clearing  the  mud 

while  those  concerns  and  others  seem 
to  be  well  founded,  lawyers  from  the 
Attorney  General’s  Office  have  assured 
TMA  that  the  intent  of  some  provisions 
of  the  settlement  have  been  miscon- 
strued. In  lengthy  meetings  with  TMA 
staff,  the  attorney  general’s  lawyers 
have  said  that  physicians  attempting  to 
contract  with  Aetna  are  not  required  to 
accept  some  of  the  more  onerous- 
sounding  provisions. 

“The  agreement  appears  to  have 


“The  settlement  imposes  a number  of  things 
by  agreement  with  the  attorney  general  that 
otherwise  would  have  to  be  negotiated  by  Aetna.” 
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: downstream  ‘mandates’  for  networks 
' accepting  risk,  but  in  discussions  with 
I the  attorney  general  and  Aetna  offi- 
t cials,  these  provisions  are  only  meant  to 
I require  Aetna  to  offer  these  provisions, 
I not  include  them  in  every  agreement,” 
i said  TMA  General  Counsel  Donald  P. 
Wilcox,  JD.  “Few  are  true  mandates.” 

In  an  extensive  conference  call  with 
TMA  attorneys  and  policy  staff,  Aetna 
officials  also  assured  physicians  that 
their  interpretation  of  the  disputed 
clauses  closely  matched  that  of  the  at- 
torney general’s  staff. 

Mr  Wilcox  says  the  attorney  gen- 
eral’s lawyers  have  indicated  they  in- 
tend to  issue  a clarification  on  nearly  a 
dozen  provisions  about  which  concerns 
had  been  expressed.  They  also  indi- 
cated that  they  might  be  willing  to  seek 
modifications  to  four  or  five  other  pro- 
visions that  would  have  to  be  revisited 
with  Aetna,  such  as  the  provisions  that 
require  Aetna  to  download  utilization 
review  and  actuarial  certification  of 
I capitation  rates  to  physician  groups 
) that  are  doing  risk  contracting. 

Those  clarifications  and  modifica- 
tions could  be  important  because  law- 
suits are  pending  against  two  other 
health  plans  — Humana  and  PacifiCare 
— that  were  named  as  defendants  in 
then-Attorney  General  Morales’  origi- 
nal lawsuits.  The  Attorney  General’s 
Office  likely  soon  will  be  approaching 
' those  companies  in  an  effort  to  obtain 
; similar  settlement  terms,  and  TMA  and 
AMA  officials  hope  to  have  most  of  the 
concerns  clarified  before  those  settle- 
ments can  be  reached. 

“I  look  at  this  as  a living  document 
because  the  attorney  general  is  going  to 
try  to  work  out  agreements  with  these 
other  plans,”  Mr  Wilcox  said.  “That 
agreement  is  going  to  improve  in  clarity 
and  conciseness,  partly  from  all  this  in- 
put that’s  coming  in,  and  I think  there’s 
going  to  be  an  opportunity  for  the  at- 
torney general  to  go  back  and  revisit 
the  Aetna  agreement  after  that  occurs.” 

If  the  attorney  general  succeeds  in 
getting  tougher  agreements  from  Hu- 
mana or  PacifiCare,  or  at  least  succeeds 
in  getting  the  desired  clarifications  in 
agreements  with  those  plans,  Aetna 
I would  have  to  abide  by  those  terms  un- 

I 
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der  a sort  of  “most  favored  nation”  pro- 
vision in  its  own  settlement.  If  another 
plan  agrees  to  a settlement  that  sets  a 
higher  standard  than  the  one  Aetna 
agreed  to,  it  is  obligated  to  live  up  to 
the  higher  standard. 

The  national  outlook 

Meanwhile,  concern  still  exists  about 
the  impact  the  settlement  could  have 
nationally.  Ross  Rubin,  vice  president 
of  legislative  activities  for  AMA,  says 
there  is  concern  that  Aetna  will  attempt 
to  shop  the  plan  to  other  states  or  even 
the  US  Congress  as  a template  for  deal- 
ing with  managed  care  problems.  That 
could  be  catastrophic  if  it’s  not  accom- 
panied by  the  strong  patient  protection 
laws  that  Aetna  agreed  to  abide  by  as 
part  of  the  settlement. 

“Texas  is  a relatively  progressive 
state  in  the  regulation  of  this  area,”  Mr 
Rubin  said.  “If  they  were  to  take  that 
settlement  as  a template  the  way  it’s 
written,  that  would  raise  significant 
concerns  for  us  unless  it  carries  along 
certain  Texas  statutes  that  are  not  ap- 
parent from  the  face  of  the  document.” 

Even  if  all  of  the  clarifications  are 
forthcoming,  enforcement  of  the  agree- 
ment still  is  a concern.  Kim  Ross,  TMA 


The  ongoing  col- 
laboration between 
the  American  Med- 
ical Association 
and  the  Texas  Med- 
ical Association  on 
our  mutual  con- 
cerns with  the 
Texas  attorney  gen- 
eral’s “Assurance  of  Voluntary  Compli- 
ance” with  Aetna  is  yet  another 

example  of  the  interdependence  of 

state  and  federal  health  care  policy, 
and  a compelling  reason  for  presenting 
a strong  unified  front  to  the  powerful. 


vice  president  for  public  policy,  says  the 
“old”  Aetna  is  notorious  for  not  match- 
ing its  deeds  to  its  words. 

“The  old  Aetna  has  a deplorable 
track  record  in  the  area  of  patients’ 
rights  and  physician  relations.  Even  as 
we  speak,  Aetna  is  attempting  to  get  out 
from  under  the  Texas  managed  care  lia- 
bility law,”  he  said,  referring  to  the  com- 
pany’s appeal  in  the  US  Fifth  Circuit 
Court  of  Appeals,  “and  fighting  the  Pa- 
tients’ Bill  of  Rights  in  Washington,  DC.” 

Mr  Johnson  also  points  out  that 
Aetna  and  other  plans  are  responding 
to  Texas’  new  law  requiring  prompt 
payment  of  clean  claims  by  proposing 
in  contracts  that  physicians  waive  their 
rights  in  that  regard.  Rules  to  imple- 
ment the  law  do  not  take  effect  until 
August  1. 

Still,  Mr  Wilcox  says  the  Attorney 
General’s  Office  is  committed  to  hold- 
ing Aetna  to  the  letter  of  the  agreement. 

“They  said  they  intend  to  fully  en- 
force it,  monitor  it,  and  add  to  it  if  nec- 
essary,” Mr  Wilcox  said.  “They  are  fully 
committed.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o@texmed.org. 


investor-driven  managed  care  organi- 
zations that  are  waging  political  war  on 
both  the  state  and  national  arenas. 

Texas  Atty  Gen  John  Cornyn  and 
Aetna/us  Healthcare  have  settled  the 
first  of  the  cases  the  State  of  Texas  filed 
against  managed  care  plans.  The  state 
had  alleged  that  the  major  health 
maintenance  organization  (HMO)  and 
managed  care  plans  in  Texas  (including 
Aetna,  NYLCare,  PacifiCare,  and  Hu- 
mana) had  established  systems  and 
practices,  through  their  financial  incen- 
tive and  other  operating  policies,  that 
were  not  in  the  best  interest  of  Texas 
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consumers,  and  that  Texas  consumers 
were  paying  premiums  for  coverage  of 
services  they  were  not  receiving. 

These  lawsuits  were  important  ac- 
tions and  placed  health  plans  on  notice 
that  states  intended  to  enforce  their  laws. 
The  Attorney  General’s  Office  should  be 
commended  for  shining  the  spotlight  on 
plan  practices  and  behavior  and  for  seek- 
ing strong  enforcement  of  the  law. 

The  51 -page  settlement  document, 
formally  called  an  Assurance  of  Volun- 
tary Compliance  (AVC),  lays  out  a series 
of  processes  and  procedures  that  Aetna 
must  follow  in  how  it  makes  its  deci- 
sions, and  how  it  relates  with  patients, 
physicians,  networks,  and  other  health 
care  professionals.  The  negotiations 
were  conducted  between  the  attorney 
general  and  Aetna  and  were  basically 
closed  to  other  parties  interested  in  the 
outcome.  Both  TMA  and  AMA  were 
asked  some  preliminary  background 
questions,  but  neither  organization  par- 
ticipated in  the  process.  We  saw  the  ac- 
tual agreement  at  the  same  time 
everybody  else  did,  when  it  was  final. 

Both  TMA  and  AMA  recognize  that 
the  AVC  represents  more  than  the  set- 
tlement of  a Texas  lawsuit;  it  has  pro- 
found national  implications,  laying  out 
a possible  template  and  setting  prece- 
dent across  the  country.  Before  the  ink 
was  even  dry,  language  directly  from 
the  AVC  was  appearing  across  the 
country,  being  offered  in  legislative  and 
regulatory  contexts.  Because  of  the 
timing  of  the  settlement  and  the  promi- 
nence of  Texas  and  Aetna,  the  language 
and  interpretations  in  this  AVC  have 
even  begun  to  show  up  in  the  debates 
on  a national  Patients’  Bill  of  Rights, 
now  being  deliberated  by  a congres- 
sional conference  committee. 

Because  of  this,  TMA  and  AMA 
worked  together  to  conduct  a detailed 
analysis  of  the  agreement.  We  found 
some  improvements  but  generally  con- 
cluded that  the  AVC  was  at  best  confus- 
ing. At  worst  it  ratified  or  gave  the 
impression  that  the  State  of  Texas  was 
endorsing  certain  practices,  such  as  “all- 
products clauses”  for  large  groups  or  the 
use  of  “cost”  as  a criterion  for  determin- 
ing the  “medical  necessity”  of  a service. 
The  agreement  went  well  beyond  the  is- 


sues of  financial  incentives  and  decep- 
tive practices,  and  in  some  key  places 
got  into  the  contracting  relationships 
between  physicians  and  Aetna. 

One  of  the  things  we  learned  is  that 
you  really  can’t  understand  the  total 
ramifications  of  the  AVC  just  by  reading 
it.  After  discussions  with  the  attorney 
general’s  staff,  it  became  clear  to  us 
that  along  with  the  51  pages  of  the 
AVC,  you  also  had  to  carry  a thick  pur- 
ple book  filled  with  all  of  the  Texas 
laws  concerning  health  plans  to  really 
figure  out  what  was  going  on.  The 
other  thing  we  learned  was  that  with- 
out the  already  existing  Texas  law,  the 
provisions  did  not  provide  much  in  the 
way  of  protections  and,  therefore,  the 
agreement  should  not  be  considered  a 
model  for  other  states. 

Our  broad  concerns  are  significant: 

• While  the  AVC  is  an  agreement  be- 
tween the  attorney  general  and 
Aetna  dismissing  their  lawsuit,  the 
provisions  impact  on  many  other 
parties,  including  networks,  groups, 
and  physicians,  and  create  affirma- 
tive obligations  that  they  must  gen- 
erally comply  with,  even  though 
they  weren’t  parties  to  the  suit  and 
did  not  participate  in  the  negotia- 
tions for  the  AVC. 

• In  our  view,  the  AVC  missed  a great 
opportunity  to  lay  out  for  the  world 
how  managed  care  should  be  con- 
ducted in  Texas.  Instead,  it  makes 
some  modest  improvement  to  the  way 
things  are.  While  an  improvement  in 
some  limited  areas  (notice  before  uni- 
lateral contract  modifications),  the 
AVC  fails  to  correct  other  more  funda- 
mental problems  (the  right  to  unilat- 
erally modify  contract  terms).  What  is 
sad  here  is  the  missed  opportunity  to 
establish  a future  direction  that  truly 
meets  patient  needs. 

• The  process  for  getting  input  from 
the  community  was  inadequate.  Pa- 
tients, physicians,  and  other  health 
care  professionals  all  could  have 
contributed  to  a much  better  product 
that  would  have  had  strong  backing 
and  support.  Instead,  we  and  others 
believe  parts  of  the  agreement  reflect 
a lack  of  understanding  about  how 


things  are  done  in  managed  care  and 
how  the  AVC  impacts  operationally. 

• In  places,  the  agreement  is  so  am- 
biguous it  does  not  really  let  us  know 
what  is  meant.  For  example,  some 
who  have  read  the  agreement  cannot 
tell  whether  capitation  is  allowed. 

Throughout  this  process,  TMA  and 
AMA  have  worked  as  a team,  sharing 
information,  meeting  jointly  with  repre- 
sentatives of  the  attorney  general  and 
Aetna,  and  developing  a comprehensive 
set  of  comments  detailing  each  and 
every  concern  about  the  AVC.  We  will 
be  seeking  clarifications  and  improve- 
ments from  the  attorney  general  at 
every  opportunity.  We  will  be  vigilant  as 
the  next  two  cases  are  negotiated  so 
that  a better  outcome  is  achieved. 

Why  this  high  level  of  joint  activity? 
First,  that’s  the  way  organized  medi- 
cine is  supposed  to  and  does  work: 
sharing  skills  and  expertise  across  or- 
ganizational lines  to  get  the  job  done. 
But  also  because  this  agreement  is  im- 
portant to  Texas.  Not  only  are  there  still 
two  more  lawsuits  to  settle  (PacifiCare 
and  Humana),  but  also  we  need  to  be 
sure  that  the  agreement  is  as  clear  and 
enforceable  to  Aetna  as  possible.  From 
the  AMA’s  perspective,  this  agreement 
is  important  because  of  the  national 
implications.  How  will  it  influence 
other  attorneys  general?  How  will  it  in- 
fluence state  legislatures  and  regula- 
tors across  the  country?  And,  of  course, 
how  will  it  influence  Congress? 

It  is  sometimes  difficult  for  the  prac- 
ticing physician  struggling  daily  with  an 
indifferent  or  antagonistic  managed  care 
organization  to  realize  that  only  through 
the  combined  voices  of  the  profession  can 
organized  medicine  effectively  advocate 
for  the  restoration,  and  preservation,  of 
the  patient-physician  relationship.  Now, 
more  than  ever,  medicine’s  voice  can  be 
heard  only  when  we  stand  together  — at 
the  statehouse,  at  the  courthouse,  and  in 
the  halls  of  the  US  Congress.  ★ 
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The  longer  you  wait,  the  more  difficult  it  becomes 

to  finance  the  retirement  of  your  dreams. 


I But  there’s  no  cause  for  alarm  — there’s  still 
;i  time  to  increase  your  retirement  savings,  as  well  as  defer 
the  taxes  on  any  growth.  But  it’s  important  that  you 
begin  now. 

j If  you’re  currently  taking  full  advantage  of  all  your 
■ before-tax*  savings  and  investment  opportunities  (401  (k), 
^ 403(b), Traditional  IRA,  or  Keogh),  you  could  benefit 
; from  an  after-tax  deferred  annuity.  By  setting  aside 
I after-tax  dollars  with  an  annuity,  taxes  on  any  growth 
' are  deferred  until  you  withdraw  your  money.**  There 
! is  virtually  no  limit  on  how  much  you  can  contribute, 
and  you  have  flexible  payment  options  including 
‘ lifetime  income. 


Consider  these  advantages  of  TIAA-CREF  Lifers 
after-tax  annuity  Personal  Annuity  Select: 

I No  loads,  no  fees,  no  surrender  charges 
I Exceptionally  low  operating  expenses 
I I 'irtnally  no  limit  on  your  investment  amount 
I Choice  of  investment  options 
I Lifetime  income  when  yon  retire 

It  you  would  like  to  know  more  about  TLdA-CREF 
Life’s  Personal  Annuity  Sc/erf,  which  is  now  available  to 
aUTMA  members,  visit  our  Web  center  or  call  for 
information  today:  1 877  276-9429,  Dept.  K9R. 


www.tiaa-cref.org 


fPeimal  Q/fnnuiti/ 
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Sponsored  By 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Association 


For  more  complete  information  about  Personal  Annuits'  Select  including  charges  and  expenses,  please  call  1 877  276-9429  for  prospectuses. 
Please  read  the  prospectuses  carefully  before  you  invest  or  send  money. 

For  the  variable  portion  of  the  Personal  Annuity’  Select,  performance  is  not  guaranteed,  and  principal  and  returns  will  lluctuate. 


I *Berore-tax  savings  give  you  a double  tax  advantage  — you  contribute  your  earnings  before 
1 they  are  taxed  and  the  returns  are  tax-deferred. 

1 **At  withdrawal,  interest  and  earnings  are  subject  to  ordinary  income  tax  and.  it  made  before 
; age  59V2,  may  be  subject  to  a 10%  federal  tax  penalty. 

I 

k 


Neither  TMA  norTMAIT  receives  any  commissions,  income  or  fees  for  the 
sponsorship  of  Persotul Annuity  Select.  TMAIT  is,  however,  reimbursed  for 
certain  administrative  expenses  associated  with  the  sponsorships.  TIAA-CREF 
Life  Insurance  Company,  NY,  NY,  issues  Personal  Annuity  Select  contracts. 

© 2000Teachers  Personal  Investors  Services,  Inc.  (Contract  form  seriesTCL-1291,2) 
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Texas  cashes  in  on  a windfall 
By  Johanna  Franke,  Associate  editor 


Much  has  happened  in  the  2 years  since  former  Texas  Atty 
Gen  Dan  Morales  found  an  oasis  in  the  tobacco  desert  by  set- 
tling the  state’s  lawsuit  against  Big  Tobacco  for  $17.3  billion. 
Texans  have  gotten  used  to  the  idea  of  all  that  money  and 
they’re  using  it,  though  not  totally  for  health-related  matters. 

Tobacco  revenues,  in  some  form  or  another,  are  starting  to 
sprinkle  across  much  of  the  state,  but  many  public  health 


groups  say  the  next  session  of  the  Texas  Legislature  needs  to  set 
aside  more  of  this  money  to  prevent  the  use  of  tobacco.  In  fact, 
Texas  ranks  dead  last  in  per-capita  funding  for  prevention. 

Meanwhile,  as  Big  Tobacco’s  reputation  becomes  more 
stained,  fewer  Texans  are  lighting  up,  which  means  fewer  to- 
bacco funds  are  rolling  in,  which  could  mean  a drought  for 
some  of  the  state’s  public  health  programs. 
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Forecasting  the  future 

Like  parents  who  suggest  their  children 
save  some  of  their  allowance  for  a rainy 
day,  the  Texas  Legislature  last  year  directed 
most  of  the  initial  $1.8  billion  of  the  state’s 
tobacco  settlement  into  endowments  simi- 
lar to  the  state’s  Permanent  School  and  Per- 
manent University  funds. 

These  endowments  were  borne  by  the 
Memorandum  of  Understanding  (MOU) 
signed  February  3,  1998,  by  Sen  Bill  Ratliff 
(R-Mount  Pleasant),  Rep  Rob  Junell  (D-San 
Angelo),  and  then-Attorney  General 
Morales.  The  MOU  outlined  health  care  pri- 
orities to  be  funded  by  the  first  tobacco  set- 
tlement installment,  and  while  it  had  no 
legal  standing,  it  prevented  protracted  legal 
struggles  for  control  of  tobacco  funds  and 
provided  a framework  for  the  76th  Legisla- 
ture to  follow  while  allocating  tobacco 
funds  during  the  1999  session. 

At  that  point,  the  Texas  Medical  Associa- 
tion and  the  Texas  Hospital  Association  co- 
founded the  Coalition  for  A Healthy  Texas,  which  includes 
representatives  from  more  than  40  provider  and  consumer 
organizations.  Throughout  the  session,  the  coalition  worked 
to  convince  the  legislature  that  all  tobacco  settlement  dollars 
should  be  dedicated  to  improving  Texans’  health  by  funding 
direct  medical  care,  prevention,  and  research.  The  coalition 
succeeded,  and  legislators  greeted  the  MOU  with  open  arms. 

“What  the  legislature  did  by  accepting  the  MOU  was  put 
an  important  down  payment  on  health,”  said  Texas  Commis- 
sioner of  Health  William  R.  Archer  111,  MD.  “They  made  a 
commitment  to  health.” 

The  MOU  weather  map 

Working  from  the  MOU’s  map  of  settlement  funds,  lawmakers 
enacted  three  tobacco-related  bills  during  the  1999  session: 


“The  intent  of  the 
original  suit  was 
to  try  to  put  monies 
into  prevention  so  this 
wouldn’t  be  a future 
problem,  and  tobacco 
prevention  was 
underfunded.” 

House  Bill  1161  created  a permanent  fund  and  advisory 
committee  to  handle  the  investment,  management,  and  dis- 
tribution of  tobacco  settlement  receipts  earmarked  for  re- 
imbursing counties  and  public  hospitals  for  indigent  health 
care.  It  codified  the  Texas  Supreme  Court  order  to  provide 
counties  and  hospital  districts  with  initial  cash  distributions 
worth  $300  million  and  interest  payments  to  be  used  to 
cover  the  costs  of  indigent  care.  (See  the  Texas  Department 
of  Health  [TDH]  Web  site  at  www.tdh.state.tx.us/dpa/ 
tobacco.htm  for  a spreadsheet  showing  the  distribution  of 
tobacco  settlement  proceeds  to  local  political  subdivisions.) 
HB  1676  created  five  permanent  endowments  to  provide 
stable  long-term  funding  of  prevention  and  treatment  pro- 
grams. The  funds,  managed  by  the  Texas  Comptroller’s 
Office,  do  not  bind  the  legislature  to  future  appropria- 


Bound 

for  bankruptcy? 


In  an  ironic  twist,  some  lawyers  and  politicians  who  have  fought 
Big  Tobacco  in  the  past  now  are  grappling  to  save  the  industry  as 
a Florida  class-action  suit  could  bankrupt  tobacco  companies  and 
delay  or  end  the  payments  to  the  states. 

The  jury  in  the  suit,  which  involves  as  many  as  800,000  sick  smok- 
ers, awarded  two  smokers  $6.9  million  in  compensatory  damages  in 
early  April.  A third  smoker  was  awarded  $5.8  million,  but  the  jury  de- 
cided the  4-year  statute  of  limitations  had  run  out. 

At  press  time,  the  trial  judge  had  set  May  15  to  begin  the  puni- 
tive damages  phase,  which  could  spell  the  end  of  tobacco  funding. 
These  damages  could  add  up  to  $300  billion,  according  to  an  April 
12,  2000,  St  Petersburg  Times  article.  Tobacco  companies  would 


need  to  post  a bond  equal  to  120%  of  the  size  of  the  damages  while 
they  appealed.  If  they  were  unable  to  come  up  with  the  money,  one 
or  more  of  them  might  file  for  bankruptcy.  And  similar  suits  may 
follow  if  this  one  is  successful. 

“Bankrupting  these  companies  won’t  end  smoking,  it'll  end 
controlled  smoking,”  Mississippi  attorney  Dickie  Scruggs,  JD, 
told  the  Times.  Mr  Scruggs  helped  file  the  first  big  lawsuit  by  a 
state  (Mississippi)  to  recover  the  taxpayer  cost  of  treating  sick 
smokers. 

The  possibility  of  tobacco  settlement  funds  drying  up  has 
Florida  lawmakers  scrambling  to  cap  the  amount  of  punitive  dam- 
ages tobacco  companies  may  have  to  pay. 
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tions.  Legislators  may  increase  or  decrease  additional 

state  appropriations  as  needed.  The  funds  are: 

1.  The  $200  million  Permanent  Fund  for  Tobacco  Educa- 
tion and  Enforcement  within  TDH.  Interest  from  the 
fund  would  pay  for  programs  to  reduce  tobacco  use,  in- 
cluding smoking  cessation,  public  awareness  campaigns, 
enforcement  of  sales  and  distribution  laws,  and  specific 
programs  for  populations,  such  as  minorities,  tradition- 
ally targeted  through  advertising  by  tobacco  companies. 

2.  The  $100  million  Permanent  Fund  for  Children  and 
Public  Health  is  appropriated  to  TDH  for  a foundation 
to  demonstrate  cost-effective  prevention  and  interven- 
tion strategies  to  improve  health  outcomes,  address 
disparities  in  minorities’  health,  and  provide  grants  to 
local  communities  to  address  public  health  priorities. 
Interest  from  the  endowment  will  fuel  the  programs. 
(See  “TMA  Applies  for  Innovation  Grants”  below.) 

3.  The  $100  million  Permanent  Fund  for  Emergency  Med- 
ical Services  (EMS)  and  Trauma  Care  generates  inter- 
est appropriated  to  TDH  for  programs  or  grants  for 
emergency  medical  services  and  trauma  care. 

4.  The  $50  million  Permanent  Fund  for  Rural  Health  Facility 
Capital  Improvement  provides  low-interest  loans  to  a city, 
county,  hospital  district,  or  hospital  authority  that  owns 
or  operates  a rural  public  hospital.  The  loans  can  be  used 
only  for  capital  improvements  to  existing  public  health  fa- 
cilities, to  construct  new  such  facilities,  or  to  purchase 
capital  equipment  for  a public  health  facility.  The  Center 
for  Rural  Health  Initiatives  administers  the  project. 

5.  The  $25  million  Community  Hospital  Capital  Improve- 


ment fund’s  earnings  are  appropriated  to  TDH  for 
grants,  loans,  or  loan  guarantees  to  urban  public  or 
nonprofit  community  hospitals  with  125  or  fewer  beds. 

• HB  1945  created  a $595  million  fund  for  research  at  uni- 
versities and  three  grant  funds,  managed  jointly  by  the 
Texas  Comptroller’s  Office  and  The  University  of  Texas 
(UT)  System,  that  will  be  distributed  to  medical  schools 
and  other  higher-education  institutions  based  on  formulas 
and  competitive  grants.  They  are: 

1 . The  $595  million  Permanent  Fund  for  Health-Related  In- 
stitutions benefits  the  UT  Health  Science  Center  at  San 
Antonio,  $200  million;  UT  M.D.  Anderson  Cancer  Center, 
$100  million;  UT  Southwestern  Medical  Center  at  Dallas, 
$50  million;  Baylor  College  of  Medicine,  $25  million; 
Texas  A&M  University  System  Health  Science  Center,  $25 
million;  Texas  Tech  University  Health  Sciences  Center 
(TTUHSC)  in  El  Paso,  $25  million;  other  TTUHSC  com- 
ponents, $25  million;  University  of  North  Texas  Health 
Science  Center  at  Fort  Worth,  $25  million;  UT-El  Paso, 
$25  million;  UT  Health  Center  at  Tyler,  $25  million;  UT- 
Houston  Health  Science  Center,  $25  million;  UT  Medical 
Branch  at  Galveston,  $25  million;  and  the  regional  aca- 
demic health  center  in  the  Lower  Rio  Grande  Valley,  $20 
million.  These  funds  may  be  used  only  for  research  and 
other  programs  that  benefit  public  health.  (See  “Texas  In- 
stitutions Plan  Tobacco  Proceeds  Expenditures,”  p 48-49.) 

2.  The  $350  million  Permanent  Eund  for  Higher  Educa- 
tion is  administered  and  managed  by  the  UT  System. 
Funds  may  be  appropriated  only  for  medical  research 


1 I .A  Advantage 

TMA  applies  for  innovation  grants 


Texas  Medical  Association  staff  will  know  by  the  beginning  of  next 
month  if  the  TMA  Stroke  Project  and  the  HeartCare  Partnership 
will  receive  funds  from  theTexas  Department  of  Health’s  (TDH’s) 
Innovation  Grants. 

Carved  out  of  the  tobacco  lawsuit  settlement  as  part  of  the 
Permanent  Fund  for  Children  and  Public  Health,  30  grants  worth 
approximately  $8.4  million  will  be  awarded  to: 

• Groups  that  demonstrate  cost-effective  prevention  and  inter- 
vention strategies  for  improving  public  health  outcomes; 

• Local  communities  to  address  disparities  in  health  in  minority 
populations;  and 

• Local  communities  for  essential  public  health  services. 

"We  are  looking  for  innovative  projects  that  can  be  replicated 
throughout  Texas  and,  as  much  as  possible,  show  health  Improve- 
ments that  can  be  demonstrated  or  measured,”  said  Texas  Com- 
missioner of  Health  William  R.  Archer  III,  MD. 

TheTMA  Stroke  Project  applied  for  a grant  for  an  atrial  fibril- 


lation workshop  and  a quality  improvement  project,  while  the 
HeartCare  Partnership  seeks  money  to  hold  more  workshops  in 
cities  throughout  Texas.  The  two  programs  are  competing  against 
more  than  250  other  grant  applicants. 

Since  1995,  the  TMA  Stroke  Project  has  educated  physicians, 
nurses,  and  other  health  care  professionals  about  stroke  preven- 
tion, care,  and  treatment.  The  project  is  a joint  effort  of  TMA  and 
the  American  Heart  Association,  Texas  Affiliate,  and  is  funded 
through  an  unrestricted,  educational  grant  from  DuPont  Pharma. 

The  HeartCare  Partnership  is  a joint  program  ofTMA  and  the 
American  Heart  Association,  Texas  Affiliate,  with  support  from 
Merck  Pharmaceuticals.  It  is  designed  to  improve  risk  factor  man- 
agement of  patients  with  coronary  artery  disease  through  physi- 
cian and  patient  education  and  practice  management.The  project 
combines  workshops,  outcomes  measures,  and  individual  institu- 
tion programs. 

For  information  on  these  programs,  contact  Bridget  Butler  at 
(800)  880-1300,  ext  1461,  or  (512)  370-1461;  or  e-mail  bridget_b 
@texmed.org. 
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“There  may  be  some 
counties  that  were  not 
doing  anything  in  indigent 
care  and  still  raked  off  the 
money  But  we  felt  like 
that  was  legitimately  a 
local  decision  as  to  what 
their  priorities  were” 


or  health  education,  or  treatment 
programs  at  certain  higher-education 
institutions. 

3.  The  $45  million  Permanent  Fund  for 
Higher  Education  Nursing,  Allied 
Health  and  Other  Health-Related  Edu- 
cation Programs  generates  investment 
returns  that  are  appropriated  to  the 
Texas  Higher  Education  Coordinating 
Board  (THECB)  for  grants  to  public 
higher-education  institutions  that  of- 
fer upper-level  academic  instruction 
and  training  in  nursing,  allied  health, 
or  other  health-related  education. 

(See  “THECB  Awards  New  Tobacco 
Settlement  Grants,”  opposite  page.) 

4.  The  $25  million  Permanent  Fund  for 
Minority  Health,  administered  by 
THECB,  provides  grants  to  higher-edu- 
cation institutions  and  to  partnerships 
of  minority  organizations,  colleges, 
and  universities  for  research  or  educa- 
tional programs  that  address  minority 
health  issues.  (See  “THECB  Awards  New  Tobacco  Set- 
tlement Grants,”  opposite  page.) 

Storm  of  criticism 

Although  the  tobacco  settlement  money  was  intended  to  be 
used  for  health  programs,  some  states  have  chosen  to  use 
some  of  it  for  other  purposes.  Texas  is  one  of  them. 

The  thunder  and  lightning  of  criticism  began  almost  im- 
mediately after  several  states  began  using  tobacco  money  for 
non-health  programs.  US  Health  and  Human  Services  Secre- 
tary Donna  Shalala  sharply  accused  several  states  of  “break- 
ing their  pledge  to  use  billions  of  dollars  from  the  national 
tobacco  settlement  for  health  programs.” 

Richard  F.  Gorlin,  MD,  speaker  of  the  American  Medical  As- 
sociation House  of  Delegates,  criticized  Los  Angeles  Mayor 
Richard  Riordan’s  proposal  to  use  $300  million  of  that  city’s  to- 


bacco settlement  funds  to  settle  expected  lawsuits  stemming 
from  a police  corruption  scandal.  “It  is  corrupt  in  and  of  itself 
to  steal  the  tobacco  settlement  money  to  pay  off  the  price  of 
political  problems  and  police  corruption,”  Dr  Corlin  said. 

In  Texas,  counties  and  cities  account  for  most  of  the  to- 
bacco settlement  funds  that  have  gone  astray  because  the 
initial  $300  million  payment  — distributed  in  1999  to  131 
hospital  districts,  167  counties,  and  5 cities  on  the  basis  of 
their  population  — did  not  restrict  how  they  could  spend  the 
money.  They  are  not  required  to  report  how  they’re  using  the 
first  round  of  funds. 

Results  of  an  informal  28-county  survey  published  in  the 
October  13,  1999,  issue  of  The  Wall  Street  Journal,  show  sev- 
eral Texas  counties  are  using  their  tobacco  dollars  for  con- 
struction and  renovation  projects.  According  to  the  Journal, 
Fort  Bend  County  is  using  half  of  its  $3.9  million  share  of  the 


Tobacco  tool  kits  offer  patient  counseling  tips 


A new  free  resource  can  help  you  help  your  patients  stop  using  to- 
bacco. 

The  Clinician's  Guide  for  Prevention  and  Cessation,  available 
through  Texas  Medical  Association’s  Physician  Oncology  Educa- 
tion Program  (POEP)  and  theTexas  Department  of  Health  (TDH), 
offers  steps  you  can  use  to  provide  personalized  tobacco  cessa- 
tion patient  counseling.  It  also  contains  patient  information 
sheets  complete  with  the  “Quit  for  Good  RX”  and  adult  tobacco 
assessment  sheets  to  attach  to  your  patients'  charts. 

The  tobacco  kit  is  the  result  of  a collaboration  involving  POEP 
partners  such  as  the  American  Cancer  Society,  the  Nurse  Oncol- 


ogy Education  Program,  the  Dental  Oncology  Education  Program, 
and  Blue  Cross  and  Blue  Shield  ofTexas. 

POEP  is  funded  primarily  by  theTexas  Cancer  Council  and  of- 
fers a variety  of  continuing  education  services  and  resources  for 
physicians,  particularly  primary  care  specialists,  on  cancer  pre- 
vention, screening,  early  detection,  and  control. 

To  order  the  tobacco  kit,  contact  POEP  at  (800)  880-1300,  ext 
1672,  or  (512)  370-1672;  or  e-mail  poep@texmed.org.  You  also  may 
callTDH's  Adult  Health  Program  at  (512)  458-7534  to  obtain  kits  or 
arrange  office  consultations  on  tobacco  kit  use. 
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settlement  to  renovate  a former  Wal-Mart  as  office  space. 
Falls  County  is  using  $100,000  of  its  $312,812  share  to  up- 
grade county  roads.  Limestone  County  plans  to  spend  part  of 
its  $223,765  share  to  renovate  a 1924  courthouse. 

Senator  Ratliff,  chair  of  the  Senate  Finance  Committee, 
says  critics  should  lay  off  these  counties.  “1  think  the  coun- 
ties are  getting  a bad  rap  for  that.  The  reason  Representative 
Jtinell  and  I did  not  specify  that  this  money  had  to  be  used 
for  local  indigent  care  was  that  we  were  convinced  by  county 
representatives  that  they  had  already  been  spending  a lot  of 
money  on  indigent  care  and  had  been  neglecting  other  areas, 
like  roads  and  bridges  that  carry  school  buses.” 

Cameron  County  officials  say  they  have  spent  $20  million 
over  the  past  10  years,  or  10%  of  their  property  tax  collections, 
on  indigent  health  care.  The  Wall  Street  Journal  reported.  They 
plan  to  use  their  $4.5  million  tobacco  payment  on  new  county 


adult  probation,  engineering,  and  health  department  build- 
ings. They  also  will  use  tobacco  dollars  for  drainage  improve- 
ments at  a substandard  housing  development. 

“There  may  be  some  counties  that  were  not  doing  any- 
thing in  indigent  care  and  still  raked  off  the  money.  I’m  not 
going  to  tell  you  that  wasn’t  so,”  5enator  Ratliff  said.  “But  we 
felt  like  that  was  legitimately  a local  decision  as  to  what  their 
priorities  were.” 

From  now  on,  though,  tobacco  money  distribution  will  be 
determined  by  how  much  a local  government  spends  on  un- 
reimbursed health  care.  Representatives  from  hospital  dis- 
tricts and  counties  will  staff  an  advisory  committee  that  will 
decide  which  expenditures  might  qualify  as  health  care  ex- 
penses — medical  supplies,  diagnostic  and  treatment  serv- 
ices, laboratory  work,  and  case  management  — and  which 
ones  probably  won’t,  such  as  administrative  matters. 


THECB  awards 

new  tobacco  settlement  grants 


Programs  focusing  on  topics  such  as  obesity,  asthma,  and  African 
American  teen  tobacco  outreach  earned  inaugural  grant  awards 
from  the  Minority  Health  Research  and  Education  Grant  Program 
and  the  Nursing,  Allied  Health  and  Other  Health-Related  Educa- 
tion Grant  Program. The  grants,  presented  by  theTexas  Higher  Ed- 
ucation Coordinating  Board  (THECB)  in  March,  are  funded  by 
tobacco  settlement  dollars. 

Minority  Health  Research  and  Education  Grant  Program 

THECB  received  94  applications  from  22  institutions  for  grant 
awards  totaling  $2.25  million  for  the  2000-2001  biennium. The  nine 
grant  award  winners  are; 

• ‘‘Early  Prevention  of  Obesity  in  Young  Children  Utilizing  Minor- 
ity Low  Income  Mothers  as  Agents  of  Change, "The  University 
of  Texas  (UT)  at  Austin,  $240,569. 

• “Brief  Interventions  for  Heart  Healthy  Living,"  Prairie  View 
A&M  University  in  partnership  with  UT-Houston  Health  Sci- 
ence Center,  $177,036. 

• "Prevention  Through  Mentoring  Health  Promotion  Project,”  UT 
Health  Center  atTyler  in  partnership  withTexas  College,  $274,357. 

• “Racial  Prevalence  and  Clinicopathological  Evaluation  of  Non- 
alcoholic Steatohepatitis  (NASH)  in  Patients  withType  II  Dia- 
betes Mellitus,"  UT  Medical  Branch  at  Galveston,  $258,779. 

• “Impact  of  Smoking  on  Immunity  ofWomen  with  Human  Papil- 
lomavirus-Related Cervical  Neoplasia,"  UT  M.D.  Anderson 
Cancer  Center,  $188,000. 

• “Tobacco  Outreach  Program  for  Teenagers  in  the  African- 
American  Community,"Texas  Southern  University,  $199,010. 

• “Paul  Quinn-UT  Southwestern  Partnership:  An  Educational 
Enrichment  Program  for  Healthcare  Professions,”  UT  South- 
western Medical  Center  at  Dallas  in  partnership  with  Paul 
Quinn  College,  $371,648. 

• “Sin  Fumar:  Preventing  Tobacco  Use  Among  Border  Youth,” 


Baylor  College  of  Medicine  in  partnership  with  Laredo  Inde- 
pendent School  District  and  Laredo  Gateway  Community 
Health  Center,  Inc,  $352,870. 

• “Smoking  Cessation  and  the  Risk  of  Diabetes-Related  Kidney 
Disease  in  African  Americans,"  Texas  Tech  University  Health 
Sciences  Center,  $187,731. 

Nursing,  Allied  Health  and  Other  Health-Related  Education 

Grant  Program 

THECB  received  26  applications  from  15  institutions  for  grant 

awards  totaling  $4.05  million  for  the  2000-2001  biennium.  The  nine 

grant  award  winners  are: 

• “Chemical  Dependency  C.E.  Programs  for  Pharmacists,  Social 
Workers,  and  Nurses:  Making  Up  for  Lost  Time,”  UT-Austin, 
$305,552  for  fiscal  year  2000  only. 

• “Southeast Texas  Allies  Against  Asthma,”  Lamar  University  at 
Beaumont  in  partnership  with  the  City  of  Beaumont,  $463,569. 

• “SWTelehealth  Asthma  Management  Program,”  Southwest 
Texas  State  University,  $554,618. 

• “Bridging  the  Gap  Between  Community  College  and  Health- 
Related  Careers, "Texas  A&M  University,  $392,698. 

• “Early  InterventionThrough  Health  Education  in  the  Detection 
of  Hearing  Loss  in  Infants,”  UT-Dallas,  $229,639. 

• “PIPP  [Put  Prevention  Into  Practice]  for  Specialty  Popula- 
tions,” Midwestern  State  University,  $241,823. 

• “Tobacco  Curriculum  Project  for  Nursing  Students,”  WestTexas 
A&M  University  in  partnership  with  Texas  A&M  University  at 
Corpus  Christi,  Prairie  View  A&M  University,  Texas  A&M  Inter- 
national University,  andTarleton  State  University,  $397,231. 

• “East  Texas  Center  for  Pulmonary  Health,”  Stephen  F.  Austin 
State  University,  $510,318. 

• “A Texas  Middle  SchoolYouth  Smoking  Prevention  and  Cessa- 
tion Program,”  University  of  NorthTexas,  $355,573. 
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Cloudy  skies  for  prevention 

Though  they  needed  a downpour,  efforts  to 
prevent  tobacco  use  only  received  a drizzle 
of  settlement  funds  during  the  first  bien- 
nium of  the  settlement,  says  Mike  Dany, 
chief  executive  officer  of  the  American  Can- 
cer Society  (ACS)-Texas  Division,  Inc. 

Instead  of  the  US  Centers  for  Disease  Con- 
trol and  Prevention’s  (CDC’s)  most  recent 
recommendation  that  Texas  spend  $100  mil- 
lion on  comprehensive  tobacco  prevention, 
the  programs  overseen  by  TDH  are  receiving 
only  the  interest  from  the  $200  million  Per- 
manent Fund  for  Tobacco  Education  and  En- 
forcement. This  amounts  to  about  $9.6 
million  from  the  first  settlement  installment, 
leaving  Texas  at  the  bottom  of  all  the  states 
in  per-capita  funding  of  prevention  efforts. 

Mississippi  ranks  first  with  per-capita 
funding  of  $11.36,  or  165.1%  of  the  CDC’s 
recommendation  for  spending  on  preven- 
tion there.  The  other  49  states  trail  behind, 
with  Texas’  per-capita  funding  pulling  up 
the  rear  at  $0.51,  only  9.6%  of  the  CDC’s  recommendation 
for  prevention  spending  for  the  Lone  5tar  5tate. 

“The  lawsuit  was  based  on  the  harm  that  tobacco  had  cre- 
ated in  the  state  in  terms  of  cost,”  Mr  Dany  said.  “The  intent 
of  the  original  suit  was  to  try  to  put  monies  into  prevention 
so  this  wouldn’t  be  a future  problem,  and  tobacco  prevention 
was  underfunded.” 

Robert  Emmick,  Jr,  MD,  chair  of  TMA’s  Council  on  Public 
Health  and  an  emergency  medicine  specialist  in  Bryan,  also 
is  concerned  about  this  lack  of  funding. 

“Of  course,  we  preferred  a higher  level  of  funding,  but 
now  we’ll  wait  and  analyze  the  pilot  project  results  once 
they’re  available,”  he  said. 

Mr  Dany  says  smoking  prevention  pilot  projects  con- 
ducted by  TDH  in  about  20  Texas  communities  will  not  gen- 
erate worthwhile  results  for  the  next  legislative  session 
because  they  are  using  only  parts  of  a comprehensive  pro- 
gram shown  to  be  successful  in  other  states. 

“Studies  show  that  the  way  you  attack  smoking  rates  is  a 
comprehensive  program  that  includes  media,  community 
youth  programs,  cessation  programming,  and  enforcement,” 
he  said.  “Not  one  approach  in  itself  has  been  shown  to  work. 
It  takes  all  those  things  in  combination.” 

Mr  Dany  points  to  the  success  of  Florida’s  tobacco  pilot 
program,  which  uses  community  partnerships,  education, 
enforcement,  and  research  to  evaluate  every  aspect  of  the 
program.  The  program’s  most  critical  elements  include  its 
youth-driven  counter-marketing  effort,  local  partnerships  ac- 
tive in  all  67  Florida  counties,  in-school  and  after-school  in- 
structional support  at  every  grade  level,  youth  smoking 
cessation  programs,  and  a youth  advocacy  group  called  Stu- 
dents Working  Against  Tobacco. 

A recent  survey  of  more  than  20,000  Florida  middle  and 
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high  school  students  showed  a 2-year  decline  in  cigarette  use 
that  represents  79,760  fewer  young  smokers  and  approximately 
26,230  fewer  premature  deaths  attributable  to  smoking. 

“When  our  programs  don’t  have  these  kinds  of  results  by 
next  session,  those  who  have  not  been  favorable  to  tobacco 
prevention  funding  will  say,  ‘See,  this  stuff  doesn’t  work,”’  Mr 
Dany  said. 

But  Dr  Archer  says  Florida  still  has  more  work  to  do. 

“In  addition  to  their  middle  and  high  school  student 
smoking  rate  declines,  they  saw  a possible  increase  in  college 
students  that  they  didn’t  anticipate,”  he  said.  “And,  when 
they  disaggregated  the  data,  they  found  the  impact  was  not 
there  in  minority  kids.” 


State  tobacco  industry  payments 

(dollars  in  millions) 


Revenue 

Anticipated  as  of 
1999  Session* 


Revenue 
After  Volume 
Adjustmentst 


Difference 

(“shortfall") 


FY  2000 

$332.4 

$295.4 

($37.0) 

FY  2001 

$358.6 

$320.3 

($38.2) 

Biennium 

$691.0 

$615.7 

($75.2) 

* Biennial  revenue  estimate 

t Based  upon  historical  comptroller  interpretation  of  settle- 
ment documents.  Alternatives  are  being  reviewed. 

Source:  Texas  Comptroller's  Office,  January  26,  2000 
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Texas,  he  says,  is  on  the  right  track. 

“The  legislature  wants  very  much  to  understand  the  dif- 
ferent dimensions  of  the  tobacco  prevention  program,  and 
they  really  want  us  to  be  scientists  and  look  at  what  works,” 
he  said.  “What  we’re  trying  to  do  is  determine  which  of  those 
components  have  the  most  impact,  and  then,  when  put  to- 
gether, what  component  combinations  will  have  the  most 
impact.” 

Dr  Archer  added  that  the  number  of  Texas  middle  school 
students  who  reported  using  tobacco  declined  from  30.6%  in 
1998  to  22.6%  in  1999.  He  attributes  these  numbers  to  less 
access  to  tobacco  and  to  a state  law  that  revokes  driver’s  li- 
censes from  kids  who  smoke.  High  school  student  smoking 
rates  remained  the  same,  he  says. 

“We  had  an  impact  on  younger  kids,  I think,  because  they 
are  still  longing  for  their  licenses  and  are  afraid  they  might 
not  get  them,”  Dr  Archer  said. 

Significant  pilot  study  results  probably  won’t  be  ready  by 
the  2001  legislative  session,  but  Dr  Archer  says  he  expects 
legislators  to  be  patient  and  refrain  from  cutting  prevention 
programs. 

“We’ve  articulated  along  the  way  that  this  is  a long  haul,” 
he  said.  “If  you’re  wanting  to  impact  high  school  students, 
you’ve  got  to  get  them  before  they  go  to  high  school.” 

During  the  next  legislative  session,  TMA,  the  Texas  divi- 
sion of  ACS,  and  other  health  advocacy  groups  will  propose 
adding  to  the  $200  million  endowment  to  push  annual  fund- 
ing for  tobacco  prevention  programs  toward  the  CDC’s  rec- 
ommendation of  spending  $100  million  on  prevention,  Mr 
Dany  says.  They  also  will  promote  statewide  expansion  of 
prevention  programs. 

Preparing  for  a slight  dry  spell 

Though  the  ACS-Texas  Division  is  looking  toward  the  77th 
Texas  Legislature  for  more  funding,  the  first  $1.8  billion  in- 
stallment of  the  tobacco  settlement  is  still  not  water  under 
the  bridge. 

Number  crunchers  for  the  Texas  Comptroller’s  Office  are 
working  to  determine  how  much  Big  Tobacco  owes  in  fiscal 
year  2000  after  adjustments  such  as  profitability,  inflation, 
and  tobacco  consumption  during  1999. 

“We  don’t  have  final  figures  on  the  profitability  adjust- 
ment yet,  but  it’s  not  expected  to  have  any  impact,”  said 
James  LeBas,  chief  revenue  estimator  at  the  Texas  Comptrol- 
ler’s Office.  “It’s  to  the  state’s  benefit  if  the  tobacco  industry’s 
domestic  profitability  is  rising  faster  than  inflation.” 

The  inflation  adjustment  factor  is  3%,  or  the  actual  con- 
sumer price  index  change,  whichever  is  greater  that  year.  “The 
inflation  factor,  which  works  to  our  advantage,  was  3%  for 
1999,  but  the  consumption  factor  was  -14%,”  Mr  LeBas  said. 

The  consumption  factor  is  based  on  a decline  in  cigarettes 
shipped  for  domestic  consumption,  which  may  mean  efforts 
to  curb  smoking  are  working.  This  means  less  money  will  be 
pouring  in  from  this  biennium’s  tobacco  settlement  payment. 
The  comptroller’s  office  has  calculated  a $75  million  shortfall 
for  the  state  (see  “State  Tobacco  Industry  Payments,”  p 46). 


Even  more  disturbing  than  this  shortfall  is  the  possibility 
of  the  tobacco  industry  going  bankrupt,  which  would  delay 
or  end  settlement  payments  to  states  (see  “Bound  For  Bank- 
ruptcy?” p 42). 

The  2-year  outlook 

Other  health  advocacy  groups,  as  well  as  non-health-related 
organizations  such  as  education  and  veterans  groups,  are 
starting  to  clamor  for  the  next  biennium’s  tobacco  money. 

Before  adjustments,  the  tobacco  industry  will  owe 
$471.25  million  to  the  state  and  $605.09  million  to  local  en- 
tities at  the  end  of  December  2001,  Mr  LeBas  says.  At  the  end 
of  2002,  Big  Tobacco  will  owe  the  state  another  $471.25  mil- 
lion and  local  entities  $303.2  million. 

The  Senate  Finance  Committee  was  charged  during  the 
interim  to  identify  priorities  for  the  use  of  future  tobacco  set- 
tlement proceeds.  Senator  Ratliff  passed  this  duty  along  to 
Senator  West’s  interim  committee  along  with  a warning. 

“I  admonished  the  committee  members  not  to  see  the 
money  as  a pork  barrel  pool  that  we  start  kicking  out  into  in- 
dividual projects  around  the  state,  but  I don’t  think  I had  to,” 
Senator  Ratliff  said.  “I  think  what  they’ll  do  is  come  up  with 
recommendations  for  statewide  programs  and  avoid  special 
interest-type  items.” 

The  interim  committee’s  priorities  are  due  back  to  the 
Senate  Finance  Committee  by  mid-summer,  so  that  a report 
can  be  made  to  the  lieutenant  governor  in  September. 

Making  sure  these  priorities  are  health  priorities  without 
the  benefit  of  a memorandum  of  understanding  during  the 
2001  session  might  be  tough.  Dr  Emmick  says. 

“This  session,  the  tobacco  funds  will  go  directly  into  gen- 
eral revenue,”  he  said.  “Without  an  MOU,  many  people  can 
think  of  ways  besides  public  health  and  direct  health  care 
projects  on  which  to  spend  the  money.” 

But  TMA  and  other  members  of  the  Coalition  for  A 
Healthy  Texas  have  been  working  during  the  interim  as  well. 
A poll  commissioned  by  the  coalition  in  1999  showed  that 
more  than  80%  of  Texans  favor  dedicating  tobacco  settle- 
ment money  to  meeting  current  and  future  health  care 
needs.  TMA  and  its  coalition  partners  are  building  on  this 
support  throughout  the  interim  session  to  ensure  that  future 
tobacco  monies  address  Texas’  vast  health  needs. 

Senator  Ratliff  says  he  thinks  legislators  won’t  need  much 
convincing  to  channel  tobacco  funds  into  health  care. 

“I  think  the  legislature  accepted  Representative  Junell’s 
and  my  basic  philosophy  that  the  funds  ought  to  be  used  for 
health  care  of  some  kind,”  he  said.  “So  I think  we  will  con- 
tinue to  see  the  money  dedicated  to  health  care,  and  there 
are  lots  of  different  ways  to  do  that.”  ★ 
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Texas  institutions  plan 
tobacco  proceeds  expenditures 


The  Legislative  Budget  Board  presented  the  following  tobacco  settlement  proceeds  expenditures  planned  by  Texas  agencies  during  fis- 
cal year  2000  to  the  House  Appropriations  Committee’s  Subcommittee  on  Education  in  late  January. 


Agency 

Baylor  College  of  Medicine 

Amount 

$3,061,602 

Planned  Expenditures 

• Enhance  science  and  clinical  research  programs  at  theTexas  Children's 

Cancer  Center  and  the  Breast  Care  Center. 

Baylor  University 

Medical  Center-Dallas 

$1,000,000 

• Study  the  relationship  between  maternal  smoking  and  low-weight  infant 
growth  rates. 

Texas  A&M  University 

System  Health  Science  Center 

$2,211,926 

• Conduct  public  school  outreach  and  youth  education  programs  on  tobacco- 
related  issues  in  cooperation  with  theTexas  Agricultural  Extension  Service. 

• Support  community-based  and  rural  public  health  research  on  tobacco- 
related  problems. 

Texas  Higher  Education  $3,500,000  • Establish  a grant  program  for  higher  education  institutions  to  research 

Coordinating  Board  minority  health  issues. 

• Establish  a grant  program  for  institutions  that  offer  upper-level  courses  in 
nursing,  allied  health,  or  other  health-related  programs. 


TexasTech  University  $3,649,066  • Support  medical  research,  health  education,  and  treatment  programs  for 

Health  Sciences  Center  (TTUHSC)  youth,  families,  and  at-risk  populations  in  WestTexas. 

• Support  border  health  initiatives  atTTUHSC  in  El  Paso. 

• Support  research  and  public  health  programs  atTTUHSC  in  Amarillo, 
Lubbock,  and  Odessa. 


University  of  NorthTexas  $1,119,947  • Enhance  community  education  on  tobacco-related  diseases. 

Health  Science  Center  at  Fort  Worth  • Provide  patient  care  and  outreach  on  issues  such  as  childhood  asthma 

and  lung,  cardiovascular,  and  Alzheimer's  disease. 

• Conduct  research  on  treatments  for  cardiovascular  disease  and  the 
control  of  cancer. 


The  University  ofTexas  (UT) 
at  El  Paso 


UT  Health  Center  atTyler 


$1,125,000 


$2,278,922 


• Establish  a center  for  Biomedical  and  Health  Sciences  Research  to 
address  needs  along  theTexas-Mexico  border. 

• Recruit  research  faculty  and  technical  support  staff,  and  provide  the 
necessary  facilities  and  equipment. 


• Treat  pulmonary  diseases  in  rural  and  underserved  communities. 

• Enhance  education  and  outreach  programs  related  to  cancer  treatment. 

• Provide  education  and  counseling  on  smoking  cessation. 

• Support  expanded  pulmonary  disease  research  and  education. 

• Expand  cardiology  diagnostic  and  treatment  services  to  underserved 
communities. 

• Promote  workplace  health  by  providing  education  on  exercise,  nutrition, 
health,  and  other  issues. 

• Provide  educational  outreach  in  East  Texas  on  pediatric  and  respiratory 
diseases. 
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UT  Health  Science  Center  $11,049,134  • Research  the  prevention,  diagnosis,  and  treatment  of  childhood  cancer 

at  San  Antonio  • Expand  the  Pediatric  ExperimentalTherapeutics  Program. 

• Develop  a grant  program  and  a seminar  series  on  childhood  cancer. 

• Plan  for  future  infrastructure  needs  of  the  campus  extension  in  Laredo. 

• Support  education,  research,  and  patient  care  at  the  Medical,  Dental, 
Nursing,  Biomedical  Sciences,  and  Allied  Health  Science  schools. 

• Operate  programs  at  the  regional  academic  health  center  in  the  Lower 
Rio  Grande  Valley. 


UT-Houston  Health  Science  Center  $3,307,162 


• Enhance  support  to  research  programs. 

• Recruit  research  faculty  to  replace  retiring  faculty. 

• Research  heart  disease  in  cooperation  with  theTexas  Heart  Institute. 

• Assist  faculty,  staff,  and  students  in  balancing  the  demands  of  their  work 
and  personal  lives. 

• Examine  the  socially  influenced  causes  of  disease  in  cooperation  with 
Rice  University  and  Baylor  College  of  Medicine. 

• Conduct  research  and  provide  information  on  health  promotion  strategies 
and  health  policy. 

• Recruit  public  school  students  for  professional  and  health  science  programs. 

• Provide  infrastructure  support  for  programs  to  enhance  children’s  reading 
skills  and  promote  quality  learning  environments. 

• Establish  a new  School  of  Public  Health  satellite  program  at  UT-Brownsville. 


UT  Medical  Branch  at  Galveston  $3,200,000  • Support  research  in  molecular  medicine  and  provide  computer  analysis 

for  environmental  health  and  molecular  toxicology  programs. 


UT  M.D.  Anderson  Cancer  Center  $9,931,064  • Study  lung  and  oral  cancer  cells  to  develop  treatment  therapy  with  fewer 

side  effects. 

• Research  the  major  barriers  to  appropriate  care  for  patients  with  tobacco- 
related  cancers. 

• Expand  behavioral  science  and  epidemiology  research  on  tobacco  usage 
and  cancer  prevention  and  treatment. 

• Establish  a cancer  genomic  laboratory  to  study  cancer  cells  and  develop 
specific  treatment  for  individual  patients. 

• Conduct  molecular  research  on  tobacco-related  cancer. 

• Support  pilot  research  projects  on  tobacco-related  diseases. 


UT-Southwestern 
Medical  Center  at  Dallas 


$4,278,277  • Support  the  Eminent  Scholars  Program  through  clinical  and  research 

programs  on  health  issues  related  to  tobacco  issues. 
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The  data  files 

Physicians  can  help  ensure  the  truth  is  out  there  on  hospital  discharge  data 


Coco  Masuda,  2000/Nonsteck 


After  a hard  day’s  work,  you  arrive 
home  in  time  to  catch  the  evening 
news.  The  talking  head  on  the 
screen  announces  that  one  of  the 
hospitals  you  practice  at  has  the 
highest  mortality  rate  in  the  state, 
i This  does  not  surprise  you,  since 
the  hospital  has  a trauma  center  that  takes 
in  seriously  ill  or  injured  patients. 

But  reporters  line  up  on  the  hospital 
lawn  the  next  morning,  waiting  to  shove 
a microphone  in  your  face  as  you  sprint 
to  the  door.  Once  inside,  you  see  the  hos- 
pital’s public  relations  department  work- 
ing furiously  to  clarify  that  you  and  your 
colleagues  are  not  killing  patients.  > > 


By  Johanna  Franke,  Associate  editor 
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Physicians  can’t  live  in  denial  any- 
more. For  better  or  for  worse,  Texas 
hospital  discharge  data  will  be  released 
for  public  consumption  in  December  — 
not  September,  as  originally  planned. 
The  good  news  is  this  postponement 
gives  physicians  more  time  to  ensure 
the  quality  of  the  information  before  it 
is  consumed. 

The  "conspiracy” 

“Medical  staff  coordinators  and  chief 
executive  officers  of  hospitals  are 
telling  us  that  physicians  assume  this  is 
' some  kind  of  plot  created  by  the  hospi- 
tals,” said  John  R.  Holcomb,  MD,  a San 
Antonio  pulmonologist  who  is  a mem- 
ber of  the  Texas  Medical  Association 
Council  on  Socioeconomics  and  chair 
! of  the  Texas  Hospital  Association’s 
(THA’s)  Committee  on  Quality  Indica- 
tors and  Patient  Information. 

In  actuality,  three  legislative  ses- 
sions’ worth  of  effort  has  led  to  the  col- 
; lection  and  reporting  of  hospital 
I discharge  data.  A 1995  legislative  act 
I created  the  Texas  Health  Care  Informa- 
' tion  Council  (THCIC),  composed  of  19 
: members  representing  employers,  la- 
I bor,  physicians,  hospitals,  consumers, 

! health  maintenance  organizations 
I (HMOs),  and  quality  assurance  ex- 
i perts.  The  legislation,  sponsored  by 
' Rep  Glen  Maxey  (D-Austin),  charges 
: THCIC  with  “developing  a statewide 
! health  care  data  collection  system  to 
collect  health  care  charges,  utilization 
data,  provider  quality  data,  and  out- 
come data  to  facilitate  the  promotion 
and  accessibility  of  cost-effective,  good 
quality  health  care.” 

THCIC  began  publishing  data  on 
Texas  HMOs  in  the  fall  of  1998  and 
continues  to  make  annual  releases.  Dis- 
: charge  data  on  450  Texas  hospitals  will 
\ be  released  quarterly. 

I The  original  legislation  was  amended 
i in  1997  and  1999,  in  part  due  to  efforts 
j by  TMA  and  THA  to  ensure  that  all  data 
I are  presented  accurately  and  will  be 
! meaningful  for  consumers, 
j Discharge  data  provide  information 
; about  a hospital’s  performance,  includ- 
! ing  quality  and  effectiveness  of  health 
; care,  and  charges  and  rates  of  change 
in  charges  for  health  care  services. 

But  Dr  Holcomb,  also  a member  of 
j the  Quality  Methods  Technical  Advisory 


Committee  of  THCIC,  says  patients 
won’t  find  much  use  in  these  data. 

“The  problem  is  that  THCIC,  as  most 
other  legislatively  created  councils,  is 
severely  underfunded,  so  it’s  not  clear 
to  me  that  there  will  be  any  dollars 
available  to  format  these  data  in  any 
kind  of  meaningful  fashion  to  con- 
sumers,” he  said. 

This  is  not  a new  problem,  according 
to  study  results  published  in  the  April 
12,  2000,  issue  of  The  Journal  of  the 
American  Medical  Aissociation.  The  re- 
sults show  that  consumers  don’t  use  per- 
formance data  because  of  difficulty  in 


understanding  the  information,  disin- 
terest in  the  nature  of  the  information 
available,  lack  of  trust  in  the  data,  prob- 
lems with  timely  access  to  the  informa- 
tion, and  lack  of  choice.  Instead, 
consumers  rely  upon  anecdotal  evi- 
dence from  family  and  friends  to  choose 
where  they  obtain  health  care  services. 

Debugging  the  system 

An  10-hospital  pilot  project,  considered 
a success  by  THCIC  officials,  was  cre- 
ated to  test  the  proposed  certification 
process,  identify  challenges  faced  by 
THCIC  and  hospitals,  correct  system 
process  weaknesses,  and  make  the  cer- 
tification process  smoother  for  all  re- 
porting hospitals. 

“Even  the  worst  of  problems  discov- 
ered in  the  pilot  test  could  be  taken 
care  of  with  a one-time  fix,”  said  Jim 
Loyd,  THCIC  executive  director.  “So  we 
really  do  have  a process  that  works  and 
is  functional.  We  can  see  the  light  at 
the  end  of  the  tunnel,  and  it’s  not  a 
train  coming  at  us.” 

Only  450  Texas  hospitals  will  be  re- 
quired to  report  discharge  data.  Federal 
hospitals  and  charity  hospitals  do  not 
have  to  report  data.  Hospitals  in  coun- 
ties with  fewer  than  35,000  people  and 
certain  other  hospitals  may  apply  for  ex- 
emptions through  THCIC.  But  hospitals 
linked  to  hospital  systems  are  required  to 


report  data  even  if  they  might  otherwise 
t|ualify  for  an  exemption,  Mr  Loyd  says. 

Hospitals  collect  the  data  for  THCIC 
through  the  UB-92  billing  form,  also 
known  as  the  HCFA  1450.  This  form 
contains  more  data  elements  than  the 
HCFA  1500,  used  for  Medicare  billing. 
It  is  used  to  submit  changes  to  all  pay- 
ers. For  charity  and  cash  customers  that 
don’t  call  for  a UB-92,  THCIC  requests  a 
similar  “alternative”  data  set.  The  UB- 
92  form  provides  a readily  available 
data  source,  and  offers  the  most  cost-ef- 
fective and  efficient  form  of  submission, 
a THA  spokesperson  said. 


But  Dr  Holcomb  questions  using 
billing  information  to  produce  per- 
formance data. 

“I  think  the  integrity  of  the  data  is  a 
real  problem,”  he  said.  “A  bill  might  not 
be  the  most  appropriate  technique  for 
identifying  quality  and  cost.  Tradition- 
ally, coders,  medical  records  personnel, 
and  hospital  chief  financial  officers  of 
hospitals  have  only  studied  those  docu- 
ments to  make  reimbursement  deci- 
sions — not  to  consider  elements  that 
impact  other  kinds  of  judgments.” 

The  council  will  not  release  provider 
quality  data  for  at  least  a year,  because, 
by  law,  THCIC  must  evaluate  method- 
ologies for  assessing  provider  quality. 
This  will  not  preclude  other  entities  from 
using  the  public  data  file  to  develop  their 
own  quality  reports,  THA  says. 

On  top  of  those  headaches,  hospitals 
are  required  to  collect  more  data  than 
they  ever  have  before  to  comply  with 
the  new  law,  says  John  Anderson,  MD, 
senior  vice  president  for  clinical  inte- 
gration at  Baylor  Healthcare  (BHC) 
System  in  Dallas  and  another  member 
of  THA’s  Committee  on  Quality  Indica- 
tors and  Patient  Information. 

“The  problem  with  this  is  the  state 
has  come  along  and  said,  ‘We  want  all 
your  hospital  discharges,  and  it  really 
doesn’t  matter  to  us  that  Aetna  requires 
the  UB-92  to  be  filled  out  one  way  and 


“I  think  the  integrity  of  the  data  is  a real  problem. 
A bill  might  not  be  the  most  appropriate  technique 
for  identifying  quality  and  cost.” 
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“Casey  & Casey 
increased  our 
cash  receipts  20% 
whiie  reducing  our 
90-day  accounts 
by  66%.” 

John  Davis,  IVID 
{■jjiliB  Family  Practice 


If  you  are  a phy  sician  in 
Texas,  vve  have  the  fxoven 
system  for  cash  flow 
improvement.  Call  toll-free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  serv'ices. 

800-575-5335 

email:  caseycpa@ktc.com 


CASEY 


CERTIFIED  PUBLIC  ACCOUNTANTS 

Discount  Medical 
Supercenter 

HCFA  1500  (2500  qty/frt  pd)  $47/ctn 

SOFTWARE 

Smart  Claims(print  HCFAs) $79.00 

Tracks  History  and  Resubmits 

Time  Clock  (employee  time) S 39.00 

Medical  Billing  Software $985.00 

Complete  system-Print  HCFAs/File  Electronic, 
collections.etc.  Coast  to  Coast  Since  1988 

Best  Software  Value  On  The  Market 

Call  for  a complete  working 
Demo  with  manual. 

A L L - M E D Services 

209  West  Alfred  Street 
Tavares,  FL  32778 

Phone  1-800-858-5768 
Fax  1-800-759-0599 
www.all-med.net 


Blue  Cross  wants  it  done  another  way, 
and,  by  the  way,  nobody  collects  race 
and  ethnicity  information,  but  we  want 
that  data  as  well.’  We’ve  got  to  figure 
out  how  to  fit  that  into  the  data  sub- 
mission,” he  said. 

This  increase  in  data  collection  liter- 
ally crashed  the  processing  system  at 
Parkland  Memorial  Hospital,  says  Jackie 
Mutz,  RN,  quality  management  associ- 
ate director  of  outcomes  resource  there. 


Besides  fixing  technical  difficulties, 
hospitals  must  weed  out  human  errors 
in  their  systems  before  sending  data  to 
THCIC.  These  human  errors  sometimes 
are  caused  by  poor  medical  documen- 
tation on  the  physician’s  part,  Ms  Mutz 
says.  Physicians  should  know  how  the 
data  are  coded  so  they  can  document 
the  data  accurately.  “The  better  they 
document,  the  better  the  information 
the  coders  have,”  she  said. 

Physician  detectives 

Even  though  more  than  400  items  of 
data  are  being  collected,  only  60  are  in- 
cluded in  the  official  public  data  set, 
which  must  be  certified  by  hospitals  — 
and  physicians  — before  being  re- 
leased, says  Stephen  Turner,  MD, 
THCIC  immediate  past  chair. 


During  his  tenure.  Dr  Turner  pushedi 
the  council  to  create  this  subset  of  “the 
bare  essentials.”  These  essentials  in- 
clude hospital  identification,  demo-| 
graphic  information,  length  of  stay,! 
type  of  admission,  discharge  status,! 
payment  source,  up  to  nine  diagnoses, 
significant  comorbidity,  and  diagnosis-i 
related  groups.  ; 

As  required  by  statute,  the  public 
data  set  also  includes  a risk  and  sever-, 


ity  adjustment  factor  developed  by  3M 
to  prevent  institutions  from  being 
dubbed  “hospitals  with  the  highest 
mortality  rate  in  the  state”  when  they 
care  for  a larger  number  of  critically  ill 
patients  than  other  facilities  do. 

During  the  60-day  certification 
process,  hospitals  are  required  by  law  to 
give  physicians  a chance  to  review  their 
data  and  make  comments.  Because  the 
certification  process  has  just  begun,  it 
remains  to  be  seen  how  many  physi- 
cians take  advantage  of  their  hospitals’ 
making  the  data  available  for  review. 

“We  have  conveyed  to  physicians 
that  the  data  are  not  physician-specific, 
so  they  have  not  had  a lot  of  interest  in 
it,”  Dr  Anderson  said.  “But  that  doesn’t 
mean  that  if  tomorrow  the  data  were 
published  in  leading  newspapers  across 


For  more 
information 


To  obtain  more  information  on  hospital  discharge  data,  call  theTexas  Health  Care  In-  i 
formation  Council  (THCIC)  in  Austin  at  (512)  424-6492  or  visit  theTHClC  Web  site  at  j 
www.thcic.state.tx.us.You  also  may  contact  Helen  Kent  Davis, Texas  Medical  Associ-  | 
ation  director  of  governmental  affairs,  at  (800)  880-1300,  ext  1401,  or  (512)  370-1401;  or  j 
e-mail  helen_k@texmed.org.  j 

I 

i 
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the  state,  they  wouldn’t  suddenly  wake 
up  to  it  — particularly,  if  their  hospital 
didn’t  look  favorable  based  on  the  data.” 

Dr  Tlirner  believes  physician  denial 
is  contributing  to  the  lack  of  interest  in 
the  certification  process.  “Frankly, 
some  of  the  physicians  have  had  the  at- 
titude that  this  whole  process  is  going 
to  go  away.” 

Because  of  this,  he  urges  physicians 
to  be  involved  in  the  process.  “Physician 
involvement  will  deliver  a superior 
product  while  protecting  physician  in- 
terests,” he  said.  “If  doctors  participate, 
we’ll  create  something  that  is  more 
palatable  to  everyone  than  something 
imposed  upon  them  by  third  parties.” 

Lewis  Foxhall,  MD,  a THCIC  hospi- 
tal representative  and  associate  vice 
president  for  health  policy  at  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center  in  Houston,  agrees  with  Dr 
Turner.  He  encourages  physicians  to 
touch  base  with  their  hospital  adminis- 
trators to  learn  about  the  process.  “If 
we  have  to  do  it,  we  want  to  make  the 
data  as  useful  as  we  can  so  we  can  ac- 
tually get  some  good  out  of  it.” 

In  the  long  run 

To  ensure  the  release  of  two  quarters  of 
solid  data,  THCIC  has  pushed  back  the 
release  of  the  public  data  set  to  Decem- 
ber. “We’re  going  to  take  an  upfront  de- 
lay so  that  down  the  road,  the  data  will 
be  submitted  in  a much  more  timely  and 
user-friendly  manner,”  Dr  Turner  said. 

Once  the  kinks  get  worked  out,  these 
data  may  be  useful  to  public  health  re- 
searchers tracking  patient  demographic 
trends  as  well  as  large  employers  and 
insurance  companies,  who  will  use  this 
information  to  determine  which  hospi- 
tals are  providing  more  cost-effective, 
quality  services.  Dr  Turner  says. 

Later  this  year,  THCIC  will  work  with 
TMA,  THA,  and  local  county  medical  so- 
cieties to  arrange  educational  programs 
for  physicians  about  the  council  and  its 
objectives.  In  the  meantime,  physicians 
should  keep  good  medical  records,  get 
some  media  training  (see  “Media  Tips,” 
p 54),  and  take  their  utilization  review 
managers  out  to  lunch.  ★ 
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Media  tips 


Are  you  ready  for  your  local  news  reporter  to  knock  on  your  door 
when  hospital  discharge  data  are  released  to  the  public  in  De- 
cember? If  not,  start  preparing  now. 

With  the  attention  the  Institute  of  Medicine  report  on  medical 
errors  received,  physicians  can  be  sure  hospital  discharge  data 
will  be  high  on  an  editor's  list,  says  Eddie  Owens,  MBA,  director 
of  public  relations  at  Covenant  Health  System  in  Lubbock  and  a 
member  of  the  Texas  Health  Care  Information  Council's 
(THClC's)  Consumer  Education  Technical  Advisory  Committee. 
(See  “The  Institute  of  Medicine  Report  on  Medical  Errors  — Could 
It  Do  Harm?"  pp  13-15.) 

Physicians  need  to  work  with  their  hospitals  to  be  accessible  to 
both  hospitals  and  the  media,  Mr  Owens  says.They  also  should  take 
advantage  of  the  data  certification  process  to  learn  what  the  hospi- 
tal's data  mean  and  understand  how  the  data  will  look  to  the  media. 

He  suggests  hospital  chief  executive  officers  develop  formal- 
ized response  plans  for  when  the  data  are  released,  as  well  as  un- 
dergo formal  media  training.  Pat  Clark,  director  of  speech/media 
training  for  the  American  Medical  Association,  can  help  with  me- 
dia training.  You  can  reach  her  in  Chicago  at  (312)  464-4497. 

In  the  meantime, Texas  Medical  Association's  Media  and  Pub- 
lic Relations  Department  offers  the  following  tips  for  dealing  with 
the  media: 


The  reporter  is  not  your  friend. 

• His  or  her  job  is  not  to  communicate  your  message. 

• You  must  communicate  your  own  message,  and  you've  got  15 
seconds  of  tape  or  maybe  two  paragraphs  of  print  to  do  it. 


That  said,  every  time  a reporter  calls  is  an  opportunity  for  you  to  tell 
your  side  of  a story  to  the  public. 

• Except  in  rare  situations,  never  let  that  opportunity  slip  away. 

• If  physicians  don't  tell  their  side  of  the  story,  no  one  will. 


Be  prepared! 

• Make  sure  your  staff  members  know  that  media  inquiries 
should  be  given  priority.  Don't  let  requests  for  interviews  get 
buried  under  a pile  of  other  phone  calls  you  have  to  return. 

• Don't  keep  the  reporter  waiting  all  day.The  earlier  you  return  a 
call,  the  more  likely  your  comments  will  be  used  and  placed 
more  prominently  in  the  story.  Ask  the  reporter  what  the  dead- 
line is  and  meet  it. 

• Don't  go  into  the  interview  unprepared.  Make  sure  you  know 
what  the  topic  is  and  the  angle  on  which  the  reporter  is  focusing. 
• If  you  are  not  well  versed  on  an  issue,  don't  call  the  reporter 

back  until  you  are.  Your  county  medical  society  and  TMA 


staff  members  always  are  available  for  quick  briefings  on 
important  health  issues. 

• If  you  are  speaking  on  behalf  of  your  county  medical  society 
or  TMA,  make  sure  you  know  their  positions  on  the  issue 
and  STAY  ON  MESSAGE. 

• Determine  three  or  four  key  message  points  you  want  to 
get  across  and  return  to  those  points  at  every  opportunity. 

• Don't  blow  off  or  talk  around  a question.  Acknowledge 
the  question,  and  then  explain  why  your  point  is  the  re- 
ally important  issue. 

• Never  repeat  a negative  statement  or  assumption.  That 
just  gives  it  more  airtime. 

• If  you  don't  know  the  answer  to  a question,  say  so.  Offer 
to  find  out  the  answer  and  get  back  to  the  reporter. 

Know  the  ground  rules! 

• Find  out  the  reporter's  angle  in  advance. 

• Make  sure  you  know  if  the  camera  or  tape  recorder  is  rolling  be- 
fore you  engage  even  in  idle  conversations. 

• Try  to  give  the  interview  on  your  turf  so  you  can  have  more  con- 
trol over  where  the  cameras  go,  what  they  tape,  and  to  whom 
the  reporter  speaks.  Be  courteous  and  cooperative,  but  don't 
let  reporters  push  you  around. 

NEVER  SAY  "NO  COMMENT!" 

• "No  comment"  makes  it  look  like  you  are  hiding  something. 

• If  you  can't  comment,  explain  why: 

• Ongoing  criminal  investigation  or  civil  litigation. 

• Confidential  patient  information. 

• If  you  are  not  the  appropriate  source,  refer  the  reporter  to 
someone  who  is. 

• Stay  away  from  off-the-record  comments. 

• Assume  anything  you  say  is  on  the  record,  particularly  with 
a reporter  you  don't  know  or  don't  trust. 

• Most  reporters  will  honor  requests  not  to  be  quoted  by 
name  or  to  be  used  for  background  information  only,  but 
you  occasionally  will  get  burned. 

It's  all  about  relationships! 

• If  the  reporter  knows  you,  trusts  you,  and  relies  on  you  for  ac- 
curate information  and  a prompt  response,  he  or  she  will  come 
back  to  you  again  and  again. That  increases  your  opportunities 
and  organized  medicine's  opportunities  to  communicate  key 
messages  to  the  public.  It  also  increases  your  credibility  with 
the  reporter  and  the  chances  you,  your  county  medical  society, 
orTMA  will  be  portrayed  favorably. 
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Unionizing  house  staff 

NLRB  gives  private  hospital  residents  the  right  to  bargain 


ast  November’s  National  Labor 
Relations  Board  (NLRB)  decision 
in  a case  involving  the  Boston 
Medical  Center  overturned  the 
25-year-old  view  that  residents 
primarily  act  in  a student  capac- 

1 ity  The  reversal  gives  house  staff 

at  private  hospitals  employee  status  and 
thus  the  right  under  the  National  Labor 
Relations  Act  (NLRA)  to  collectively  bar- 
gain with  hospital  and  medical  school  ad- 
ministrations. Public  hospitals,  not  under 
the  jurisdiction  of  the  NLRA,  have  recog- 
nized and  approved  of  resident  bargain- 
ing units  since  the  late  1950s.  > > 


By  Vicky  Shalini  Mukhi 


56 


Texas  Medicine  -k  June  2000 


www.texmed.org 


The  3-2  NLRB  vote  allowing  resi- 
dents to  unionize  has  opened  the  door 
for  a myriad  of  negotiable  topics,  in- 
cluding working  conditions,  hours,  and 
wages.  It  may  change  the  way  Texas 
medical  schools  and  their  teaching  hos- 
pitals interact  with  approximately 
5,500  resident  physicians. 

Physician  unions  have  generated  a fair 
bit  of  attention  in  the  past  year,  especially 
since  the  American  Medical  Association 
created  Physicians  for  Responsible  Nego- 
tiation (PRN),  its  own  national  negotiat- 
ing organization,  last  June. 

When  NLRB  made  its  ruling,  PRN  is- 
sued a statement  that  said  the  action 
gives  residents  the  opportunity  to  re- 
solve patient  care  and  workplace  issues. 
Many  residents  work  more  than  80 
hours  per  week  and  have  complained 
about  working  conditions  for  years. 

“This  decision  will  now  allow  physi- 
cians-in-training  to  raise  and  resolve 
important  patient  care  and  other  work- 
I place  issues  with  the  protection  of  fed- 
eral labor  laws,”  Susan  H.  Adelman, 

, MD,  PRN  president  and  an  AMA 
I trustee,  said  in  the  statement. 

“It  is  now  up  to  resident  physicians 
across  the  country  to  decide  what  is 
right  for  them.  For  some  residents,  col- 
i lective  bargaining  under  federal  labor 
laws  will  be  an  important  opportunity. 
Others  may  choose  a different  course, 
j For  those  who  do  choose  the  collective 
bargaining  path,  PRN  will  be  there  for 
; them,”  she  said. 

AMA  policy  considers  residents  to  be 
[ both  employees  and  students  who  are 
entitled  to  collectively  negotiate  over 
working  conditions  but  not  over  issues 
related  to  their  education.  (See  “AMA 
Votes  for  Negotiating  Unit  in  Stormy 
Session,”  August  1999  Texas  Medicine, 
pp  16-18,  and  “TMA  at  the  Table,”  No- 
vember 1999  Texas  Medicine,  pp  28-32.) 

I Antitrust  issues 

I Two  types  of  laws  govern  unions  or  col- 
lective bargaining  units.  Each  is  rooted  in 
different  philosophies  and  policy  goals. 

Antitrust  laws  aim  to  promote  com- 
petition by  outlawing  monopolization  or 
contracts,  conspiracies,  or  agreements 
that  unreasonably  restrain  trade  or  limit 
competition.  They  rely  on  the  funda- 
mental principle  that  competition  leads 
to  higher  quality  of  goods  or  services  of- 


fered at  lower  costs.  Section  1 of  the 
Sherman  Antitrust  Act  of  1890  outlaws 
price-fixing,  restricting  output,  market 
division,  and  exclusion  of  competitors. 
Section  2 prohibits  monopolization, 
mergers  among  competition,  and  preda- 
tory pricing.  Any  boycott  by  residents  to 
coerce  a third  party  to  change  the 
amount  of  work  hours  or  increase  wages 
would  constitute  a violation  of  antitrust 
laws,  and  the  physicians  would  be  sub- 
ject to  fines  and/or  imprisonment. 


Labor  laws  were  enacted  to  exempt 
laborers  from  antitrust  laws.  They  allow 
collective  agreements  among  laborers 
to  raise  and  standardize  wages  and 
working  conditions.  They  also  permit 
strikes,  boycotts,  and  other  collective 
activity.  The  operative  word  to  gain  pro- 
tection under  these  laws  is  “employee.” 

NLRB  has  struggled  with  medical 
resident  status  since  1975  when  the 
house  officers  at  Cedars-Sinai  Medical 
Center  in  Los  Angeles  sought  certifica- 
tion as  a bargaining  unit.  NLRB  dis- 
missed the  petition  in  1977,  concluding 
that  the  residents  were  primarily  en- 
gaged in  an  educational  activity  and 
should  be  classified  as  students,  not  em- 
ployees. The  board  held  that  federal  la- 
bor law  required  house  staff  members 
to  be  “employees”  within  the  meaning 
of  Section  2(3)  of  the  NLRA. 

According  to  a majority  of  the  board 
members  at  the  time,  most  residents 
choose  to  accept  house  staff  positions 
to  pursue  graduate  medical  education. 
The  board  found  that  the  residents 
work  in  hospitals  to  further  their  med- 
ical education  and  to  gain  specialized 
medical  training  regardless  of  the 
hours  worked,  wages  earned,  or  bene- 
fits granted.  It  said  the  educational  na- 
ture and  purpose  underlying  house 
staffs’  work  prevents  them  from  being 
classified  as  employees. 

In  1997,  after  the  Boston  University 


Medical  Center,  a private  institution, 
merged  with  Boston  City  Hospital,  a 
public  facility,  to  create  Boston  Medical 
Center,  the  Committee  of  Residents  and 
Interns  petitioned  NLRB  to  become  cer- 
tified and  to  represent  both  hospitals  in 
a union.  At  a hearing,  the  NLRB  regional 
director  adhered  to  the  board’s  prece- 
dent and  held  that  interns  and  residents 
were  students,  not  employees.  However, 
the  full  NLRB  reviewed  the  case  and 
eventually  ruled  in  the  residents’  favor. 


The  board  relied  on  the  meaning  of 
the  term  “employee”  when  reexamining 
the  Boston  Medical  Center  case.  It  said 
both  common  law  and  the  NLRA  defini- 
tion of  “employee”  appear  to  include 
house  staff,  and  noted  that  the  NLRA 
definition  of  employee  includes  “any 
employee,”  unless  specifically  excluded. 

Board  members  specifically  focused 
on  whether  residents  are  being  in- 
structed or  supervised  while  perform- 
ing their  duties.  NLRB  determined  that 
residents  spend  the  majority  of  their 
time  performing  health  care  services 
and  making  medical  decisions  about 
patient  care  without  supervision.  The 
board  also  noted  that  hospitals  pay  res- 
idents and  charge  for  their  services. 
The  board  concluded  that  residents  are 
“professional  employees”  within  Sec- 
tion 2(12)  of  the  NLRA. 

NLRB  took  into  consideration  that 
several  federal  agencies  treat  residents 
as  employees  for  a variety  of  purposes 
ranging  from  tax  status  to  protection 
from  employment  discrimination. 

The  Internal  Revenue  Service  (IRS) 
considers  payments  to  residents  as 
compensation  for  services  rendered, 
thus  prohibiting  them  from  declaring 
their  salaries  as  tax-exempt.  It  has  re- 
jected the  position  that  residents’ 
salaries  are  stipends  or  monies  granted 
for  the  purpose  of  study.  Factors  the 
IRS  has  viewed  as  indicative  of  an  em- 


“This  decision  will  now  allow 
physicians-in-training  to  raise  and  resolve 
important  patient  care  and  other  workplace  issues 
with  the  protection  of  federal  labor  laws.” 
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ployment  relationship  include  written 
agreements  between  residents  and  hos- 
pitals that  refer  to  residents  as  employ- 
ees and  mention  payments  to  residents 
for  services  rendered.  It  also  found  that 
residents  perform  work  that  would  oth- 
erwise be  performed  by  other  employ- 
ees. Several  courts  have  reviewed  the 
IRS’  interpretation  of  house  staff 
stipends  and  determined  that  residents 
are  “employees”  who  are  not  entitled  to 
federal  income  tax  exclusion. 


Another  federal  agency,  the  Equal 
Employment  Opportunity  Commission, 
classifies  residents  and  interns  as  em- 
ployees within  the  scope  of  Title  VII  of 
the  Civil  Rights  Act,  giving  them  protec- 
tion from  employment  discrimination. 
Hospitals  with  medical  residencies  and 
internship  programs  are  required  to 
treat  residents  as  employees  in  regard 
to  employment  decisions  such  as  hiring, 
advancement,  and  termination. 

In  the  54-page  ruling,  NLRB  noted 
that  medical  schools  apparently  do  not 
classify  residents  as  students.  Residents 
do  not  pay  tuition  or  complete  registra- 
tion forms,  nor  do  they  take  exams  and 
receive  grades.  Also  cited  was  the  fact 
that  the  Department  of  Education  does 
not  consider  a hospital’s  interns  and  res- 
idents records  to  be  educational  records 
under  the  Family  Education  Rights  and 
Privacy  Act  because  residents  and  interns 
are  not  students  under  their  definition. 

Residents  in  Texas 

Ruth  Kohlmeier,  MD,  president  of  the 
House  Staff  Council  at  The  University  of 
Texas  Health  Science  Center  in  San  An- 
tonio, says  the  residents  there  enjoy  their 
relationship  with  the  administration. 

“But  there  are  some  issues  that  have 


not  been  resolved,  and  the  council  is 
looking  into  unions  as  a possible  way 
to  resolve  these  issues.  We  are  just  at 
phase  1 of  this  [investigation],  in  terms 
of  just  getting  information  — what  are 
the  pros  and  cons?  How  does  it  affect 
us  locally?  Is  it  appropriate  in  general 
for  physicians  to  unionize?” 

Residents  at  the  health  science  cen- 
ter have  raised  concerns  about  higher 
pay,  the  need  for  a lighted,  safe  path- 
way for  residents  to  use  at  night,  better 


parking,  availability  of  food  during  the 
hours  that  residents  work,  more  and 
cleaner  call  rooms,  and  a meeting  room 
for  those  participating  in  rounds. 

“It’s  hard  for  me  to  appreciate  the  is- 
sues that  the  other  places  [residencies] 
have  because  I am  at  such  a wonderful 
place,  Scott  & White,  but  I know  that 
they  are  out  there  and  I don’t  want  to 
minimize  them,”  said  Jeffrey  Bates, 
MD,  chair  of  TMA’s  Resident  and  Fel- 
low Section. 

Dr  Bates  says  the  influence  of  man- 
aged care  has  led  to  the  cry  for  better 
representation  for  physicians.  “In  gen- 
eral, physicians  haven’t  done  a very 
good  job  of  standing  up  for  themselves 
in  the  last  few  years  and  now  are  being 
taken  advantage  of  by  lawyers  and  in- 
surance companies,  and  maybe  we  are 
at  the  point  where  we  don’t  have  any 
other  choice  [unionization].” 

Administrators’  views 

Can  the  ideologies  behind  unionization 
and  professionalism  in  medicine  live 
together?  Academic  physicians  and  ad- 
ministrators stress  the  conflicts  be- 
tween the  two  ideologies  and  advocate 
the  use  of  existing  alternatives.  These 
include  participating  in  organizations 


of  residents  and  administrators  that 
deal  with  house  staff  concerns  and  sug- 
gestions, using  the  existing  internal 
leader  structure  to  voice  complaints, 
and  bringing  problems  to  the  attention 
of  the  Accreditation  Council  of  Gradu- 
ate Medical  Education. 

“If  our  programs  tend  to  the  needs  of 
the  residents  and  treat  them  in  the  way 
that  students  and  physicians-in-training 
want  to  be  treated,  I don’t  think  there 
will  be  many  reasons  for  residents  to 
participate  in  unions,”  said  James  Guck- 
ian,  MD,  vice  chancellor  for  health  af- 
fairs for  The  University  of  Texas  System. 

He  also  believes  residents  should  be 
concerned  by  the  NLRB  decision  be- 
cause of  its  potential  impact  on  gradu- 
ate medical  education  funding.  “I  think 
that  the  larger  issue  is  that  teaching 
hospitals  at  this  time  are  straining  fi- 
nancially, their  costs  are  increasing,  and 
their  revenues  aren’t  increasing,  so 
there  is  a good  deal  of  strain  on  teach- 
ing hospital  budgets.  This  is  true  of  Dal- 
las, Houston,  San  Antonio,  Galveston, 
everywhere.  It  is  not  just  Texas  either, 
so  we  have  to  be  certain  that  the  finan- 
cial underpinning  for  graduate  medical 
education  is  sufficient  to  allow  the 
training  of  these  young  physicians  to 
proceed  unimpeded  and  uninfluenced 
by  these  budgetary  problems.” 

Jordan  J.  Gohen,  MD,  president  of  the 
American  Association  of  Medical  Gol- 
leges,  also  believes  NLRB  has  erro- 
neously given  residents  at  private 
institutions  the  ability  to  unionize.  “We 
are  very  much  of  the  view  that  this  is  not 
the  right  way  for  physicians-in-training 
to  address  their  grievances  or  concerns. 
There  are  established  mechanisms  in  ac- 
credited training  programs  for  address- 
ing their  concerns  or  suggestions.  The 
ability  of  residents  to  have  an  opportu- 
nity to  express  their  concerns  is  ab- 
solutely essential,  but  the  introduction  of 
collective  bargaining  and  the  tactics  that 
unions  use,  which  they  are  legally  bound 
to  utilize,  are  quite  adversarial  to  the  na- 
ture of  the  learning  environment.”  ★ 


Vicky  Shaiini  Mukhi  is  enrolled  in  the  masters  of  pub- 
lic health  program  at  The  University  of  Texas-Houston 
School  of  Public  Health.  She  will  begin  herfirst  year  of 
medical  school  this  summer  atThe  University  of  Texas 
Health  Science  Center  at  San  Antonio. 


“If  our  programs  tend  to  the  needs  of  the  residents 
and  treat  them  in  the  way  that  students 
and  physicians-in-training  want  to  be  treated, 

I don’t  think  there  will  be  many  reasons 
for  residents  to  participate  in  unions.’’ 
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AMERICAN 
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On-Site  Workshops 


• Do  your  employees  need  a brush-up  on  preparing  a new  drug  application? 

• Would  your  students  like  to  learn  how  a medical  research  paper  is  developed  and 
written? 

• Would  your  hospital  public  relations  staff  benefit  from  a class  in  newsletter 
preparation? 

• Do  your  researchers  want  to  learn  more  effective  grant-seeking  strategies  and  better 
grant- writing  techniques? 

The  American  Medical  Writers  Association  (AMWA)  can  meet  your  needs  through  its  on-site  workshop  program. 
With  a nucleus  of  working  writers  and  editors  who  are  also  experienced  teachers,  AMWA  has  experts  available  to 
present  on-site  workshops  on  a variety  of  topics  in  biomedical  communications  and  related  areas.  The  following  is  a 
sampling  of  classes  available: 

• Organizing  the  Biomedical  Paper 

• Punctuation  for  Clarity  and  Style 

• Tables  and  Graphs 

• Punctuation  for  Clarity  and  Style 

• Developing  Research  Materials  Into  Articles 

• Writing  the  Final  Report  of  a Clinical  Trial 

• Statistics  for  Medical  Writers  and  Editors 

• Writing  and  Producing  Patient  Education  Materials 

• Sentence  Stmcture  and  Patterns 

• Grant  Proposal  Writing 

• Essentials  of  Copyeditng 

• Writing  the  New  Drug  Application 

• Investigational  New  Drug  Application 

• Proofreading  and  Copy  Editing 


AMWA  staff  can  work  with  you  to  tailor  workshops  to  your  needs.  To  request  information  about  how  your  company 
or  organization  can  take  advantage  of  this  educational  program  at  reasonable  prices,  call  AMWA  Headquarters  at 
301-294-5303,  or  return  the  coupon  below. 


Executive  Director,  AMWA 

40  West  Gude  Drive  #101,  Rockville  MD  20850-1192  USA 
301-294-5303  (tel),  301-294-9004  (fax),  amwa@amwa.org  (e-mail) 


Please  Send  Information  About  AMWA’s 

On-Site  Workshop  Program 

Name 

Company/Institution 

Address 

City/State/Zip 

Telenhone 

Fax 

F-mail 

Law 


Good  Samaritans 

Law  limits  physicians’ liability  for  providing  charity  health  care 


Ray-Mel  Cornelius 


In  1991,  Stephenville  physician 
Nathan  Cedars,  MD,  wanted  to  do 
something  to  help  the  working  peo- 
ple of  his  community  who  did  not 
have  health  insurance  get  access  to 
health  care.  The  problem  was  that  his 
attorney  would  not  allow  it  because 
he  feared  Dr  Cedars  could  be  held  liable 
if  something  went  wrong. 

But  that  year,  the  Texas  Legislature 
passed  a new  law  giving  volunteer  physi- 
cians immunity  from  liability,  and  Dr 
Cedars  got  the  go-ahead  from  his  attor- 
ney to  open  the  clinic.  > > 


By  C.J.  Francisco,  JD,  TMA  senior  counsel 
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Today,  Dr  Cedars  and  six  other  volun- 
teer physicians  at  the  Helping  Other  Peo- 
ple Efficiently  (HOPE)  Clinic  treat  more 
than  2,000  people  ranging  in  age  from  5 
to  60.  Their  services,  as  well  as  about 
95%  of  the  prescription  drugs  they  pre- 
scribe, are  free.  They  provide  a complete 
range  of  health  care  services,  including 
flu  shots  and  tests  for  tuberculosis  and 
other  infectious  diseases.  The  clinic  is 
supported  by  money  from  the  county 
and  the  local  hospital,  and  by  donations 
from  churches  and  private  citizens. 

“I  wouldn’t  have  had  the  clinic 
[without  the  liability  protection],  and 
I’m  going  into  my  ninth  year  of  it,”  said 
Dr  Cedars,  who  retired  2 years  ago  af- 
ter practicing  medicine  for  53  years. 

The  Texas  Charitable  Immunity  and 
Liability  Act  gives  physician  volunteers 
like  Dr  Cedars  immunity  from  civil  lia- 
bility in  providing  nonemergency  med- 
ical services  if  they  can  verify  that  they 
are  working  for  a charitable  organiza- 
tion, act  in  good  faith,  and  obtain  writ- 
ten consent  from  the  patient. 

Eurthermore,  a physician  may  be 
immune  from  civil  liability  in  providing 
emergency  medical  services.  The  Good 
Samaritan  Law  gives  physicians  broad 
immunity  when  administering  uncom- 
pensated emergency  care. 

State  law 

What  is  charitable  immunity? 

Charitable  immunity  is  a doctrine  that 
reduces  the  liability  exposure  and  insur- 
ance costs  of  charitable  organizations 
and  their  employees  and  volunteers  to 
encourage  volunteer  services  and  to 
maximize  the  resources  devoted  to  de- 
livering these  services  (1). 

How  can  a physician's  liability  be  limited 
for  providing  emergency  care? 

The  Good  Samaritan  Law  limits  the  civil 
liability  of  persons  administering  emer- 
gency care  in  good  faith  at  the  scene  of 
an  emergency  or  in  a health  care  facility. 
They  are  immune  from  civil  liability  un- 
less their  actions  are  willfully  and  wan- 
tonly negligent,  they  expect  to  be  paid 
for  the  care,  they  regularly  administer 
care  in  a hospital  emergency  room  (un- 
less they  are  at  the  scene  of  the  emer- 
gency for  reasons  unrelated  to  their 
work),  their  actions  caused  the  emer- 
gency, or  they  are  admitting  physicians 


or  associated  treating  physicians  of  the 
patient.  Therefore,  physicians  generally 
have  immunity  from  civil  liability  in  pro- 
viding uncompensated  emergency  care 
when  the  need  arises  (1). 

How  can  a physician's  liability  be  limited 
for  providing  nonemergency  care? 

Physician  volunteers  have  limited  civil  li- 
ability for  providing  nonemergency  care 
for  certain  charitable  organizations  (2). 

Who  is  covered? 

This  immunity  applies  to  volunteers  who 
provide  services  to  charitable  organiza- 
tions. A “volunteer”  is  a person  who  ren- 
ders services  for  a charitable  organization 
and  who  does  not  receive  compensation 
other  than  reimbursement  for  expenses. 
This  includes  directors,  officers,  trustees, 
or  direct  service  volunteers,  including 
volunteer  health  care  professionals  (3). 
Physicians  may  qualify  as  volunteer 
health  care  professionals  for  a charitable 
organization  if  they  voluntarily  provide 
health  care  services  without  being  paid, 
or  are  retired  and  eligible  to  provide 
health  care  services  (4). 

What  organizations  qualify  as  “charita- 
ble organizations”? 

As  a general  rule,  charitable  organiza- 
tions are  those  exempt  from  federal  in- 
come tax  under  Section  501(a)  of  the 
Internal  Revenue  Code  by  being  listed 
as  an  exempt  organization  in  Section 
501(c)(3)  or  501(c)(4).  These  generally 
include  charities,  religious  organiza- 
tions, youth  sports  and  recreation  or- 
ganizations, educational  organizations, 
and  organizations  primarily  engaged  in 
promoting  the  common  good  and  gen- 
eral welfare  of  the  community  (5). 

How  can  a physician  qualify  for  immu- 
nity for  providing  nonemergency  care? 
Volunteer  health  care  professionals  for 
a charitable  organization  are  immune 
from  civil  liability  for  any  act  or  omis- 
sion resulting  in  death,  damage,  or  in- 
jury to  a patient  if  they  act  in  good 
faith  and  in  the  scope  of  their  duties 
within  the  organization;  the  act  or 
omission  is  committed  in  the  scope  of 
providing  health  care  services;  the 
services  are  provided  within  the  scope 
of  their  license;  and  they  obtain  state- 
ments signed  by  the  patients  or  their 


legal  guardians.  This  statement  must 
specify  the  maximum  amount  of  dam- 
ages the  injured  patient  can  recover 
from  the  volunteer  and  that  the  volun- 
teer does  not  expect  compensation  for 
his  or  her  services  (6). 

When  may  a physician  he  liable  for  pro- 
viding nonemergency  care? 

Physicians  may  still  be  liable  if  they  are 
not  providing  the  health  care  services 
as  volunteers  for  a charitable  organiza- 
tion. They  also  may  be  liable  if  they  are 
working  outside  the  scope  of  their  du- 
ties within  the  organization,  act  in  bad 
faith,  do  not  obtain  the  required  writ- 
ten statement,  or  the  act  or  omission 
does  not  occur  in  the  course  of  provid- 
ing health  care  (6). 

Federal  law 

Volunteer  Protection  Act  of  1997 

The  purpose  of  the  Volunteer  Protec- 
tion Act  of  1997  is  to  promote  the  in- 
terests of  social  service  program 
beneficiaries  and  taxpayers,  and  to  sus- 
tain programs,  nonprofit  organizations, 
and  governmental  entities  that  depend 
on  volunteer  contributions  by  protect- 
ing volunteers  from  liability  abuses  (7). 

Two  types  of  organizations  can  qual- 
ify as  nonprofit.  The  first  is  described  in 
section  501(c)(3)  of  the  Internal  Rev- 
enue Code  of  1986  and  is  tax-exempt 
under  section  501(a)  of  the  code.  It 
cannot  perform  any  act  that  constitutes 
a hate  crime  (8).  The  other  is  a not-for- 
profit  entity  organized  and  conducted 
for  public  benefit  and  operated  prima- 
rily for  charitable,  civic,  educational, 
religious,  welfare,  or  health  purposes, 
and  that  does  not  perform  any  act  that 
constitutes  a hate  crime  (9). 

A volunteer  is  a person  who  per- 
forms services  for  a nonprofit  organiza- 
tion or  a governmental  entity,  and  who 
does  not  receive  compensation  (other 
than  reasonable  reimbursement  for  ex- 
penses) or  any  other  thing  of  value 
worth  more  than  $500  per  year.  This 
includes  directors,  officers,  trustees,  or 
direct  service  volunteers  (10). 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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Law 


The  law  protects  volunteers  of  a 
nonprofit  organization  or  governmen- 
tal entity  from  liability  for  harm  caused 
by  an  act  or  omission  if  they  meet  four 
requirements: 

• The  volunteer  must  act  within  the 
scope  of  his  or  her  responsibilities  at 
the  time  of  the  act  or  omission. 

• If  it  is  required  or  appropriate,  the 
volunteer  must  be  properly  licensed, 
certified,  or  authorized  by  the  ap- 
propriate authorities  for  the  activi- 
ties or  practice  in  the  state  in  which 
the  harm  occurred. 

• The  harm  must  not  be  caused  by 
willful  or  criminal  misconduct,  gross 
negligence,  reckless  misconduct,  or 
a conscious,  flagrant  indifference  to 
the  rights  or  safety  of  the  person 
harmed  by  the  volunteer. 

• The  harm  must  not  be  caused  by  the 
volunteer  operating  a motor  vehicle, 
vessel,  aircraft,  or  other  vehicle  for 
which  the  state  requires  the  operator 
or  the  owner  to  have  an  operator’s  li- 
cense or  to  maintain  insurance  (11). 

A volunteer  acting  within  the  scope 
of  his  or  her  responsibilities  is  not  re- 


quired to  pay  punitive  damages  unless 
the  plaintiff  clearly  and  convincingly 
establishes  that  the  harm  was  caused 
by  willful  or  criminal  misconduct,  or  by 
a conscious,  flagrant  indifference  to  his 
or  her  rights  or  safety  (12).  The  law 
does  not  create  a cause  of  action  for 
punitive  damages  and  does  not  pre- 
empt or  supersede  any  federal  or  state 
law  if  it  would  further  limit  the  award 
of  punitive  damages  (13). 

However,  under  the  law,  volunteers 
do  have  some  limited  liability  for  a 
noneconomic  loss,  such  as  pain  and  suf- 
fering (14).  In  any  civil  action  against  a 
volunteer  arising  from  the  action  of  a 
volunteer  acting  within  the  scope  of  his 
or  her  responsibilities,  the  volunteer’s 
liability  for  noneconomic  loss  shall  be 
determined  as  follows  (15): 

• Each  defendant  is  liable  only  for  the 
amount  of  noneconomic  loss  allo- 
cated to  that  defendant  in  direct 
proportion  to  the  percentage  of  his 
or  her  responsibility. 

• The  court  shall  render  a separate  judg- 
ment against  each  defendant  (16). 

• For  purposes  of  determining  the 
amount  of  noneconomic  loss  allo- 


cated to  a defendant  who  is  a volun- 
teer, the  trier  of  fact  shall  determine 
the  percentage  of  responsibility  of 
that  defendant  for  the  claimant’s 
harm  (17). 

However,  this  limitation  does  not 
apply  to  a crime  of  violence  or  act  of  in- 
ternational terrorism,  a hate  crime,  a 
sexual  offense,  violations  of  federal  or 
state  civil  rights  law,  or  an  act  that  oc- 
curs while  under  the  influence  of  alco- 
hol or  drugs  (18). 

The  law  does  not  affect  any  civil  ac- 
tion brought  by  any  nonprofit  organi- 
zation or  any  governmental  entity 
against  any  volunteer  (19).  Further- 
more, it  does  not  affect  the  liability  of 
any  nonprofit  organization  or  govern- 
mental entity  for  harm  caused  to  any 
person  (20). 

It  is  very  important  to  note  that  this 
federal  law  preempts  state  laws  that 
are  inconsistent  with  it,  but  does  not 
preempt  any  state  law  that  provides  ad- 
ditional protection  from  liability  relat- 
ing to  volunteers  or  to  any  category  of 
volunteers  performing  services  for  a 
nonprofit  organization  or  governmen- 
tal entity  (21).  Texas  provides  addi- 
tional protection  of  this  kind  for 
volunteers  providing  services  for  non- 
profit organizations.  ★ 
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Giving 

consent 


The  following  consent  form  is  an  example  of  a form  that  may  be  used  by  volunteer 
health  care  professionals  in  nonhospital  charitable  organizations. 

CONSENT  FOR  CHARITY  CARE 

I, , acknowledge  that  Dr. 

is  a volunteer  health  care  professional,  and  is  not  administering  care  for  or  in  expecta- 
tion of  compensation.  I also  understand  that  as  a volunteer  health  care  professional,  the 
physician  is  immune  from  civil  liability  for  any  act  or  omission  resulting  in  death,  dam- 
age, or  injury  as  long  as  the  volunteer  acts  in  good  faith  and  in  the  scope  of  his  or  her 
duties  within  the  organization  in  providing  the  health  care  services. 

Furthermore,  1 realize  that  the  civil  liabilities  of  both  the  charitable  organization  and 
an  employee  of  the  charitable  organization  are  limited  to  money  damages  of  $500,000  for 
each  person,  $1,000,000  for  each  occurrence  of  bodily  injury  or  death,  and  $100,000  for 
each  occurrence  of  injury  to  property.  These  limits  apply  to  the  employee  and  the  or- 
ganization separately;  they  are  not  aggregate  limits. 


Patient's  signature  Date: 
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Nutritional  rickets  is  uncommon  in  North 
America,  particularly  in  regions  where 
sunlight  is  plentiful.  Recent  epidemics  in 
North  America  occurred  in  dark-skinned 
toddlers  with  poor  nutrition  who  had  in- 
sufficient exposure  to  sunlight  and  whose 
parents  were  members  of  ethnic,  social, 
and  socioeconomic  groups  with  predispos- 
ing practices.  Nine  children  (8  toddlers 
and  1 infant)  were  referred  to  the  Bone 
Metabolic  Clinic  at  Texas  Scottish  Rite 
Hospital  for  suspected  rickets  between  Oc- 
tober 1 997  and  October  1 998.  The  diag- 
nosis of  nutritional  rickets  was  based  on 
clinical,  biochemical,  and  radiological  ev- 
idence. All  children  were  dark-skinned:  8 
were  African  Americans  and  1 was  of  His- 
panic parentage.  All  children  were  breast- 
fed with  minimal  intake  of  dairy 
products;  none  received  vitamin  supple- 
mentation. All  children  were  followed  up 
by  health  care  professionals.  Two  patients 
were  children  of  upper-middle  class  par- 
ents. Birth  order  was  not  a contributing 
factor  in  the  development  of  nutritional 
rickets.  Radiological  and  biochemical 
rachitic  changes  remitted  within  3 
months  of  vitamin  D therapy  combined 
with  dietary  modification.  Primary  care 
providers  should  consider  vitamin  D sup- 
plementation in  all  infants  with  increased 
skin  pigmentation  and  especially  in  those 
who  are  primarily  breast-fed.  Nutritional 
rickets  can  develop  in  dark-skinned  in- 
fants of  any  social  or  ethnic  background. 
Residing  in  a geographical  area  with 
abundant  sunlight  is  not  a guarantee 
against  the  development  of  nutritional 
rickets  in  dark-skinned  children. 
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INTRODUCTION 

The  role  of  sunlight  and  vitamin  D 
in  the  normal  development  of  the 
skeletal  system  became  evident  in 
the  17th  century.  During  this  stage 
of  societal  evolution,  people  in  Eu- 
rope and  North  America  left  rural  areas 
and  began  to  congregate  in  large  cities 
where  children  spent  most  of  their  time 
playing  in  the  crowded  sunless  alleyways 
(1).  Coinciding  with  this  social  event,  the 
incidence  of  a severe  bone  disease  (rick- 
ets), first  described  in  the  mid- 17th  cen- 
tury by  Whistler  et  al  (2),  increased 
dramatically.  In  1822,  Sniadecki  recog- 
nized the  importance  of  sunlight  in  the 
prevention  and  treatment  of  rickets  (3). 
Not  until  the  turn  of  this  century,  how- 
ever, were  the  antirachitic  properties  of 
cod-liver  oil  stressed  by  Mellanby  (4). 
Later  Hess  and  Wienstock  demonstrated 
that  exposure  of  foods  to  radiation  from 
a mercury  arc  lamp  would  provide  these 
foods  with  antirachitic  properties  (5). 
Currently,  vitamin  D is  added  routinely  to 
milk  (400  U/L),  completely  eliminating 
nutritional  rickets  wherever  this  practice 
is  prevalent  (6-10).  The  current  recom- 
mendations of  the  Committee  on  Nutri- 
tion of  the  American  Academy  of 
Pediatrics  and  the  Canadian  Pediatrics 
Society  stress  the  advantages  of  breast- 
feeding for  term  infants  (8).  Because  of 
the  successful  efforts  of  such  organiza- 
tions, breastfeeding  became  popular  in 
North  America.  Despite  its  numerous  ad- 
vantages, breast  milk  is  deficient  in  vita- 
min D,  containing  around  22  U/L  in 
contrast  to  400  U/L  in  cows’  milk  and  in- 
fants’ formulae  (8). 

Provitamin  D3  is  converted  in  the 
skin  under  the  effect  of  ultraviolet-B 
photons,  290-315  nm  wavelength,  to 
previtamin  D3.  Photo  production  of  pre- 
vitamin D3  is  dependent  on  the  concen- 
tration of  provitamin  D in  the  skin,  the 
amount  of  melanin  in  the  skin,  and  the 
solar  zenith  angle.  Melanin  is  a natural 
sunscreen  that  can  compete  with  provit- 


amin D3  for  solar  ultraviolet  B photons. 
As  a result,  dark-skinned  persons  require 
increased  exposure  to  sunlight  to  pro- 
duce the  same  amount  of  vitamin  D as 
fair-skinned  persons  (2,11).  The  solar 
zenith  angle  is  related  inversely  to  the 
amount  of  ultraviolet-B  photons  in  the 
solar  spectrum.  The  further  the  distance 
from  the  equator,  the  fewer  ultraviolet- 
B photons  penetrate  to  promote  cuta- 
neous synthesis  of  vitamin  D (1).  Over 
the  last  decade,  communications  from 
Canada,  Washington,  New  Jersey,  and 
Minnesota  reported  nutritional  rickets 
in  children.  These  reports  had  in  com- 
mon the  following  features:  breastfeed- 
ing, being  dark  skinned,  or  coming  from 
low  socioeconomic  backgrounds  with 
certain  cultural  practices.  Rickets  is 
thought  to  occur  infrequently  in  warm 
climates  where  the  winters  are  mild  and 
climates  are  perennially  sunny,  such  as 
southwestern  United  States. 

The  purpose  of  this  study  is  to  em- 
phasize the  continued  occurrence  of  nu- 
tritional rickets  in  the  United  States, 
even  in  locales  where  sunlight  is  plenti- 
ful. We  conclude  that  primary  care 
providers  should  emphasize  adequate 
intake  of  vitamin  D in  all  dark-skinned 
infants  and  especially  in  those  primarily 
breast-fed.  Residing  in  a geographical 
area  with  abundant  sunlight  does  not 
protect  dark-skinned  infants  against  the 
development  of  nutritional  rickets. 

METHODS 

Between  October  1997  and  October 
1998,  a total  of  7 children  were  re- 
ferred to  the  Metabolic  Bone  Clinic  at 
Texas  Scottish  Rite  Hospital,  in  Dallas, 
Tex,  for  evaluation  of  suspected  rickets. 
Another  child  was  evaluated  during  the 
same  period  for  hjqtocalcemic  seizure 
at  Children’s  Medical  Center  of  Dallas. 
A ninth  child  was  referred  in  June  1995 
for  evaluation  of  frontal  bossing. 

Initial  evaluation  included  details  re- 
garding ethnic,  socioeconomic,  and  nu- 
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, Table  1.  Presenting  clinical  characteristics. 


Patient 

Age  at 
Diagnosis 
(months) 

Gender 

Race 

Duration  of 
Breast-feeding 

Birth  Order 

Presenting 

Complaint 

Profession  of 

Either  Parent 

Height, 
Percentile 
at  Diagnosis 

Weight, 
Percentile 
at  Diagnosis 

G.H. 

12 

F 

African 

10  months 

2nd 

Genu  varum. 

Teacher 

10th 

25th 

American 

Unable  to  walk 

R.J. 

23 

F 

African 

12  months 

2nd 

Genu  varum, 

Customer 

<5th 

30th 

American 

waddling  gait 

service 

D.C. 

8 

F 

African 

8 months 

3rd 

Hypocalcemic 

Electronic 

25th 

50th 

American 

seizure 

technician 

M.D. 

20 

F 

Mexican 

14  months 

4th 

Genu  varum 

Factory 

<5th 

<5th 

American 

worker 

M.A. 

15 

M 

African 

12  months 

1st 

Genu  varum 

Not  listed 

<5th 

10th 

American 

W.G. 

13 

M 

African 

13  months 

1st 

Frontal  bossing 

Taxi  driver 

20th 

20th 

American 

T.T. 

23 

F 

African 

10  months 

2nd 

Genu  varum 

Computer 

10th 

5th-10th 

American 

analyst 

J.B. 

10 

M 

African 

10  months 

1st 

Genu  varum, 

Radiology 

<5th 

<5th 

American 

failure  to  thrive 

technician 

B.M. 

21 

M 

African 

14  months 

2nd 

Genu  varum. 

Bank  teller 

<5th 

<5th 

American 

frontal  bossing 

tritional  histories  as  well  as  a complete 
physical  examination.  Nutritional  history 
was  obtained,  emphasizing  the  duration 
of  breastfeeding  and  daily  intake  of  dairy 
products  and  vitamin  D.  Physical  exami- 
nation emphasized  clinical  signs  of  rick- 
ets including  frontal  bossing,  delayed 
closure  or  widening  of  the  anterior 
fontanelle,  growth  failure,  widened 
metaphyses,  genu  varum,  and  genu  val- 
gum. Laboratory  evaluation  included 
serum  creatinine,  calcium,  phosphorous, 
alkaline  phosphatase,  25-hydroxyvita- 
min  D2  and  D3,  1,25-hydroxyvitamin  D, 
and  parathyroid  hormone  (PTH).  Radi- 
ographs of  the  knee  and/or  the  wrist 
were  evaluated  also.  One  patient  had 
serum  osteocalcin  at  baseline.  Biochemi- 
cal characteristics  of  rickets  included  low 
or  normal  levels  of  serum  phosphorous 
and  of  serum  calcium,  elevated  levels  of 


alkaline  phosphatase  and  PTH,  and  low 
levels  of  25-hydroxyvitamin  D.  Radi- 
ographic signs  of  overt  rickets  were 
widening,  cupping  and  fraying  of  meta- 
physes, and  generalized  osteopenia  (12). 
The  diagnosis  of  vitamin  D deficiency 
rickets  was  based  on  the  nutritional  his- 
tory, physical  examination,  biochemical, 
and  radiographic  evidence  of  rickets. 

Data  were  summarized  as  mean  ± 
standard  error  of  the  mean  (SEM).  Re- 
sults were  analyzed  by  using  a paired  t 
test,  with  the  assumption  of  unequal 
variances.  SigmaStat  2.0  was  used  in 
all  computations.  The  level  of  statisti- 
cal significance  was  set  at  P<0.05. 

RESULTS 

Nine  children  (5  boys  and  4 girls)  were 
diagnosed  with  nutritional  rickets.  The 


average  age  presentation  (mean  ± SEM) 
was  16.1  ± 1.9  months,  range  8 through 
23  months.  Eight  children  were  African 
American  and  1 was  Hispanic.  Seven 
children  had  American-bom  parents;  1 
infant  had  a parent  who  emigrated  from 
East  Africa,  and  another  infant  came 
from  Mexico.  All  patients  were  mainly 
breast-fed  for  11.4  ± 0.6  months,  with 
minimal  intake  of  dairy  products  and 
without  vitamin  supplementation  fol- 
lowing cessation  of  breastfeeding.  None 
of  these  toddlers  had  evidence  of  malab- 
sorption or  reduced  exposure  to  sun- 
light. The  social  status  of  the  parents  of 
these  children  varied  from  professionals 
residing  in  the  suburbs  to  inner-city  fam- 
ilies with  limited  income.  Birth  sequence 
did  not  cluster  around  any  special  order 
(Table  1).  All  patients’  immunizations 
were  up-to-date,  and  all  were  followed 
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Table  2.  Laboratory  values  at  the  time  of  presentation. 


Patient 

Calcium 

(mmol/L) 

Phosphorous 

(mmol/L) 

Alkaline  Phosphatase 
(U/L) 

25-Hydroxyvitamin  D 
(nmol/L) 

1,25  Hydroxy2  Vitamin  D 
(pg/mL) 

PTH-Whole  Molecule 
(pmol/L) 

Normal  levels 

2.18-2.45 

1.2-2. 2 

145-320 

37.4-199.7 

15-60 

1-5.2 

G.H. 

2.03 

1.26 

712 

22.5 

200 

239* 

R.J. 

2.23 

1.10 

NDt 

17.5 

130 

8.4 

D.C. 

1.83 

0.97 

2344 

7.5 

34 

36 

M.D. 

2.20 

1.45 

741 

25 

170 

39 

M.A. 

1.33 

1.49 

544 

12.5 

80 

26 

W.G. 

2.15 

0.94 

1255 

20 

ND 

21 

XT. 

2.20 

1.13 

752 

22.5 

154 

649* 

J.B. 

2.48 

1.23 

1100 

54.4:1: 

144 

215* 

B.M. 

2.15 

0.87 

1058 

14 

83 

36 

PTH  = parathyroid  hormone 
* PTH-C,  17.7-116.5  pmol/L. 

t ND  = no  data:  osteocalcin  level  was  measured  instead  of  alkaline  phosphatase. 
t Measured  after  2 weeks  of  dietary  modification. 


up  regularly  by  health  care  professionals. 
Fifty-five  percent  of  the  children  had 
heights  below  the  5th  percentile.  Labo- 
ratory data  are  presented  in  Table  2. 
Serum  calcium  at  presentation  was  2.07 
± 0.11  mmol/L,  serum  phosphorous 
1.16  ± 0.07  mmol/L,  and  alkaline  phos- 
phatase 1063  ±201  U/L.  None  of  the 
children  had  anemia  (hematocrit  33.7  ± 
1.3%).  All  children  had  radiological  evi- 
dence of  active  rickets  that  met  previ- 
ously described  criteria  (12). 

All  the  families  received  dietary  con- 
sultation and  were  treated  with  cal- 
citriol  (Rocaltrol,  Hoffman-LaRoche, 
Basel,  Switzerland)  0.25  /xg  orally 
every  day  and  followed  up  every  6 
weeks  to  assess  effect  of  therapy.  Cal- 
citriol  was  chosen  because  of  its  short 
half-life.  The  patient  with  hypocal- 
cemic  seizure  required  several  intra- 
venous calcium  infusions.  All  infants 
responded  within  3 months  of  dietary 
and  vitamin  supplementation.  Re- 
sponse to  therapy  was  confirmed  by 
the  following:  an  increase  in  serum  cal- 
cium level  (2.40  ± 0.05  mmol/L, 
P<0.05),  an  increase  in  serum  phos- 
phorous level  (1.69  ± 0.07  mmol/L, 
P<0.05),  a decrease  in  serum  alkaline 
phosphatase  (305  ± 48  U/L,  P<0.05, 


Table  3.  Laboratory  and  radiological  data  after  3 months  of  therapy. 


Patient 

Calcium 

(mmol/L) 

Phosphorous 

(mmol/L) 

Alkaline  phosphatase 
(U/L) 

Normal  levels 

2.18-2.45 

1.2-2. 2 

145-320 

G.H. 

2.50 

1.90 

465 

R.J. 

2.08 

1.42 

228 

D.C. 

2.33 

0.88 

885 

M.D. 

2.43 

1.84 

517 

M.A. 

2.40 

1.77 

193 

W.G. 

2.50 

1.84 

354 

XT. 

2.23 

1.39 

317 

J.B. 

2.43 

1.71 

127 

B.M. 

2.23 

0.87 

1083 

Table  3),  and  radiographic  evidence  of 
healing  of  rickets  (Fig  1). 

DISCUSSION 

Nutritional  rickets  continues  to  afflict 
dark-skinned  toddlers  from  any  region 
of  the  United  States  despite  the  prac- 
tice of  supplementing  numerous  com- 
mercially available  foods  with  vitamin 
D.  Breastfeeding,  without  dairy  prod- 
ucts or  vitamin  D supplementation,  re- 
mains the  main  risk  factor  for  the 
development  of  nutritional  rickets  in 
these  children. 

Eight  children  presented  with  clini- 


cal signs  of  rickets  over  a 12-month  pe- 
riod. These  children  came  from  a wide 
geographical  area  in  North  Texas,  with 
diverse  socioeconomic  backgrounds. 
Common  features  in  our  patients  were 
being  dark-skinned  and  being  breast- 
fed for  extended  periods  of  time  with- 
out vitamin  D supplementation.  Our 
cohort  differed  from  most  previous  re- 
ports from  North  America  that  de- 
scribed patients  from  areas  with  long, 
cold  winters  and  few  daylight  hours. 
These  reports  came  mainly  from 
Philadelphia  (13),  Seattle  (14),  New 
Jersey  (15),  Minnesota  (16),  and 
Toronto  (17).  North  Texas  has  relatively 
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Fig  1.  Radiograph  of  wrist  shows  rachitic  changes  in  a child  with  nutritional  rickets  at  presentation  (be- 
fore) and  healing  of  rickets  after  3 months  of  therapy  (after). 


short  winters  with  plenty  of  sunshine, 
yet  nutritional  rickets  can  still  afflict 
i children  who  live  in  this  region.  Our 
j findings  emphasize  further  the  role  of 
vitamin  D supplementation  in  dark- 
skinned  children  irrespective  of  their 
geographical  location.  This  report  was 
preceded  by  a study  from  Mississippi 
(18)  and  a 29-year-old  report  from 
Houston,  Tex,  where  4 African  Ameri- 
can children,  1 of  whom  had  limited  ex- 
posure to  sunlight,  had  nutritional 
rickets  (19).  None  of  the  previously  de- 
scribed risk  factors  — prematurity,  anti- 
convulsant therapy,  malabsorption, 
vegetarian  diet,  lower  socioeconomic 
status,  children  of  immigrant  parents 
with  distinct  social  habits,  limited  expo- 
sure to  sunlight,  children  whose  parents 
are  members  of  certain  religious  groups 
(Black  Moslems),  or  birth  order  — was 


prevalent  in  our  patients  (13-19). 

The  American  Academy  of  Pedi- 
atrics recommends  vitamin  D supple- 
mentation only  for  breast-fed  infants 
whose  skin  is  deeply  pigmented  (8). 
The  vitamin  D level  in  human  milk  is 
dependent  on  race,  diet,  and  exposure 
to  sunlight.  The  average  content  of  vi- 
tamin D in  human  milk  from  African 
American  women  is  35  U/L  compared 
with  68  U/L  in  Caucasian  women  (20). 
Caucasian  infants  who  are  exclusively 
breast-fed  may  not  require  vitamin  D 
during  the  first  6 months  of  life,  pro- 
vided that  their  mothers  had  adequate 
intake  of  prenatal  vitamins  (16).  Be- 
yond age  6 months,  infants  who  are 
mainly  breast-fed  with  poor  intake  of 
dairy  products  or  solid  food  are  at  risk 
of  developing  rickets.  Despite  this,  40% 
of  health  care  providers  do  not  pre- 


scribe vitamins  for  their  breast-fed  chil- 
dren (21).  All  our  patients  were  fol- 
lowed up  by  primary  care  providers. 
When  parents  of  our  patients  were 
asked  whether  they  were  counseled 
with  regard  to  vitamin  supplementa- 
tion, the  answer  was  negative.  In  the 
context  of  busy  medical  practices, 
where  patient-physician  contact  time  is 
becoming  shorter  and  shorter,  pru- 
dence would  dictate  multivitamin  sup- 
plementation for  a practice  that  is  safe 
and  relatively  Inexpensive. 

While  genu  varum  was  the  leading 
symptom  in  most  patients  from  this  co- 
hort, note  that  nutritional  rickets  is  a 
rare  cause  of  bowing  in  toddlers.  Other 
more  prevalent  causes  include  physio- 
logic bowing  (22)  and  Blount’s  disease 
(23).  The  need  to  detect  nutritional 
rickets,  however,  cannot  be  overem- 
phasized as  it  is  totally  preventable. 

In  summary,  primary  heath  care 
providers  should  consider  vitamin  D 
supplementation  in  all  dark-skinned  in- 
fants and,  especially,  in  those  children 
who  are  primarily  breast-fed.  Nutritional 
rickets  can  develop  in  dark-skinned  in- 
fants of  any  social  or  ethnic  group.  Con- 
trary to  prevailing  belief,  residing  in  a 
geographical  area  with  abundant  sun- 
light does  not  immunize  dark-skinned 
children  against  the  development  of  nu- 
tritional rickets.  While  the  overall  occur- 
rence of  overt  vitamin  D deficient  rickets 
is  most  likely  low,  the  incidence  of  sub- 
clinical  rickets  and  its  effects  on  growth 
are  not  known.  Despite  the  fact  that  this 
form  of  rickets  is  totally  preventable,  the 
disease  continues  to  occur  in  the  United 
States,  sparing  no  geographical  bound- 
ary. We  look  towards  organizations  that 
steer  public  policy,  such  as  the  American 
Medical  Association,  ±e  American  Acad- 
emy of  Pediatrics,  and  the  Texas  Medical 
Association,  to  initiate  a campaign  to 
reemphasize  the  importance  of  vitamin 
supplementation  to  all  breast-fed  infants 
and,  particularly,  to  those  with  increased 
skin  pigmentation. 
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Approximately  80%  of  prison  inmates 
are  reported  to  be  functionally  illiterate. 
We  hypothesized  that  poor  single  word 
decoding  (the  chief  feature  of  dyslexia) 
accounts  for  a significant  percentage  of 
that  rate.  We  studied  253  subjects  se- 
lected randomly  from  more  than 
130,000  Texas  prison  inmates.  Among 
them,  we  conducted  a cross-sectional 
sample  survey  of  recently  admitted  Texas 
inmates,  beginning  with  social  and  edu- 
cational background  and  followed  by  an 
educational  test  battery  that  included 
measures  of  word  attack  skill  and  read- 
ing comprehension.  Deficient  perform- 
ance was  defined  primarily  as  single 
word  decoding  performance  that  meas- 
ured below  the  25th  percentile  on  the 
Woodcock  Reading  Mastery  Test.  We 
found  that  47.8%  of  the  inmates  were 
deficient  in  word  attack  skills.  Word  at- 
tack skills  were  detected  in  each  group 
defined  by  gender  and  ethnicity.  Nearly 
two  thirds  of  the  subjects  scored  poorly  in 
reading  comprehension. 
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INTRODUCTION 

Several  studies  as  cited  by  New- 
man et  al  (1)  have  found  that 
rates  of  functional  illiteracy  in 
the  prison  population  of  the 
United  States  far  exceed  those 
found  in  the  nonincarcerated  public. 
Various  factors  could  lead  to  this  poor 
reading  ability,  including  a general  lack 
of  reading  education  or  specific  cogni- 
tive deficits.  Skill  in  decoding  single 
words  plays  a critical  role  in  ability  to 
read.  Difficulty  with  single  word  de- 
coding is  the  core  component  of 
dyslexia  (2).  The  purpose  of  this  study 
was  to  examine  the  ability  of  Texas 
prison  inmates  to  decode  single  words. 

In  this  study,  we  hypothesized  that 
poor  single  word  decoding  ability  is 
primary  evidence  of  dyslexia  and  is  a 
significant  contributor  to  illiteracy  in 
prison  inmates.  In  addition  to  single 
word  decoding,  we  examined  passage 
reading  comprehension,  which  pro- 
vides an  estimate  of  overall  reading 
level.  These  indicators  are  related  to 
standard  demographic  descriptors  such 
as  age,  gender,  and  ethnicity,  and  to 
other  risk  factors  for  reading  difficulty. 

Poor  reading  ability  in  adults  may 
have  a number  of  causes  including 
learning  disabilities  not  addressed  dur- 
ing childhood,  lack  of  education,  poor 
motivation,  or  more  recently  acquired 
mental  or  physical  disabilities.  Our  pri- 
mary concern  is  that,  if  not  identified 
and  remediated  early,  the  reading  dis- 
ability manifest  by  lack  of  phonemic 
awareness  and  inability  to  decode  single 
words  may  lead  to  a life  of  reading  diffi- 
culty (3).  Lack  of  appropriate  interven- 
tion can  contribute  to  more  than  failure 
in  school  and  inability  to  achieve  occu- 
pational success.  Poor  performance  in 
school  or  at  work  too  often  leads  to  a life 
of  crime  and  eventual  imprisonment.  To 
the  extent  that  this  is  true,  early  and  ef- 
fective remediation  could  facilitate  suc- 
cess and  prevent  a life  of  crime;  for  those 


already  incarcerated,  such  remediation 
in  the  prison  might  reduce  recidivism. 

Dyslexia,  a specific  difficulty  in  ac- 
quiring reading  skill,  may  be  at  the  root 
of  the  illiteracy  problem  in  prisons. 
Dyslexia  occurs  in  approximately  15% 
of  the  general  population  (4)  and  has  at 
its  core  unusual  trouble  decoding  single 
words  into  phonemes  (5-8),  the  small- 
est recognizable  units  of  sound  within 
language.  This  fundamental  inade- 
quacy in  phonological  processing  (9)  is 
the  most  common  form  of  reading  dis- 
ability. Dyslexia  can  and  should  be 
identified  and  treated,  even  at  a young 
age  (10-11).  The  disability  of  dyslexia 
occurs  along  a continuum  (12)  as  do 
hypertension,  diabetes,  or  musical  tal- 
ent. Furthermore,  dyslexia  is  not  merely 
an  incident  or  “episode”  but  is  a long- 
term condition  that  is  often  hereditary 
(13).  Most  important,  dyslexia  at  any 
age  is  responsive  to  appropriate  remedi- 
ation (10,14-16),  but  unrecognized 
and  consequently  untreated  dyslexia 
may  leave  a child  with  persistently  di- 
minished reading  skills  (3). 

Adults  with  reading  difficulties  ex- 
hibit deficits  similar  to  those  observed 
in  dyslexic  children.  More  specifically, 
deficits  in  phonological  awareness,  sin- 
gle word  decoding,  and  spelling  have 
been  found  both  in  adult  dyslexics 
(3,13,17-19)  and  in  persons  identified 
as  having  nonspecific  learning  disabili- 
ties or  low  literacy  levels  (20-22).  Fur- 
thermore, examinations  of  the  reading 
characteristics  of  incarcerated  youth 
and  adults  suggest  the  presence  of  sim- 
ilar reading  characteristics  in  these 
populations  (23).  Certainly,  complex 
developmental  and  educational  histo- 
ries, which  are  common  in  incarcerated 
adults,  make  determination  of  dyslexia 
difficult,  especially  in  the  absence  of 
relevant  documentation  such  as  ele- 
mentary school  records.  Nonetheless, 
the  ascertainment  of  reading  deficits 
consistent  with  dyslexia  has  important 
implications  for  remediation. 


Tel  800.880.1300 


Volume  96  ★ Number  6 


69 


METHODS 
Sample  design 

Recently  admitted  Texas  prison  inmates 
(incarcerated  fewer  than  6 months) 
were  studied  so  as  to  minimize  the  po- 
tential influence  of  prison  culture.  This 
study  was  tailored  to  permit  efficient 
comparisons  among  groups  by  gender 
and  ethnicity  through  oversampling  of 
the  smaller  groups. 

The  sample  was  drawn  from  the  In- 
stitutional Division  of  the  Texas  De- 
partment of  Criminal  Justice  (TDCJ), 
which  has  approximately  130,000  in- 
mates. The  first  stage  was  a random  se- 
lection of  prison  units  with 
probabilities  proportional  to  the  num- 
ber of  “eligible  beds”  for  males  and  fe- 
males separately.  For  the  second  stage, 
we  selected  a random  sample  of  in- 
mates within  each  chosen  prison  unit. 
Thirty  male  inmates  were  examined 
from  each  of  5 male  prison  units  at  a 
rate  of  10  per  month.  Seventy- five  fe- 
male inmates  were  chosen  from  each  of 
2 female  units  at  a rate  of  25  per 
month.  Thus,  we  began  with  150  male 
and  150  female  subjects. 

The  sample  included  men  and 
women  from  3 self-described  ethnic 
groups  (African  American,  Hispanic,  and 
white)  for  a total  of  6 strata.  The  ethnic 
categories  are  those  used  by  TDCJ.  Eth- 
nic groups  comprising  less  than  1%  of 
the  population  were  excluded. 

Inmates  were  excluded  from  the 
study  also  if  they  were  placed  in  ad- 
ministrative segregation  for  violent  be- 
havior, Judged  mentally  retarded  or 
psychotic  by  prison  diagnostic  services, 
in  facilities  for  detoxification  because 
of  substance  abuse,  unable  to  see  or 
hear  adequately,  severely  medically  ill 
or  in  need  of  hospitalization,  unable  to 
speak  English,  or  younger  than  age  18 
years.  From  the  remaining  pool  of  in- 
mates, we  selected  the  final  group  for 
study  by  random  sampling  after  strati- 
fication by  gender  and  ethnic  group. 


Informed  consent 

All  study  subjects  were  informed  of  the 
nature  of  our  study  and  asked  for  in- 
formed consent  by  way  of  a specially 
produced  video,  with  all  responses 
recorded  on  audiotape.  This  procedure 
was  approved  by  The  University  of  Texas 
Medical  Branch  (UTMB)  Institutional 
Review  Board.  The  consent  rate  by  in- 
mates was  96%,  reflecting  13  refusals. 
We  interviewed  253  of  the  287  remain- 
ing inmates.  Reasons  for  failure  to  com- 
plete interviews  were  as  follows:  5 were 
released  from  prison;  12  said  that  Span- 
ish was  their  primary  language,  limiting 
their  understanding  of  the  testing  proce- 
dures; 1 had  a previously  unrecognized 
visual  problem;  2 were  inadvertently  in- 
terviewed in  both  the  first  and  third 
wave  (results  from  the  third  wave  were 
eliminated);  7 were  deemed  (by  prison 
authorities)  as  unsafe  to  visit;  6 were 
transferred  to  a different  unit  or  had 
come  under  medical  care;  and  1 was 
eliminated  for  having  completed  fewer 
than  6 years  of  schooling.  Combining 
the  13  refusals  and  34  exclusions  left  the 
final  study  group  of  253  inmates. 

Diagnostician  training  and  testing 
procedures 

The  Windham  School  District  and 
TDCJ  supervisors  identihed  12  licensed 
and  certified  diagnosticians  (among 
their  employees)  who  conducted  all 
study  assessments.  Windham  School 
District  is  responsible  for  education  of 
inmates  and  has  an  average  enrollment 
exceeding  50,000  students.  Each  diag- 
nostician was  competent  in  psychoedu- 
cational  test  administration  and  had 
extensive  experience  testing  inmates. 
Training  specific  to  our  study’s  test  pro- 
tocol was  provided  at  UTMB.  Before 
beginning  the  study,  we  conducted  a 
full  systems  test  of  all  procedures,  in- 
cluding completion  of  pilot  interviews. 
During  the  field  test  and  subsequent 
data  collection,  the  work  of  each  diag- 
nostician was  recorded  on  audiotape  to 


assure  that  protocols  were  followed 
consistently.  All  tapes  were  reviewed  byj 
a specialist  in  psychoeducational  as-| 
sessment  on  the  UTMB  staff.  During! 
the  study,  a subset  of  tapes  from  each 
diagnostician  was  reviewed  by  2 addi-! 
tional  members  of  the  research  team.  | 

I 

I 

Field  procedures  and  instruments  \ 

Studies  began  with  a 30-minute  Back-, 
ground  Interview.  This  included  ques-i 
tions  about  the  inmate’s  self-reported 
language  and  educational  history,  family 
and  medical  history,  and  past  alcohol  and 
drug  use,  as  well  as  any  specific  history  of 
early  difficulties  reading  or  spelling  or 
both.' Each  subject  then  took  a battery  of 
psychoeducational  and  cognitive  tests  de- 
signed to  evaluate  reading  achievement,, 
language-based  cognitive  skills,  and  gen- 
eral aptitude.  The  following  specific  tests 
were  administered:  Visual-Auditory 
Learning,  Word  Identification,  Word  At- 
tack, and  Passage  Comprehension  from 
the  Woodcock  Reading  Mastery  Test-Re- 
vised (24);  Incomplete  Words,  Sound 
Blending,  Picture  Vocabulary,  and  Verbal 
Analogies  from  the  Woodcock  Johnson- 
Revised  Tests  of  Cognitive  Ability  (25) 
and  the  Test  of  Non-Verbal  Intelligence-2 
(TONI-2)  (26).  The  TONI-2  is  a task  of 
nonverbal  analogical  reasoning,  which 
provides  a relatively  culture-fair  measure 
of  intellectual  functioning.  In  our  sample, 
the  mean  TONI-2  score  was  85.6  (un- 
weighted SD=9.5).  A subset  of  these 
tests.  Word  Attack,  Passage  Comprehen- 
sion, Word  Identification  (24),  and  the 
Background  Interview  became  the  major 
focus  of  the  current  investigation. 

The  Word  Attack  test  evaluates  sin- 
gle word  decoding  and  phonological 
awareness.  Subjects  read  aloud  a series 
of  nonsense  words  such  as  “tat”  or 
“op,”  showing  their  ability  to  apply 
phonic  and  structural  analyses  to  the 
task  of  reading  novel  words.  This  pro- 
cedure produced  a raw  score,  which 
was  standardized  through  reference  to 
age-normed  tables  for  that  test.  A stan- 


70 


Texas  Medicine  * June  2000 


www.texmed.org 


dard  score  of  90  corresponds  to  the 
25th  percentile,  or  doing  as  well  as 
25%  and  worse  than  75%  of  the  refer- 
ence population. 

The  Word  Identification  test  measures 
single  word  decoding  skills  by  having 
subjects  read  real  words  of  increasing 
difficulty.  Comparable  norms  were  used 
as  for  the  word  attack  measure. 

The  Passage  Comprehension  test  as- 
sesses the  ability  to  read  and  compre- 
hend a brief  passage  of  text,  composed 
of  1 to  3 sentences,  in  which  a single 
word  is  missing.  Subjects  must  deduce 
from  context  an  appropriate  word  to 
complete  the  passage.  Comparable 
norms  were  used  as  for  the  word  attack 
measure.  This  test  was  included  in  our 
battery  to  provide  an  overall  measure 
of  reading  level  (27). 

Until  recently,  the  finding  of  major  dis- 
crepancy between  Intelligence  Quotient 
(IQ)  and  achievement  test  scores  was 
considered  a principal  basis  for  diagnos- 
ing dyslexia  (2).  Many  public  school  sys- 
tems still  require  that  children 
demonstrate  such  a discrepancy  before 
being  assigned  to  special  reading  remedi- 
ation. However,  growing  evidence  sug- 
gests that  the  critical  deficits  in  dyslexia 
are  impaired  word  decoding  skills  and 
phonemic  awareness,  and  that  this  deficit 
is  independent  of  either  high  or  low  in- 
telligence (28-31).  For  these  reasons,  we 
chose  not  to  examine  discrepancies  be- 
tween IQ  and  achievement;  instead,  we 
focused  on  reading  variables  alone. 

We  considered  Word  Attack  test 
scores  below  the  25th  percentile  of  the 
standard  national  reference  as  evidence 
of  dyslexia.  We  selected  this  measure  be- 
cause poor  ability  to  “sound  out”  or  de- 
code single  words  appears  to  be  the  core 
deficit  in  dyslexia  (9,32-33).  In  a subset 
of  our  sample,  we  examined  an  addi- 
tional indication  of  deficient  decoding 
based  on  single-word  decoding  of  both 
real  words  and  nonwords.  According  to 
this  alternative  measure,  word  attack 
and  word  identification  were  both  re- 


quired to  fall  below  the  25th  percentile 
for  a subject  to  meet  the  primary  char- 
acteristics of  dyslexia.  This  requirement 
enabled  us  to  determine  whether  a 
more  restrictive  definition  of  decoding 
impairment  (involving  real  words  as 
well  as  novel  letter  strings)  would  alter 
the  composition  of  the  group,  which  has 
impaired  decoding  skills. 

Statistical  analysis 

The  2-stage  sampling  process  required 
that  the  responses  be  weighted  to  re- 
flect the  relative  oversampling  of  fe- 
males and  the  stratification  by  ethnic 
groups.  In  addition,  the  analysis  ad- 
justed for  clustering  of  interviews 
within  specific  prison  units.  The  adjust- 
ment for  stratification  and  clustering 
was  accomplished  through  the  use  of 
Taylor  Series  estimators,  which  al- 
lowed incorporating  the  “design  ef- 
fects” explicitly  into  the  analysis.  The 
SUDAAN  software  application  was 
used  to  perform  computations  (34). 

Our  analysis  began  with  simple  tabu- 
lations of  the  prevalence  of  various  out- 
comes. The  first  was  the  prevalence  of  a 
word  attack  score  below  the  25th  per- 
centile (standard  score  = 90);  this  rep- 
resented the  dyslexia  characteristic  of 
primary  interest.  The  second  outcome 
considered  subjects  with  low  scores  (be- 
low the  25th  percentile)  on  both  word 
attack  and  word  identification.  The 
third  outcome  included  those  inmates 
who  scored  below  the  25th  percentile 
on  the  Passage  Comprehension  test,  in- 
dicating difficulties  with  reading  com- 
prehension. The  fourth  outcome 
identified  those  with  poor  word  attack 
skills  who  also  had  passage  comprehen- 
sion scores  below  the  25th  percentile. 
These  outcomes  were  examined  accord- 
ing to  gender,  age,  and  ethnic  group. 

We  first  hypothesized  that  the  sam- 
pled inmates  would  differ  significantly 
from  the  general  population  with  re- 
spect to  poor  word  attack  skills.  To  test 
this  hypothesis,  we  compared  prison- 


ers’ standard  scores  on  the  word  attack 
measure  with  national  norms  (24). 
That  is,  the  percentage  of  prisoners 
with  word  attack  scores  below  the  25th 
percentile  was  compared  with  the  25th 
percentile  of  the  normative  sample. 
Word  attack  plus  word  identification 
scores  were  analyzed  similarly. 

A second  hypothesis  was  that  higher 
prevalence  rates  in  overall  reading  dif- 
ficulty, as  reflected  in  passage  compre- 
hension scores,  would  be  found  in  the 
prison  population.  For  this  analysis,  we 
compared  subjects’  prevalence  rates  for 
low  passage  comprehension  scores 
with  the  25%  rate  of  low  scorers  in  the 
normative  population  (24).  For  the 
word  attack  and  passage  comprehen- 
sion analyses,  we  computed  the  stu- 
dent’s t test  statistic,  adjusted  for  the 
sample  design.  The  corresponding 
mean  ± its  standard  error  and  its  prob- 
ability (P)  value  are  reported  for  each 
demographic  group  for  these  variables. 

We  also  examined  poor  word  attack 
skills  among  inmates  as  a function  of 
age,  gender,  and  ethnic  group.  The  test 
statistics  were  based  on  the  Wald  chi- 
square  statistics  for  complex  sample 
surveys  as  proposed  by  Koch,  Freeman, 
and  Freeman  (KFF)  (35). 

After  considering  the  demographic 
variables,  we  examined  whether  poor 
word  attack  skills  were  associated  with 
self-reported  history  of  reading  diffi- 
culty or  other  prisoner  characteristics. 
Regarding  risk  factors  for  dyslexia,  we 
anticipated  finding  that  prisoners  with 
low  word  attack  scores  would  be  more 
likely  to  report  having  had  reading  dif- 
ficulties in  childhood.  For  risk  factor 
analyses,  we  cross-tabulated  the  preva- 
lences by  childhood  and  adult  risk  fac- 
tors, and  tested  for  the  statistical 
significance  of  any  differences  found. 
The  KFF  statistic  is  also  adjusted  for  the 
sample  design  based  on  a Taylor  Series 
estimator  of  variance.  Only  the  statisti- 
cal significance  (P  value)  of  these  asso- 
ciations is  reported. 
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Table  1.  Percentage  scoring  below  the  25th  percentile  on  standardized  tests  of  word  attack  skills  and  read- 
ing comprehension. 


Low  Word  Attack  Score  Low  Reading  Comprehension 

Variable  Sample  Size 

% 

SE 

P Value 

% 

SE 

P Value 

Total  253 

47.8 

± 4.3 

<0.001 

61.7 

± 5.4 

<0.001 

Gender 

Male  121 

48.0 

± 4.6 

<0.001 

61.9 

± 5.7 

<0.001 

Female  132 

45.5 

± 3.8 

<0.001 

59.7 

± 3.6 

<0.001 

Wald  chi-square 

0.18 

0.11 

P value 

0.689 

0.757 

Age  (y) 

18-29  63 

53.2 

± 6.0 

<0.001 

67.9 

± 6.0 

<0.001 

30-34  55 

38.9 

± 7.6 

<0.066 

63.8 

± 5.5 

<0.001 

35-39  64 

26.9 

± 4.5 

<0.674 

54.3 

± 11.3 

<0.009 

40-54  71 

63.5 

± 8.2 

<0.001 

58.2 

± 6.0 

<0.001 

Wald  chi-square 

15.61 

2.03 

P value 

0.054 

0.603 

Ethnicity 

African  American  89 

63.0 

± 7.1 

<0.001 

75.7 

± 11.4 

<0.001 

Hispanic  78 

38.5 

± 4.7 

0.004 

60.6 

± 3.6 

<0.001 

White  86 

32.9 

± 4.9 

0.105 

39.2 

± 7.6 

0.063 

Wald  chi-square 

10.04 

6.49 

P value 

0.064 

0.125 

* The  first  data  column  shows  sample  size  by  demographic  group.  The  second  shows  the  data  for  word 
attack  skills,  the  percent  scoring  below  the  25th  percentile  on  the  word  attack  subtest,  the  standard  er- 
ror, and  the  probability  (P  value)  that  the  percentage  shown  matches  a national  norm  of  25%.  The  third 
column  shows  low  reading  comprehension  with  the  percentage  compared  with  a national  norm  of  25%. 
All  percentages  and  standard  errors  are  adjusted  for  the  sample  design.  The  Wald  chi-squares  test 
whether  the  percentages  vary  among  levels  of  each  demographic  variable.  For  all  tests  of  significance, 
P<0.05  is  considered  significant. 


RESULTS 

Prevalence  of  poor  word  attack  skills 
We  found  that  47.8%  of  the  entire  in- 
mate sample  obtained  word  attack 
scores  below  the  25th  percentile  (Table 
1).  Thus,  the  prevalence  was  approxi- 
mately twice  that  found  in  the  norma- 
tive population. 

We  next  determined  the  prevalence 
both  of  word  attack  and  word  identih- 
cation  scores  falling  below  the  25th 
percentile.  We  considered  this  combi- 
nation of  variables,  just  as  many  previ- 
ous studies  of  dyslexia  have  examined 
real-word  as  well  as  nonword  decod- 
ing. This  analysis  was  conducted  on  the 
subset  of  the  sample  completing  the 
word  identification  test  (n  = 147 


[58.1%  of  the  entire  sample]).  Of  those 
147  subjects,  59  (40.1%)  had  both  real 
word  and  nonword  decoding  difficul- 
ties. Using  the  same  subset  of  147  sub- 
jects, we  compared  this  alternative 
with  the  prevalence  of  nonword  read- 
ing dehcits  alone  and  found  that  61 
subjects  (41.5%)  had  low  scores.  Thus, 
those  identihed  by  real  word  or  non- 
word decoding  difficulties  or  by  both 
were  nearly  the  same,  with  only  2 sub- 
jects having  low  word  attack  scores 
without  low  word  identihcation  scores. 

Prevalence  of  low  reading 
comprehension 

Low  reading  comprehension  (scoring 
below  the  25th  percentile  on  the  pas- 
sage comprehension  test)  was  found  for 


61.7%  of  the  entire  study  sample,  well 
above  the  normative  sample  prevalence 
of  25%.  Of  those  subjects  with  low  pas- 
sage comprehension  scores,  59.3%  had 
poor  word  attack  skills.  Thus,  poor 
word  attack  skills  appeared  to  account 
for  more  than  half  of  the  subjects  with 
poor  reading  comprehension.  We  found 
also  that  82.9%  of  subjects  with  low 
word  attack  scores  had  poor  reading 
comprehension  as  well. 

Demographic  variables 
Large  differences  in  low  word  attack 
skills  were  seen  among  the  3 ethnic 
groups.  More  than  60%  (63.0  ± 7.1%) 
of  African  Americans  but  fewer  than 
40%  of  Hispanic  subjects  (38.5  ± 4.7%) 
or  white  subjects  (32.9  ± 4.9%)  scored 
below  the  25th  percentile  on  the  word 
attack  test.  After  adjusting  for  the  sam- 
ple design,  we  found  that  these  direct 
ethnic  comparisons  were  not  statistically 
signihcant  (P= 0.064).  However,  when 
we  adjusted  for  age  and  gender  using  lo- 
gistic regression,  African  Americans  had 
a signihcantly  increased  prevalence  of 
low  word  attack  scores  (P=0.01)  com- 
pared with  Hispanic  and  white  subjects. 
We  found  no  statistically  signihcant  dif- 
ference between  men  and  women  and 
no  consistent  age  pattern  (P=.054). 

On  the  Passage  Comprehension  test, 
no  statistically  signihcant  difference  was 
seen  among  the  ethnic  groups.  Scoring 
below  the  25th  percentile  on  this  meas- 
ure were  75.7  ± 11.4%  of  African  Amer- 
icans, 60.6  ± 3.6%  of  Hispanic  subjects, 
and  39.2  ± 7.6%  of  white  subjects. 

Risk  factors 

In  an  attempt  to  understand  our  hnd- 
ings,  we  analyzed  the  contribution  of 
several  known  risk  factors  for  dyslexia 
such  as  poverty,  hunger,  head  injury, 
and  problems  in  the  home.  Adjusting 
for  ethnic  group  and  sample  design, 
the  following  risk  factors  were  associ- 
ated signihcantly  with  poor  word  at- 
tack skills  at  the  P<0.05  level:  having 
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had  a head  injury  in  childhood  or 
adulthood,  having  been  in  a resource 
room  in  elementary  school,  and  report- 
ing “fair”  or  “poor”  mental  health  dur- 
ing the  past  year.  Other  findings  that 
were  statistically  less  robust  but  worth 
reporting  included  a greater  history  of 
having  repeated  a grade  (P=.051),  a 
history  of  having  been  placed  in  a “spe- 
cial education”  class  in  elementary 
school  (P=.058),  and  a report  of  poor 
physical  health  in  the  past  year. 

DISCUSSION 

The  purpose  of  this  study  was  to  deter- 
mine the  extent  to  which  dyslexia  could 
contribute  to  the  high  prevalence  of 
reading  difficulty  in  prison  populations. 
We  have  argued  that  poor  single  word 
decoding  is  a core  deficit  of  dyslexia  and 
that  the  word  attack  measure  from  the 
Woodcock  Reading  Mastery  Test  is  an 
appropriate  operational  measure  of  sin- 
gle word  decoding.  Keith  Stanovich  and 
Linda  Siegal,  two  leaders  in  the  field, 
have  advocated  that  the  screening  for 
dyslexia  be  based  on  the  performance 
on  a test  of  pseudoword  reading  (eg,  the 
Woodcock  Johnson  Word  Attack  subtest 
used  in  our  study).  Further,  Stanovich 
says  that  this  should  be  “the  primary  di- 
agnostic indicator  of  reading  disability,” 
noting  that  the  most  common  and  accu- 
rately identified  type  of  reading  disabil- 
ity is  phonological  dyslexia  (36). 

As  originally  stated,  our  first  hy- 
pothesis was  that  the  prison  popula- 
tion, and  particularly  those  prisoners 
incarcerated  for  fewer  than  6 months, 
would  have  lower  performance  on 
word  attack  than  the  age-specific  na- 
tional norms  for  nonincarcerated 
adults.  This  hypothesis  was  supported, 
with  47.7%  of  the  prisoners  sampled 
scoring  lower  than  the  25th  percentile 
on  the  general  population  norms.  The 
prisoners  had  nearly  twice  the  diffi- 
culty with  single  word  decoding  as  the 
general  population  has. 


We  also  considered  the  effect  of 
combining  the  word  attack  measure, 
which  focuses  on  decoding  of  nonsense 
words,  with  the  word  identification 
subtest  from  the  same  battery.  We 
found  that  these  measures  combined 
differed  from  word  attack  alone  in  only 
2 of  the  147  subjects  who  received  both 
tests.  Because  no  national  norms  are 
reported  for  the  combined  measure 
and  because  its  use  would  reduce  our 
sample  size,  we  stayed  with  the  word 
attack  measure  as  our  primary  estimate 
of  single  word  decoding  difficulty. 

We  have  reason  to  be  concerned 
that  word  attack  or  any  measure  of 
reading  performance  might  be  de- 
graded by  long-term  incarceration,  at 
least  for  those  who  are  not  participat- 
ing in  active  educational  programs. 
However,  because  our  sample  was  fo- 
cused on  persons  who  had  entered  the 
prison  system  within  the  past  6 
months,  issues  relating  to  long-term  in- 
carceration were  less  relevant  for  inter- 
preting our  results. 

One  issue  related  to  constitutional 
versus  acquired  difficulties  with  read- 
ing is  the  presence  of  reported  child- 
hood or  adult  head  injury  in  a number 
of  the  prisoners.  Although  we  did  not 
use  head  injury  as  a criterion  measure, 
our  examination  of  risk  factors  makes 
clear  that  head  injury  is  associated 
with  reading  difficulty  and  needs  to  be 
considered  as  a possible  source  of  ac- 
quired reading  difficulty.  However,  re- 
lying on  self-reported  head  injury 
without  knowing  the  medical  assess- 
ment for  severity  or  significance  of  the 
episode  carries  limitations. 

We  have  examined  specifically  the 
relationship  of  word  attack  as  a meas- 
ure of  single  word  decoding  to  a meas- 
ure of  reading  comprehension.  We 
found  that  82.9%  of  those  below  the 
25th  percentile  on  word  attack  were 
also  below  the  25th  percentile  in  their 
reading  comprehension.  This  supports 
the  importance  of  single  word  decod- 


ing as  a core  reading  skill.  From  an- 
other perspective,  59.3%  of  those  with 
poor  reading  comprehension  also  had 
poor  word  attack  scores,  indicating  that 
deficits  in  single  word  decoding  are  not 
the  only  cause  of  poor  reading  compre- 
hension. In  future  studies,  we  plan  to 
explore  the  relationship  between  spe- 
cific single  word  decoding  deficits  and 
the  more  general  issue  of  reading  com- 
prehension in  the  prison  population. 

While  the  high  overall  prevalence  of 
difficulties  with  single  word  decoding 
in  our  sample  is  striking,  group  demo- 
graphics were  examined  also.  We  found 
no  significant  differences  by  gender  or 
age,  although  we  note  that  the  results 
were  adjusted  to  age  norms.  On  the 
other  hand,  we  found  striking  ethnic 
differences  in  word  attack  scores.  About 
63%  of  African  American  respondents 
had  word  attack  scores  below  the  25th 
percentile  of  the  Woodcock  reference 
norms  for  the  general  population.  This 
percentage  was  significantly  higher 
than  the  corresponding  38%  for  His- 
panic respondents  and  33%  for  white 
respondents.  Note  that  the  Woodcock 
norms  are  not  ethnic  specific  and,  thus, 
we  cannot  make  such  comparisons  to 
the  general  population.  Because  of  cul- 
tural differences  in  language  use,  this  is 
a complicated  issue  that  goes  beyond 
the  explanatory  data  that  we  have 
available.  However,  each  group  of  pris- 
oners performed  significantly  worse 
than  the  general  norms  on  word  attack. 
Similarly,  all  3 groups  also  performed 
worse  that  the  norms  on  reading  com- 
prehension, supporting  our  hypothesis 
that  more  dyslexia  appears  in  prisoners 
than  in  the  general  population. 

The  ethnic  differences  that  we  ob- 
served in  word  attack  and  reading  com- 
prehension are  consistent  with  general 
findings  of  greater  reading  difficulty  for 
minorities,  but  the  specific  compar- 
isons between  African  Americans  and 
Hispanic  subjects  are  inconsistent  with 
reports  from  Haigler’s  report  of  greater 
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difficulties  in  prose  literacy  for  His- 
panic persons  (37). 

That  poor  readers,  even  in  the 
prison  population,  can  respond  posi- 
tively to  appropriately  designed  read- 
ing interventions  is  evident.  Greene 
(22)  has  demonstrated  the  efficacy  of 
an  individualized  educational  rehabili- 
tation program,  which  provided  in- 
struction in  phonemic  awareness  and 
single-word  decoding  as  well  as  other 
spoken  and  written  language  skills  in  a 
population  of  adjudicated  youth.  We 
recommend  the  implementation  of  pro- 
grams to  build  word  attack  skills  in 
every  prison  population  (38).  Reading 
programs  must  also  foster  interest  and 
desire  in  continuing  to  read. 

While  we  recognize  that  the  cost  of 
remediating  dyslexia  and  illiteracy  is 
high,  particularly  in  a prison  popula- 
tion, we  know  already  that  building 
more  prisons,  hiring  more  police,  and 
toughening  our  laws  have  still  failed  to 
prevent  crime.  The  cost  of  keeping  a 
single  inmate  in  prison  is  about 
$30,000  per  year.  We  should  welcome 
any  opportunity  to  apply  a new  ap- 
proach that  may  truly  reduce  crime  and 
its  concomitant  financial  and  tragic 
consequences.  Teaching  everyone  to 
read  is  not  a utopian  dream  but  a real- 
istic goal  for  which  no  shortcuts  exist. 
As  for  cost,  the  more  relevant  question 
is  whether  we  can  afford  not  to  do  it. 

Finally,  the  nature  of  this  study  and 
our  interpretation  of  the  findings  must 
not  be  misread.  To  conclude  that 
dyslexia  causes  criminal  behavior  would 
be  completely  incorrect.  We  know  of  no 
evidence  to  support  such  an  interpreta- 
tion. The  association  of  dyslexia  with 
criminal  behavior  is  not  a directly 
causative  relationship.  The  uninformed 
and  careless  response  to  dyslexia  by  so- 
ciety-at-large  becomes  a contributory 
cause,  ending  in  an  emotionally  degrad- 
ing life  for  the  dyslexic  child  who  is  of- 
ten being  told  how  lazy  he  is  when  he 
knows  how  hard  he  has  been  trying. 
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Dyslexia  and  criminal  behavior 
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That  prison  inmates  in  the  devel- 
oped world  do  not  read  or  write 
well  has  been  known  for  more 
than  100  years.  In  the  last  50 
years,  learning  disabilities 
among  many,  if  not  most,  prisoners 
have  been  identified.  The  “logical”  as- 
sumption that  dyslexia  causes  criminal 
behavior  is  completely  unproven,  as  Dr 
Moody  and  her  colleagues  clearly  state 
(pp  69-75),  but  such  handicaps  un- 
doubtedly add  to  the  resentful  and  an- 
tiauthoritarian attitudes  of  criminals. 
Wilson  and  Herrnstein  among  others 
mention  dyslexia  as  only  one  of  many 
factors  at  work  (1). 

Much  has  been  written  throughout 
the  years  on  the  causes  and  nature  of 
criminal  behavior.  Inevitable  biases  oc- 
cur because  of  the  differing  perspec- 
tives of  medical  doctors,  psychiatrists, 
psychologists,  anthropologists,  and  so- 
ciologists, not  to  mention  lawyers  and 
legislators.  Confusion  exists  concerning 
the  relationship  between  biological  (ge- 
netic, structural,  and  functional)  factors 
and  the  social  environment.  In  this  im- 
mense literature,  few  objective  studies 
employ  rigorous  scientific  observation 
and  methodology.  The  study  of  dyslexia 
among  convicted  criminals  by  Dr 
Moody  and  her  colleagues  is  a sound 
contribution  to  our  understanding. 

The  antisocial  personality  disorder 
so  common  among  the  predominantly 
male  recidivists  is  probably  a larger  fac- 
tor in  causing  criminal  antisocial  be- 
havior, and  its  relationship  to  dyslexia 
needs  exploration.  No  major  studies 
have  concluded  that  prison  inmates  are 
subnormal  mentally  if  measured  by  ap- 
propriate tests.  Their  compensatory 
verbal  skills  are  well  known;  the  term 
“con”  is  based  on  reality. 

Further  confusion  is  added  when 
one  reviews  hundreds  of  prisoner  in- 
take forms  over  a period  of  many  years 
(as  I have  done)  and  is  struck  by  the 
frequency  of  self-reported  head  injuries 
and  “mental  problems.”  These  factors 


warrant  careful  studies  such  as  the  one 
by  Dr  Moody  and  her  colleagues. 

In  this  paper,  the  authors  report  on  a 
careful,  large-scale  study  of  dyslexia 
among  selected  groups  of  Texas  prison 
inmates.  The  authors  have  identified  one 
important  and  verifiable  factor  — “sin- 
gle word  decoding”  (also  called  “single 
word  attack”).  This  contribution  may 
lead  correctional  authorities  to  more  ac- 
curate and  reliable  identification  of 
dyslexia  among  prisoners.  To  avoid  con- 
founding factors,  the  authors  carefully 
define  and  stratify  the  study  population. 
Their  study  excluded  those  inmates  im- 
prisoned for  more  than  6 months  and  vi- 
olent offenders,  but  this  probably  does 
not  invalidate  their  conclusions.  An  in- 
teresting finding  is  that  among  convicted 
females  and  males,  the  incidence  of 
dyslexia  is  approximately  equal,  which 
contrasts  with  the  “outside”  world, 
where  dyslexia  is  said  by  many  to  be  pre- 
dominantly a male  disorder. 

Efforts  at  improving  reading  skills 
among  inmates,  beginning  in  Patuxent, 
Md,  in  the  1950s  and  continuing  in  Utah, 
Massachusetts,  and  many  other  locations 
have  resulted  in  widely  varying  reports  of 
the  reduction  of  recidivist  behavior.  For 
years,  criminal  behavior  was  “medical- 
ized,”  that  is,  largely  explained  by  bio- 
logical factors.  Now,  the  pendulum  has 
swung,  and  environmental  factors  are 
given  greater  weight.  The  answer  most 
probably  is  that  both  nature  and  nurture 
are  causative.  We  may  not  be  able  to  do 
much  about  poverty,  racial  tensions,  ad- 
diction, or  violence  in  the  near  future, 
but  we  can  hope  that  by  instituting  com- 
munication skills  training,  fewer  people 
will  need  to  be  behind  bars. 

Dr  Moody’s  paper  describes  a useful 
tool  in  this  effort. 
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Allergy  Bariatric  Surgery 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(981)  608-8658;  Fax  (981)  608-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  510 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
(281)  496-1006 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Ophthalmology 


Orthopedic  Surgery,  Pediatric 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204- 


James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 
Mark  D.  Miller,  MD 


-2385;  (214)  220-2468;  Fax  (214)  720-1982 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 
Landry  Towers,  411  North  Washington, 
Medical  City  Dallas  II,  7777  Forest  Lan 
Dallas,  Texas  75230;  (972)  556-7010 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 

Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
^ Suite  B116 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 


http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Steven  J.  Mackey,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
William  D.  Lowe,  MD,  PA 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA  ^ 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 
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Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
I 3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 
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OPPORTUNITIES 

AVAILABLE 

Cardiologist 

Interventional  Cardiologist  with  nuclear  license 
and  Electrophysiologist.  Needed  for  private  practice 
based  in  Dallas.  Find  full  details  at 
www.medemploy.net;  e-mail: 
medemploy@yahoo.com.  Call  (301)  571-1726' 

Fax:  (301)  571-5389. 

Emergency  Medicine 


NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 

democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presb\terian, 
Harris  Methodist,  Trinity  Mttther  Frances,  and 
other  leading  health  .systems.  A variety-  of 
opportunities  are  available  in  rural,  suburban, 
urban,  trauma,  and  teaching  hospitals  Annual 
patient  volumes  range  from  l^,()00-75,()()0 
Additional  positions  in  direct  care  and 
occupational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  group.  Contcict  Dicine  lloffttianti: 
Emergency  Medicine  Consultants,  Ltd. 

6451  litviltwooci  Stair  RochI.  Suite  200.  l-'ort  Worth.  TX  ‘^6112 
<8HH)  562-^91  /.  (8n)  ■i9(>9''00:  I-ilx  tSH)  ^96-9889: 
F.mail:  dianel-MCMaol.com 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


Family/General  Practice 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 


Gastroenterology 


Gastroenterologist 

Successful,  established  solo  Cl  practice  in  Houston  seeks 
BC/BE  associate.  Practice  located  adjacent  to  full  service 
community  hospital.  Compensation  package  with  salary, 
profit  sharing  and  early  partnership  opportunity. 

1/4  weekends  call. 

Call  (713)  661-6181  and/or  fax  CV  to  (713)  666-6189. 


Hospitalist 

Hospitalist  - Corpus  Christi  - Immediate  oppor- 
tunities for  board  certified  internists  to  join  a dedi- 
cated Hospitalist  program  in  Corpus  Christi.  These 
100%  inpatient  medicine  positions  offer  competitive 
earnings,  benefits  and  a well-defined  work  sched- 
ule. Call  Bob  Bowman,  National  Director  of  Physi- 
cian Development,  or  Gordon  Crawford,  Manager  of 
Physicians  at  (800)  777-0938,  or  fax  curriculum 
vitae  to  (502)  580-4066. 


Internal  Medicine 

"TEXAS-PACE  site  in  El  Paso.  Looking  for  inno- 
vative physician  to  join  growing  program  for  frail 
elderly.  Strong  interdisciplinary  team,  small  organi- 
zation allows  freedom  in  medical  practice  to  obtain 
goal  of  maintaining  the  elderly  at  home  instead  of 
nursing  home  by  integration  of  acute  and  long-term 
care.  BE/BC  IM,  CAQ  in  geriatrics  or  fellowship  a 
plus  but  not  necessary,  no  J-1  waivers.  Competitive 
salary,  El  Paso  is  on  the  US/Mexico  border  in  a 
growing  vibrant  community  that  enjoys  year-round 
mild  climate  in  the  Sunbelt.  Send  CV  to:  Hashim 
A.  Majeed,  MD,  Medical  Director,  Beinvivir  Senior 
Health  Services,  940  Carolina  Street,  El  Paso,  Texas 
79915,  Phone:  (915)  599-8812.  Fax:  (915)  594- 
8806. 


Locum  Tenens 


Inf  ^im 

P H Y S I C I A N S 


Time  for 
a Change? 


Locum  Tenen 
Opportunitie 
Await 


^ » As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 


Call  Us  Today  At; 

(800)  531-1122 


www.interimphysicians.coin 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Abell  at  (972)  255-5533  or  (888)  K ’ 
CLINIC. 


Obstetrics/Gynecology 


FP  doctor  needed  for  East  Texas  community. 
Please  call  for  more  information,  Jerry  (800)  460- 
8159. 


OB/GYN  doctor  needed  in  small  Texas  commu- 
nity. Call  Jerry  at  (800)  460-8159. 
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Ophthalmology 

For  Sale  - Ophthalmology  practice  in  Austin, 
Texas.  Fully  equipped  three  lanes,  rebuilt  office  and 
adjacent  optical  shop.  Beautiful  facility  in  the 
northwest  corridor.  Superb  location  and  visibility. 
Excellent  established  clientele.  Major  hospitals  in 
vicinity.  Fax:  (512)  331-8839. 

Orthopedic  Surgery 

1 Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
^ Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Abell  at  (972)  255-5533  or  (888) 

K CLINIC. 

Texas;  Dallas-Fort  Worth  area.  Group  practice 
opportunity.  Fee-for-service  market.  Patient  base  is 
primarily  commercial  insurance.  General  orthope- 
dic practice,  sports  medicine  available.  Fellowship 
not  required.  Established  patient  referral  pattern. 
College  community  with  regional  hospital.  Close 
proximity  to  Dallas-Fort  Worth.  Contact:  Wade 
Christoffel,  Fox  Hill  Associates,  (800)  338-7107, 

Fax:  (414)  427-7251,  E-Mail:  fha@execpc.com. 
Internet:  http://www.execpc.com/— fha. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  „ . . 

Houston,  TX  77242-23 1 4 B r o n s te  1 n 

FAX  281 -493-2234  Associates 


Methodist 

Hospitals  of  Dallas 

Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest  not- 
tor-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  tor  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Cardiology  — MMC  & CMH 

• Hematology/Oncology  - MMC 

• Family  Practice  - MFHCs 

• Rheumatology  - MMC 

• Perinatology  - MMC 

For  information  or  to  apply, 
contact  Susan  Coghurn: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 

E-mail  susancoghurn@mhd.com 

PO.  Box  655999 
Dallas,  TX  75265-5999 


Urgent  Care  Practice  seeks  PT/FT  BE  or  BC  pri- 
mary care  physician  for  new  privately  owned  office 
in  Denton,  Texas.  Fax  CV  to  (940)  383-3815. 
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Part-time  services  of  physician  needed  one 

day  a week  for  light  physicals  in  North  Dallas  clinic. 
Great  pay,  no  nights  or  weekends,  low  stress, 
friendly  staff.  Call  (972)  727-2800. 


Tel  800.880.1300 
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Classified  Directory 


Radiology 


LEGAL  SERVICES 


JOIN  OUR  TEAM  OF  ACADEMIC  RADIOLOGISTS 

VA  North  Texas  Health  Care  System  in  Dallas,  Texas 
University  of  Texas  Southwestern  Medical  Center  (UTSWMC) 
at  Dallas 

The  Veteran  Affairs  North  Texas  Health  Care  System  (VANTHCS)  in 
Dallas,  Texas  is  actively  recruiting  fellowship-trained  radiologists  with 
an  interest  in  teaching,  research  and  excellent  clinical  care.  We  are 
looking  for  board  certified  fellowship-trained  subspecialists  in 

musculoskeletal  imaging,  thoracic  imaging  and  neuro-imaging. 

Our  VA  Medical  Center  is  affiliated  with  the  University  of  Texas  Southwestern  Medical  Center 
(UTSWMC)  at  Dallas  and  our  Radiology  Department  is  fully  integrated  with  the  Department 
of  Radiology  at  UTSWMC.  We  have  a fully  integrated  large  residency-training  program  with 
UTSWMC.  UTSWMC  is  part  of  a large  and  dynamic  medical/educational  complex  including  a 
school  of  medicine,  dentistry  and  allied  health.  Faculty  rank  at  the  University  of  Texas 
Southwestern  Medical  School  will  be  based  on  qualifications. 

The  Radiology  Department  at  VANTHCS  recently  moved  into  a brand  new  $100  million  dollar 
Clinical  Addition.  Our  Radiology  Department  is  a fully  digital  department  with  filmless 
radiology,  web  distribution  of  images  to  referring  physicians,  and  state-of-the-art  equipment. 

A competitive  salary  with  benefits  is  offered.  Candidates  should  submit  their  letter  of  intent 
and  a copy  of  their  curriculum  vitae  to: 

Andre  J.  Duerinckx,  M.D.-Ph.D. 

Chief  of  Radiology  Service  (114) 

VA  North  Texas  Health  Care  System 
4500  S.  Lancaster  Road,  Dallas,  Texas  75216 
Phone:  (214)  857-0185 
Fax:  (214)  857-0173 

VA  NORTH  TEXAS  HEALTH  CARE  SYSTEM 

Equal  Opportunity  Employer 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  ~ Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer”  > Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  25.1-9978-3-# 


Health  care  litigation 


Restraint  of  Trade  Litigation 
Peer  Review  Defense 
Licensure  Hearings 
Medicare  & Medicaid  Compliance 
Sale  & Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 

Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

‘Not  certified  by  the  Board  of 
Legal  Specialization  by  choice. 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


FOR  SALE  OR  LEASE 


Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 

Office  Space 

Austin-Cedar  Park  Family  Medical  building 

equipped,  3,900  sq.  ft.  In  the  heart  of  major  popu- 
lation area.  Also  available,  5,000  sq.  ft.  class  A 
office  available  for  lease.  Jerry  Sisemore  (512) 
267-7772;  www.highlandIakes-realtors.com 


Newly  finished  medical  space.  Approx  1300 
square  feet,  Plano,  TX.  Frontage  to  busy  street  cor- 
ner. Access  to  lab,  x-ray,  and  support  staff.  Contact 
Dr.  Steve  Rakkar  (972)  208-2900. 

Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Introduction  to  PV 

July  28-29 

Vascular  Accreditation 

Aug.  5 

Emergenq/  Medicine 

July  20-22 
Sept.  7-9 

Advanced  Emergenaj  Medicine 

July  7-8 

Abdominal  (5  Da\/) 

July  24-28 
Sept.  11-15 

OB/GYN  (5  Day) 

July  31- 
Aug.  4 

Sept.  18-22 

Prostate 

Aug.  12 

Echo/Cardiac  Doppler 

July  10-17 

Endovaginal 

Aug.  18-19 

US  for  Surgeons 

Aug.  25-27 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 


www.aheconline.com 


■ Lymphatic  Mapping  and  Sentinel  Lymph  Node 
Biopsy  in  Breast  Cancer  and  Melanoma, 

June  22  in  Dallas.  Course  includes  live  surgery 
broadcast  and  hands-on  in  vivo  laboratory.  Spon- 
sored by  The  University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas,  Department  of  Surgery, 

Division  of  Surgical  Oncology.  Directors:  T.  An- 
thony, MD;  W.  Erdman,  MD;  D.  Euhus,  MD;  D. 
Matthews,  MD,  PhD.  CME  credit  offered.  Contact: 
(214)  648-3138. 

The  Texas  Urological  Society  Annual 
Meeting  will  be  held  June  14-17,  2000  at  Moody 
Gardens  in  Galveston.  This  scientific  meeting  will 
||  include  sessions  on  urologic  oncology,  incontinence 
and  overactive  bladder,  prostate  disease,  and  ethics 
i'  and  urology.  The  American  Urological  Association 
accredits  the  meeting  for  14.5  hours  Category  1 
; credit,  with  one  hour  of  ethics  credit  as  required  by 
' the  TSBME.  For  a free  brochure  or  to  register,  please 
contact  Tricia  Hall  at  (512)  370-1526. 


TexasMedicine 


Here’s  what’s  coming 
in  July’s 
Texas  Medicine. 


WE’LL  Explore: 


Blood  banking 
Organ  transplantation 
Single  credentialing  form 

For  more  inforr)uition,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  wunv.texmed.org. 


The TexasTransplantation  Society  12th 
Annual  Meeting  will  be  held  at  Lakeway  Inn 
(Austin)  on  June  22-25,  2000  and  features  Dr.  Mo- 
hammed Sayegh  of  Harvard  speaking  on  Chronic  Al- 
lograft Rejection.  The  meeting  will  also  include 
sessions  on  Quality  of  Life  Post-Transplant;  Recur- 
rent Hepatitis  C;  IVIG  and  Other  Therapies  for 
Highly  Sensitized  Patients;  Long  Term  Significance 
of  HLA  Matching  in  Organ  Transplantation;  Bone 
Marrow  Update;  and  Immunosuppression  Update. 
Plus,  on  Thursday,  a special  session  for  HLA  Lab 
professionals  will  be  offered.  And  on  Saturday,  a one 
and  one-half  hour  session  will  discuss  the  Ethics  of 
Organ  Recovery  in  Medical  Examiner  Cases.  Educa- 
tional credits  for  physicians,  nurses,  and  lab  person- 
nel are  all  available.  Please  contact  Laurie  Reece  for 
a free  brochure  or  more  information  at  (512)  370- 
1512.  Or,  visit  the  web  page  at  www.texmed.org/tts. 


Tel  800.880.1300 
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TMA  Planner 


September  15-16,  2000 

TMA  Summit  2000:  Advocacy,  Policy, 
Professionalism 

Renaissance  Austin  Hotel 

February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 

May  3-5,  2001 

Tex  Med  2001 

George  R.  Brown  Convention  Center 
Houston 

June  2000 

June  1 

Port  Aransas 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  2 

El  Paso 

Coding:  Beyond  the  Basics 

June  6 

Austin 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  6 

Lufkin 

POEP:  Lung  and  Colon  Cancers 

June  8 

Houston 

Billing,  Collections,  and  Compliance 

June  9 

Corpus  Christi 

Billing,  Collections,  and  Compliance 

June  15 

Abilene 

Billing,  Collections  and  Compliance 

June  15 

Dallas 

Ethics,  Legalities,  and  Mechanics  of  the  Appeals  Process 

June  16 

Fort  Worth 

Billing,  Collections,  and  Compliance 

June  21 

San  Antonio 

Beginner  ICD/CPT  Coding 

June  22 

Dallas 

Billing,  Collections,  and  Compliance 

June  23 

Tyler 

Billing,  Collections,  and  Compliance 

June  23 

Lubbock 

Beginner  ICD/CPT  Coding 

June  24 

Padre  Island 

Pediatric  Practice  Forum 

June  27 

McAllen 

Beginner  ICD/CPT  Coding 

July  2000 

July  11 

Abilene 

Beginner  ICD/CPT  Coding 

July  11 

Houston 

Ethical  and  Legal  Duties  of  the  ER  and  On-call  Physician 

July  12 

Houston 

Beginner  ICD/CPT  Coding 

July  13 

Bryan/ 

College  Station 

Beginner  ICD/CPT  Coding 

July  25 

Tyler 

Beginner  ICD/CPT  Coding 

July  25 

Pampa 

Alcohol  and  Other  Drug  Use  Among  Physicians 

July  26 

Dallas 

Beginner  ICD/CPT  Coding 
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Choose  the  best  defense. 

Texas  Medical  Liability  Trust  ‘Austin,  Texas  • 800*580*8658  * www.tmlt.org  Choose  TMLT 


The  fight  to  protect  your  professional  reputation  And  we  have  an  enviable,  long  term  track 

is  a medical  emergency  few  physicians  are  record  of  success  in  the  courtroom.  Skilled 

prepared  to  handle.  Increasing  medical  law  firms  and  TMLT  claim  professionals  guide 

liability  claims  frequency  and  severity  in  Texas  you  personally  through  each  step  of  the  legal 

are  raising  your  chances  of  a costly  court-  process.  Because  TMLT  is  Texas-based,  we 

room  appearance  that  will  take  time  away  know  the  Texas  legal  environment  and  Texas 

from  your  patients  and  family.  trial  venues.  This  is  an  advantage  out-of-state 

carriers  just  don't  have. 

An  experienced  ally  can  make  the  critical 

difference.  TMLT  has  closed  over  21,000  If  you  were  facing  a lawsuit,  wouldn't  you 

claims  during  the  twenty  years  we  have  been  want  a TMLT  claim  professional  beside  you 

defending  Texas  physicians.  in  the  courtroom? 


Provides  Privacy  and  Confidentiality 
for  Patients 

The  new  Center,  which  will  serve  only  cosmetic 
surgery  patients,  is  designed  to  be  more  conducive  to 
protecting  the  privacy  and  confidentiality  of  its  patients. 

The  facility  includes  two  pre-operative  rooms,  two 
post-operative  rooms,  a laser  room,  a skin  care  room,  wait- 
ing room,  and  private  entrance  for  patients  sensitive 
about  their  appearance  during  the  recovery  period. 

Consultations  and  follow-up  will  be  conducted  at 
the  Center  as  well  as  minor  procedures  such  as  those 
involving  lasers  (i.e.,  hair,  tattoo,  and  lesion  removal; 
and  treatment  of  varicose  veins).  Anything  requiring 
sedation  or  IVs  will  still  be  handled  at  the  Hospital  or 
the  Main  clinic. 


For  more  information,  or  to  refer  a patient  please 
contact  Scott  & White  at  254/724-4059- 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  - , Appointments  (800)  792-3710 


Scott  & White:  Delivering  Tomorrow's  Health  Care  Today 
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S430 
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At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "hard  to  find"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting.. .Why  should  you? 

Autofer 
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Association 
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1*888«234«1234 


If  you 
think 
it’s  hard 
visiting 
someone 
you  iove 
in  a 

nursing 

home... 


TVy  living  there. 


The  option  to  receive  care  at  home  is  yours  with 

The  TMA-Endorsed  Long-Term  Care  Plan. 


Call  now  for  more  information 

1-800-880-8181,  Dept.  2207 


Administered  by 


Texas  Medical  Association 
Insurance  Trust 


Endorsed  by 


Tex 


TexasMedical 

Association 


Created  and  endorsed  by  the  Texas  Medical  Association 


Cover  Story 

Several  Texas  hospitals  and  blood  banks  are  experiencing  critical  shortages  of 
blood,  often  due  to  decreased  donations.  The  reasons  are  many,  including 
changing  attitudes  about  giving  blood,  increased  screening  for  disease,  new 
government  regulations  that  can  offend  and  discourage  donors,  and  medical 
procedures  that  waste  the  precious  commodity. 

By  Laurie  Stoneham 
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Community  intervention  to  screen  risk  of  50 

cardiovascular  diseases  in  a rural  Texas  community 

By  Alberto  Coustasse-Hencke,  MD;  Debbie  Schutkowski,  MS,  LMSW,  CCM; 
Yolanda  Cervantes,  MS,  HCA;  Antonio  Rene,  PhD 


Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  alt  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  theTexas  Medical  Association. 

Critical  Objectives: 

1. To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  theTexas  Medical  Association. 
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iMedical  Economics 

{Clean  claims  26 

jit  took  9 months,  but  the  Texas  Department  of  Insurance  has  finally  delivered  rules 
•defining  what  constitutes  a “clean  claim”  so  physicians  can  get  quick  reimbtirse- 
jment  for  their  services  from  insurance  companies.  The  rules  should  help  alleviate 
[payment  hassles,  but  they’re  not  perfect. 

{By  Michael  Cushman,  JD,  and  Wes  Cleveland,  JD 


I 

Medical  Economics 

Common  credentialing  32 

Filling  out  all  those  forms  to  obtain  credentials  to  treat  patients  covered  by  health 
plans  or  to  get  hospital  privileges  can  be  a royal  pain.  But  in  a move  sure  to  reduce 
administrative  headaches  — not  to  mention  save  a lot  of  trees  — a common  cre- 
dentialing form  is  on  the  way. 

By  Laurie  Stoneham 

iLegislative  Affairs 

Class  action  suits  43 

l\re  class  action  lawsuits  against  insurance  companies  the  way  to  go  to  end  abu- 
[sive  practices?  Some  physicians  think  so,  while  others  see  legal  action  as  only  a 
[last  resort  if  advocacy  efforts  fail.  TMA’s  House  of  Delegates  wants  a thorough  and 
deliberative  examination  of  the  issue. 

By  Ken  Ortolon 

Law 

Supervising  CRNAs  46 

|.s  selecting  and  administering  anesthesia  the  practice  of  medicine,  and  do  physi- 
|:ians  have  the  right  to  delegate  such  tasks  to  certified  registered  nurse  anes- 
■dietists?  Texas  Atty  Gen  John  Cornyn  has  weighed  in  with  his  opinion. 

By  Clayton  Devin,  JD,  and  C.J.  Francisco,  JD 
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The  Big  Picture 

Peregrine  falcon  in  Sitka,  Alaska,  by  Clyde  Gilless,  MD,  Houston 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Larry  BeSaw,  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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There  is  no  need  to  be  alarmed  by  normal  wear 
and  tear.  We  can  get  the  maximum  value  for 
your  vehicle. 
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"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Qinics  e Surgery  Centers  e IPA's  • PHO's  e MSO'^s  e 
e Multi-Specialty  Practices  e 

For  Additional  Information',  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texo$  78230 
Telephone:  Toll  Free  888. 558* 
or  210.561.7909 
Fox:  210.561.2859 


' Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  Califomia 


Editor’s 

Note 


Readers  of  Texas  Medicine  know 
that  we  have  spent  a lot  of  time 
over  the  past  few  years  writing 
about  the  problems  that  physi- 
cians have  been  having  in  get- 
ting reimbursement  from  insurance 
companies.  We’ve  also  done  a fail 
amount  of  reporting  on  another  source 
of  irritation  for  physicians  — medica 
malpractice  claims  and  the  cost  of  pro 
fessional  liability  insurance. 

As  the  cliche  goes,  there’s  good  news 
and  bad  news  in  this  month’s  issue. 
First,  the  good  news. 

It  took  awhile,  but  the  state  insur- 
ance commissioner  has  finally  issued 
the  rules  defining  what  constitutes  a 
“clean  claim.”  That’s  important  be- 
cause prompt  payment  legislation 
passed  by  the  Texas  Legislature  last 
year  says  insurance  companies  have  to 
pay  clean  claims  within  45  days  after 
receiving  them.  Hopefully,  that  will  cut 
down  on  some  of  the  “no  pay/slow 
pay”  problems  physicians  are  having. 

Two  TMA  staff  members  — Mike 
Cushman  from  the  Health  Care  Deliv- 
ery Department  and  Wes  Clevelanc 
from  the  Office  of  General  Counsel  — - 
analyze  the  rules  in  one  of  our  Medical 
Economics  sections  and  tell  us  what’s 
good  and  what’s  bad  about  them. 

Now,  the  bad  news. 

TMA’s  Division  of  Medical  Econom- 
ics staff  recently  studied  the  profes- 
sional liability  insurance  market  in 
Texas,  and  what  they  found  is  disturb- 
ing. Among  other  things,  the  frequency 
of  claims  is  increasing  and  so  is  the  cost 
of  defending  against  them. 

As  division  director  Rich  Johnson 
says  in  a commentary  this  month, 
physicians  can  expect  premium  in- 
creases and,  based  on  the  study,  the  in- 
creases appear  to  be  justified. 

Larry  BeSaw 
Editor 


www.texm@d.orc 
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:ELEC0XIB  CAPSULES)'2°o§S!i 


;>st  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain 
were  generally  mild  to  moderate. 

LEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity 
telecoxib,  who  have  demonstrated  allergic-type  reactions 
sulfonamides,  and  who  have  experienced  asthma, 
icaria,  or  allergic-type  reaaions  after  taking  aspirin 
other  NSAIDs. 


S America.  National  Prescription 
idit.July,  1999. 

Tse  see  brief  summary 
Prescribing  information 
the  adjacent  page. 

A 


ious  Gl  toxicity  can  occur  with  or  without 
ming  symptoms  in  patients  treated 
h NSAIDs. 


OA:  the  convenience  of  qd...the  option  of  bid 

RA:  the  flexibility  of  iOO  mg  to  200  mg  bid 

200  mg  qd  OR  1 00  mg  bid 

RA 

(adult) 

1 00  mg  bid  TO  200  mg  bid 

Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib,  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  genera!  population,  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Cl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects;  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  norma!)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects;  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, CELEBREX  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests;  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions;  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two  fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics— Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  in  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin,  in  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24)- 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  5150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24),  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  530  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  550  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age.  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  52%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patierits 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased.  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis.  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  rpic- 
turition  frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiriess,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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From  Your 
President 


Some  things  never  change 
and  some  do 


By  Jim  Rohack,  MD,  TMA  president 

In  his  presidential  address  in  1900, 
Texas  Medical  Association  President 
Dr  A.B.  Gardner  noted:  “I  am  fully 
persuaded  that  a more  thorough  un- 
derstanding by  the  public  of  the  re- 
lations which  the  physician  bears  to  the 
'state  would  be  of  incalculable  value  to 
the  profession  in  the  furtherance  of 
their  efforts  to  obtain  a State  Board  of 


The  medical  profession’s  attempt  to 
raise  professional  standards  in  the  late 
1800s  through  the  creation  of  state  li- 
censure laws  was  accompanied  by  the 
beginning  of  malpractice  litigation  as 
lawyers  began  to  employ  physicians  as 
professional  witnesses.  By  1910,  13 
state  medical  societies  had  begun  to 
provide  legal  defense  for  their  members. 

As  the  increasing  litigation  against 
physicians  exploded  in  the  1970s,  TMA 
created  the  Texas  Medical  Liability 
Trust  (TMLT)  to  help  Texas  doctors  — 
regardless  of  location  or  specialty  — ob- 
tain insurance  and  help.  As  TMLT  cele- 
brates its  25th  anniversary,  we  must 
recognize  the  challenges  it  and  Texas 
physicians  face  from  the  plaintiffs’  bar. 

But  as  we  start  this  new  century,  we 
find  some  physicians  embracing  the 
trial  lawyers  as  they  litigate  against 
large  insurance  companies.  Two  arti- 
cles in  this  issue  of  Texas  Medicine,  one 


Though  the  3-jieap  effort  of  Project  WATCH  is  to 
reduce  the  No.  1 and  No.  3 killers  of  Texans  — 
cardiovascular  disease  and  stroke  — 
we  cannot  ignore  that  cancer  is  No.  2. 


Health,  a Bureau  of  Vital  Statistics,  and 
some  sanitary  laws,  which  are  for  the 
Ibeneht  of  all  classes  . . . not  how  to  cure 
tdiseases,  but  how  to  prevent  them.” 
j One  hundred  years  later,  TMA  contin- 
jues  to  work  to  obtain  the  valid  data 
needed  to  improve  the  health  of  all  Tex- 
|ans.  In  next  month’s  issue,  Texas  Medi- 
\cine  looks  at  the  recommendations  TMA 
ihas  made  to  the  Texas  Department  of 
Health  to  improve  the  cancer  registry  in 
' Texas.  Though  the  3-year  effort  of  Pro- 
iject  WATCH  is  to  reduce  the  No.  1 and 
No.  3 killers  of  Texans  — cardiovascular 
disease  and  stroke  — we  cannot  ignore 
ithat  cancer  is  No.  2. 


by  Rich  Johnson  and  the  other  by  Ken 
Ortolon,  highlight  the  conundrum  the 
medical  profession  finds  itself  in. 

Our  TMA  will  continue  to  work  for 
improving  the  health  of  Texans  by  put- 
ting the  patients  we  serve  first.  Our 
medical  profession  will  continue  to  be 
an  honorable  calling  by  doing  just  that. 
The  strength  of  TMA  is  because  of  you, 
our  colleague,  and  our  mission.  ★ 


D*Merriwether 
& Associates 

Medical  Practice  Consultarits 

rr(ivk]irif4  a full  raiiLN' 
ttf  medical  practice 
consulting  services 

• Medical  Practice 
Assessment 

• Practice  Management 
Oversight 

• New  Practice  Start-Up 

• Medical  Group  Formation 

• Medical  Practice  Recovery 
from  Management 
Companies/Hospitals 

• Physician  Compensation 
Program 

• Physician  Recruitment 

• Provider  Credentialing 

• Strategic  Planning 

• Marketing 

• Managed  Care  Contracting 

• Compliance  Plan 
Development 

• Hospitalist  Program 
Development 

3203  Glen  Springs 
Kingwood,  TX  77339 
(281)  360-0404 
(281)  360-4531  fax 

8500  North  MoPac 
Suite  702 
Austin,  TX  78759 
(512)  345-6338 
(512)  345-8380  fax 

e-mail  merriweth@aol.com 


I 

[Te!  800.880.1300 


Volume  96  ★ Number? 


9 


Texas  CMdren's 
Newborn  Center 


WHEN  THEY'RE 
NOT  IN  YOUR  HANDS, 
WHOSE  HANDS 
WILL  DO? 


• 48-b8d  Level  III  nursery 

• 72-be(i  Level  11  nursery 

• More  than  25  neonatologist 


• Neonatologist  on  site  24  hoi 
7 days  a week 


• Neonatal  nurses 

• Neonatal  nurse  pracHfioa|| 

• Respiratory  therapists 
Nitric  oxide  therapy 

•ECMO 

• Nutritionist^ 

^ Uctation  support 

• T^ysical  therapy 

• Pharmacists 

• Nikk  educators 
lelopmentai  caii 

• )^e  care  specialists 

• ChilAiife  specialists 


accomn 


More  than  1280  pedial 


One  of  the  most  important  decisions  you’ll  make  as  a physician  is  the  care  you  select  for  critically  ill  newborns. 

For  neonatal  care  that’s  second  to  none,  consider  Texas  Children’s  Hospital  in  Houston.  Our  Newborn  Center 
treats  more  than  2500  newborns  annually.  It  otters  the  country’s  largest  Level  III  Nursery,  with  more  than 
350  dedicated  neonatologists,  nurse  practitioners,  nurses  and  respiratory  therapists  on  site  24  hours  a day. 

In  addition  to  pioneering  breakthroughs  in  nitric  oxide  and  surfactant  therapies,  Texas  Children’s  also  provides 
advanced  respiratory  therapies  such  as  high-frequency  ventilation  and  ECMO.  What’s  more,  this  care  is  available 
throughout  Texas  thanks  to  our  specialized  transport  units,  the  Kangaroo  Crew®*' 

Each  Kangaroo  Crew  is  comprised  of  a team  of  neonatal  specialists  trained  in  transporting  critically  ill  newborns.  Using 
aircraft  and  ground  ambulances  equipped  as  portable  ICUs,  they  transport  these  fragile  lives  to  the  Newborn  Center. 

If  your  newborn  patients  require  specialized  treatment,  put  them  in  the  best  hands  you  can  - Texas  Children’s.  For 
information,  call  1-877-770-5550.  Texas  CMdren’s  Hos] 


Texas  Children's  Hospital 

kansarcx) 
:rew 


1-877-770-5550 


Texas  Children's  Hospital  is  the  primary  pediatric  teaching  hospital  for  Baylor  College  of  Medicine. 
© 2000  Texas  Children's  Hospital 


Houston 

www.texaschildrenshospital 


Commentary 


Analyzing  liability  insurance 
in  Texas 


By  Rich  Johnson,  director,  TMA  Division 
of  Medical  Economics 

I 

I can  think  of  few  subjects  that  raise 
physicians’  blood  pressure  faster  than 
medical  malpractice  lawsuits  and  the 
premiums  you  have  to  pay  for  liabil- 
ity insurance.  Unfortunately  in  our 
litigious  society,  the  specter  of  claims 
against  physicians  by  increasingly  active 
plaintiff’s  attorneys  is  growing  again. 
It’s  been  said  that  in  some  specialties,  if 
you  haven’t  had  a claim  filed  against 
you,  it  just  means  you  haven’t  been  out 
of  medical  school  very  long. 

Because  professional  liability  insur- 
: ance  is  such  an  important  issue  with 
1 physicians,  not  just  in  terms  of  the  pre- 
miums they  pay  but  also  because  it  has 
an  impact  on  patients’  access  to  care,  the 
Texas  Medical  Association  Division  of 
; Medical  Economics  decided  to  find  out 
exacdy  what’s  going  on  in  Texas.  TMA’s 
I Committee  on  Professional  Liability  con- 
i ducted  an  exhaustive  study  and  col- 
i lected  data  from  three  of  the  major 
^ insurers  in  the  state  — Texas  Medical 
Liability  Trust  (TMLT),  American  Phys 

Ij  Tel  800.880.1300 


cians  Insurance  Exchange  (APIE),  and 
Medical  Protective  Company. 

Aggregate  information  about  closed 
claims  from  the  three  carriers  was  ana- 
lyzed, primarily  to  identify  cost  trends. 
It  should  be  noted  that  the  average 
claim  takes  about  2 years  to  close,  so 
closed  claims  data  primarily  relate  to 
claims  filed  in  prior  years.  Among  the 
findings  were: 


• Although  it  was  fairly  constant  from 
1991  to  1997,  the  amount  of  indem- 
nity paid  per  claim  increased  from 
$140,000  in  1997  to  $180,000  in 
1999. 

• Average  loss  adjustment  expense 
(LAE)  per  paid  claim  — the  costs  in- 
curred in  defending  a lawsuit  — 
rose  from  $40,000  in  1993  to 
$60,000  in  1999.  The  LAE  for  claims 
that  are  closed  with  no  indemnity 
paid  also  has  increased,  from  about 
$9,000  in  1995  to  about  $11,000 
last  year. 

• The  average  LAE  per  policyholder 
has  risen  about  60%  since  1991. 

• The  percentage  of  claims  closed  with 
no  indemnity  paid  has  increased  to 
82%  from  70%  10  years  ago. 

• The  number  of  paid  claims  per 
1,000  policyholders  has  declined  to 
36  from  a high  of  45  in  1992. 

• Total  indemnity  paid  per  policy- 


holder, at  $6,500,  is  still  below  its 
10-year  high  of  $6,842  for  1992. 

Data  also  were  collected  on  claims 
intake.  Key  findings  were: 

• Claims  frequency  has  fluctuated  dra- 
matically over  the  past  decade, 
probably  in  response  to  liability  re- 
forms, the  adaptability  of  the  plain- 


tiffs’ bar,  and  patient  dissatisfaction 
and  distrust  in  managed  care. 

• Claims  per  policyholder  have  risen 
to  a new  high  of  27  per  100. 

• Mass  litigation  claims  account  for 
some,  but  not  all,  of  the  volatility 
and  current  rise. 

• Examination  of  the  data  on  reported 
claims  from  the  Texas  State  Board  of 
Medical  Examiners  reveals  the 
largest  increases  in  claims  frequency 
occurred  for  family  or  general  prac- 
titioners and  internists,  and  in  spe- 
cific geographic  areas,  especially  in 
Wichita  Falls,  the  South  Texas  areas 
around  McAllen  and  Victoria,  and 
Southeast  Texas  around  Brazoria 
County.  Many  in  the  claims  business 
consider  the  Rio  Grande  Valley  to  be 
the  most  dangerous  areas  for  plain- 
tiffs’ awards  because  of  the  belief 
that  juries  there  tend  to  be  more 
sympathetic  to  the  plaintiffs. 


Even  if  a claim  has  no  merit, 
the  cost  of  making  it  go  away  is  rising. 
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Sept.  15-16 

Renaissance  Austin  Hotel 


TMA  Summit  2000 

Where  Fall  Conference  5r  Interim  Session  Meet 


• Enticing  speakers  such  as  AMA  President  Randolph  D.  Smoak 
Jr.,  MD;  Texas  Monthly  execatWe  editor  Paul  Burka;  AMA  Past 
President  Nancy  W.  Dickey,  MD;  political  analyst  Harvey 
Kronberg;  and  Assistant  Attorney  General  Mark  Tobey 

• Antitrust  legislation  update  during  the  Dawn  Duster  session 

• Managed  care  legal  issues  presentation  during  the  Saturday 
morning  House  of  Delegates  session 

• AMA  PRA  Category  1 CME  credit 

• Free  registration  to  TMA  members 

• Luncheon  courtesy  of  TMLT 

• Friday  evening  reception  hosted  by  TMAIT 

• Policy  making  at  the  Interim  Session  of  the  TMA  House 
of  Delegates 


Don't  miss  this  new  meeting  combining  the  best  of  Fall 
Conference  and  Interim  Session! 


For  more  information,  call 
(800)  880-1  300,  ext.  1 346, 
or  (51 2)  370-1346. 

Or  visit  TMA's  Web  site 
at  www.texmed.org. 


Chief  concerns 

Two  findings  in  the  study  are  particu- 
larly troubling  — the  higher  frequencyi 
of  claims  and  the  rising  cost  of  defend- 
ing the  suits. 

Plaintiff’s  lawyers  are  becoming  in- 
creasingly active  and  are  filing  more 
complex  lawsuits,  seeking  bigger  pay-1 
outs  from  what  they  see  as  deep-pocketj 
physicians  and  insurance  companies.! 
Furthermore,  some  observers  in  thei 
medical  liability  insurance  industry  in 
Texas  worry  that  the  Institute  of  Medi- 
cine report  on  medical  errors  and  all  ofi 
the  attention  it  received  from  the  news, 
media  and  politicians  are  encouraging! 
more  lawsuits  to  be  filed  and  influencingi 
juries  to  find  in  favor  of  the  plaintiffs.! 
While  there  are  no  current  studies  that! 
measure  that  sentiment,  several  recenti 
jury  verdicts  point  to  such  a conclusion. 

Every  claim  has  to  be  dealt  with,  even 
if  it  doesn’t  go  to  trial.  Like  everything 
else,  fees  for  defense  attorneys,  expert 
witnesses,  and  mediation  services  are  in- 
creasing. Even  if  a claim  has  no  merit,  j 
the  cost  of  making  it  go  away  is  rising. 

All  of  this  is  having  a tremendous  im- 
pact on  the  financial  health  of  insurance 
companies.  Our  study  found  that  TMLT, 
APIE,  and  Medical  Protective  have  expe- 
rienced a doubling  of  losses  in  net  cash 
from  operations  — from  a loss  of  a little 
more  than  $20  million  in  1997  to  morel 
than  $40  million  last  year.  Loss  ratios  — ( 
the  ratio  of  indemnity  pa3mients  and  lossj 
adjustment  expenses  to  total  written! 
premiums  — increased  from  just  under 
120%  in  1997  to  about  130%  in  1999. 

The  bottom  line  is  this:  An  increase 
in  claims  and  the  cost  of  defending 
against  them  mean  medical  practice  in- 
surance companies  in  Texas  are  underi 
tremendous  financial  pressure.  $ome  of| 
them  may  not  survive.  $o,  like  it  or  not,j 
physicians  can  expect  an  increase  int 
their  liability  insurance  premiums.  And,! 
based  on  the  data  we  gained  from  our! 
survey,  the  premium  increases  are  nec-( 
essary  if  professional  liability  insurancel 
is  to  remain  available  to  physicians  im 
all  specialties  and  locations  in  Texas. 

TMA’s  response 

The  question  now  is,  what  can  we  do  to'j| 
change  the  situation?  TMA  does  have 
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plans  to  try  to  return  some  sanity  to 
our  legal  system.  Our  physician  leaders 
and  staff  will  be  working  to  raise  pub- 
lic awareness  about  the  situation  and 
.generate  some  grassroots  support  for 
changing  Texas  laws.  While  that  may 
not  sound  like  much,  remember  that 
the  grassroots  support  TMA  generated 
between  the  1995  and  1997  sessions  of 
the  Texas  Legislature  played  a powerful 
■role  in  getting  lawmakers’  attention 
and  bringing  about  managed  care  re- 
Iforms.  Our  advocates  in  the  legislature 
remind  us  that  their  colleagues  don’t 
usually  react  until  they  perceive  that 
there  is  a crisis  that  measurably  affects 
the  quality  and  availability  of  their  con- 
stituents’ health  care. 

We’re  also  looking  at  backing  a 
mumber  of  initiatives  in  the  next  ses- 
sion of  the  legislature  that  we  feel 
icould  make  the  system  more  equitable 
I — things  like  addressing  the  frequency 
iOf  claims  by  considering  panels  of  ex- 
perts to  screen  claims  to  see  if  they 
lhave  merit,  imposing  stricter  cost  bond 
land  expert  witness  requirements,  tight- 
ening provisions  against  frivolous  law- 
jsuits,  and  supporting  product  liability 
reforms.  Also  being  considered  is  ex- 
[amining  how  damage  awards  could  be 
lappropriately  limited  given  the  con- 
Istraints  of  our  state  constitution  and  re- 
Icent  court  decisions. 

I Finally,  TEXPAC,  our  political  arm, 
j’tontinues  to  aggressively  support  the 
election  of  fair-minded  judges  to  the 
bench.  Sources  as  disparate  as  Front- 
'ine,  60  Minutes,  the  Wall  Street  Journal, 
:he  Washington  Post,  and  the  New  York 
Times  have  cited  medicine’s  dominant 
mle  in  electing  and  maintaining  a con- 
Ijervative  state  supreme  court.  In  fact, 
:ritics  of  Judicial  elections  note  that 
Inedicine’s  view  has  prevailed  more 
Irhan  90%  of  the  time  before  this  court. 

' TMA  understands  and  appreciates 
lahysicians’  concerns  about  the  increas- 
jmg  threat  of  lawsuits  and  the  effect  it  is 
jiiaving  on  your  practices.  We  also  un- 
derstand the  financial  burden  that  ex- 
laensive  liability  insurance  premiums 
place  on  you  and  your  patients.  That’s 
why  we  are  working  to  find  solutions 
j;hat  are  fair  to  everyone.  ★ 
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your  claims  go  through  without  errors. 
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telephone  support. 
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Residents  and  Fellows 


Resident  and  Fellow  Section 
Executive  Council  positions 


By  M.  Walt  Carroll,  MD, 
and  Jeffrey  C.  Bates,  MD 

Various  positions  in  the  Resident 
and  Fellow  Section  (RFS)  are 
available  on  an  annual  basis.  In 
addition  to  the  different  posi- 
tions that  are  available  on  the 

I Executive  Council,  there  are  numerous 
committee  and  council  positions. 

Council  and  committee  positions  re- 
quire attendance  at  meetings,  as  well 
as  a small  written  summary  of  events 
•and  issues  discussed  at  the  meetings 
for  the  minutes  of  the  section.  These 
are  not  high-pressure  positions  and  are 
intended  to  be  informative  and  enjoy- 
able. They  also  allow  you  to  meet 
itnany  of  the  future  leaders  of  organ- 
ized medicine  on  the  state  and  na- 
tional levels.  Everyone  in  the  section  is 
aware  of  the  constraints  of  residency 
;and  fellowship,  and  there  is  a lot  of 
i'  flexibility. 

The  council  and  committee  posi- 
tions often  serve  as  stepping-stones  to 
■ activity  in  the  Texas  Medical  Associa- 
tion House  of  Delegates,  as  well  as  the 
American  Medical  Association.  If  you 
I participate  in  the  RFS,  you  can  pro- 
pose resolutions  that,  if  passed,  are  re- 
jferred  on  to  the  AMA  Resident  and 
iFellow  Section.  Many  meaningful 
things  are  discussed  and  decided  at 
these  meetings. 

Unfortunately,  there  has  been  lim- 
hted  participation  in  the  section  in  the 


past.  More  recent  trends  indicate  that 
the  section  is  becoming  more  active  be- 
cause of  increased  interest.  We  hope 
that  this  increased  interest  continues, 
and  we  thank  Texas  Medicine  for  its 
help  in  this  endeavor.  TMA  provides  a 
stipend  to  all  residents  and  fellows  who 
attend  the  meetings.  The  stipends  are 
very  helpful  with  travel  expenses.  It 
also  has  become  a recent  tradition  that 
the  chair  will  contact  your  residency  di- 
rector via  letter  thanking  him  or  her  for 
allowing  your  participation  in  the  Resi- 
dent and  Fellow  Section. 

The  following  is  a summary  of  ma- 
jor positions. 

Chair 

This  person  presides  over  all  meetings 
of  the  RFS  and  Executive  Council.  He 
or  she  is  the  head  of  the  section  and,  as 
much  as  is  practical,  visits  various  areas 
of  the  state  in  the  interest  of  the  RFS, 
when  necessary.  The  chair  also  serves 
as  an  advisor  to  the  section’s  delegates 
and  alternate  delegates  to  the  TMA 
House  of  Delegates  and  as  the  coordi- 
nator of  the  TMA-RFS  Delegation  to 
the  AMA-RFS  Assembly. 

Chair-elect 

In  the  absence  of  the  chair,  the  chair- 
elect  assumes  the  duties  of  the  chair. 
The  chair-elect  becomes  chair  the  fol- 
lowing year. 

Secretary 

The  secretary  records  the  minutes  of  all 
meetings  of  the  RFS  and  Executive 
Council. 


M.  Walt  Carroll,  MD  Jeffrey  C.  Bates,  MD 


Delegates  to  the 
TMA  House  of  Delegates 

The  four  delegates  have  the  authority 
to  introduce  resolutions  in  accordance 
with  the  Constitution  and  Bylaws  of 
TMA.  Each  delegate  represents  the  RFS 
as  a voting  member  of  the  House  of  Del- 
egates during  its  meeting  at  TexMed 
and  at  its  interim  session.  Delegates 
also  provide  activity  reports  (verbal  or 
written)  to  meetings  of  the  RFS  and  Ex- 
ecutive Council.  In  addition,  delegates 
are  members  of  the  TMA-RFS  Executive 
Council  and  attend  all  meetings  of  the 
council.  If  any  member  of  the  RFS  Ex- 
ecutive Council  fails  to  attend  two  con- 
secutive scheduled  meetings,  the 
position  will  be  declared  vacant. 

Alternate  delegates  to  the 
TMA  House  of  Delegates 

An  alternate  delegate  serves  in  the 
place  of  an  absent  delegate  upon 
proper  transfer  of  credentials,  which  is 
defined  as  the  endorsement  of  creden- 
tials by  the  delegate,  chair,  chair-elect, 
or  secretary.  The  term  of  office  coin- 
cides with  that  of  the  delegate  — 1 
year  immediately  following  election  at 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  yon  with  the 
solutions  to  your  medical  malpractice  insurance  problems. 


W e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 


For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 


(800)  622-9296 


or  in  Houston 


(713)  622-9296 


Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgeiv  Centers 
Ambulatory  Care  Centers  • I'niquc  Healthcare  Insurance  Requests 


Announcement! 


New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 


Residents  and  Fellows 


TexMed  — and  continues  through  con- 
clusion of  the  next  TexMed. 

Alternate  delegates  attend  the 
House  of  Delegates  annual  and  interim 
meetings.  If  a TMA  delegate  from  the 
section  is  unavailable,  an  alternate  del- 
egate represents  the  section  as  a voting 
member.  In  addition,  alternate  dele- 
gates are  members  of  the  TMA-RFS  Ex- 
ecutive Council  and  attend  all  of  its 
meetings. 


Immediate  past-chair 

The  immediate  past-chair  is  a member 
of  the  RES  Executive  Council  and  has 
the  right  to  vote. 

Questions  regarding  the  Resident 
and  Fellow  Section  can  be  directed  to 
Ann  Pargac,  section  coordinator  in  the 
TMA  Membership  Department,  at 
(800)  880-1300,  ext  1402,  or  (512) 
370-1402. 


2000-2001  Executive  Council 

Members  of  the  2000-2001  TMA  Resi- 
dent and  Fellow  Section  Executive 
Council  are: 


Jeffrey  Bates,  MD,  Belton,  chair; 
Mark  E.  Green,  MD,  Marker  Heights, 
chair-elect; 

Sandra  Parker,  MD,  San  Antonio, 
secretary; 

Michael  Ready,  MD,  Lubbock,  TMA 
delegate; 

Christina  Belle-Henry,  MD,  Lubbock, 
TMA  delegate; 

Matt  Ratcliff,  MD,  College  Station, 
TMA  delegate; 

Shakeeb  Chinoy,  MD,  San  Antonio, 
TMA  delegate; 

Lenore  DePagter,  DO,  Temple,  alter- 
nate delegate  to  AMA  House  of  Del- 
egates; 

Cheryl  Hill,  MD,  San  Antonio,  TMA 
alternate  delegate; 

Joel  Shulkin,  MD,  San  Antonio, 
TMA  alternate  delegate; 

Michael  Decherd,  MD,  Galveston, 
TMA  alternate  delegate;  and 
Zoltan  Trizna,  MD,  Houston,  imme- 
diate past  chair  ★ 
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Dr  Bates  is  chair  of  the  Resident  and  Fellow  Section. 
Dr  Carroll  is  a former  delegate  to  TMA. 
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; Newsmakers 


: Urologist  John  E.  Bertini,  Jr,  MD,  has  been 
i named  president  of  the  Board  of  Gover- 
; nors  of  The  Doctors’  Club  of  Houston. 

I Austin  cardiologist  Mary  Beth  Cishek, 

I MD,  was  named  Cardiac  Caregiver  of 
the  Year  at  the  Austin  Heart  Ball  in 
April.  She  was  one  of  more  than  650 
nominees  for  the  award. 

1 

Michael  E.  DeBakey,  MD,  chancellor 
j emeritus  and  professor  of  surgery  at 
I Baylor  College  of  Medicine,  was  one  of 
I 84  honorees  to  be  named  a “Living  Leg- 
t end”  by  the  Library  of  Congress  as  part 
I of  its  bicentennial  celebration  in  April. 

3 Walter  P.  Dyck,  MD,  senior  associate  dean 
at  Texas  AScM  University  System  Health 
Science  Center  College  of  Medicine,  has 
been  honored  with  the  establishment  of 
a lectureship  in  his  name  by  Scott  & 
White  Memorial  Hospital.  The  lecture- 
ship will  highlight  various  subjects  in 
gastroenterology. 

H Melissa  Garretson,  MD,  Fort  Worth,  has 
! been  elected  a delegate  to  the  Ameri- 
ij  can  Medical  Association  from  the 
American  Academy  of  Pediatrics. 

G 

Robert  D.  Greenberg,  MD,  Temple,  has 
been  elected  president  of  the  Texas  Col- 


John  E.  Bertini,  Jr,  MD  Walter  P.  Dyck,  MD 


lege  of  Emergency  Physicians.  He  is 
medical  director  of  the  Medivac  1 heli- 
copter service,  the  Critical  Care  Trans- 
port Team,  and  the  ON  CALL  Center  at 
Scott  & White  Memorial  Hospital. 

The  Dallas  Academy  of  Ophthalmology 
has  elected  Gordon  C.  Keehn,  MD,  as 
president.  Other  officers  are  Henry  Ge- 
lender,  MD,  vice  president;  Jeffrey  Whit- 
man, MD,  treasurer;  and  Maurice  G. 
Syrquin,  MD,  program  chair. 

Alfred  B.  Knight,  Jr,  MD,  has  become 
president  and  chief  executive  officer  of 
Scott  & White  Memorial  Hospital,  the 
Scott,  Sherwood  and  Brindley  Founda- 
tion, and  the  Scott  & White  Health  Plan 
in  Temple. 

Fort  Worth’s  Harris  Methodist  Hospital 
has  named  obstetrician-gynecologist 
Tracy  Kobs,  MD,  physician  of  the  year. 


I Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
i section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
I tion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis« 
I cretion  of  the  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine,  401  W 15th 
I St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_  b@texmed.org. 

I 

j Tel  800.880.1300 


Gordon  C.  Keehn,  MD  Alfred  B.  Knight,  Jr,  MD 


Basil  A.  Pruitt,  Jr,  MD  William  L.  Rayburn,  MD 


Charles  H.  McCollum,  MD,  received  the 
Distinguished  Houston  Surgeon  Award 
from  the  Houston  Surgical  Society. 

His  support  of  African  American  sur- 
geons throughout  his  40-year  military 
and  academic  career  has  earned  Basil  A. 
Pruitt,  Jr,  MD,  election  as  an  honorary 
fellow  of  the  Society  of  Black  Academic 
Surgeons.  Dr  Pruitt  is  a clinical  professor 
of  surgery  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 
and  longtime  director  of  Brooke  Army 
Medical  Center’s  (BAMC’s)  burn  treat- 
ment unit.  In  addition  to  supporting 
African  American  surgeons  in  their  aca- 
demic endeavors  while  commander  and 
director  of  the  Institute  of  Surgical  Re- 
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search  at  BAMC,  Dr  Pruitt  supported 
naming  African  Americans  to  the  edito- 
rial board  of  the  Journal  of  Trauma  and 
to  the  board  of  directors  of  the  American 
Trauma  Society. 

The  Texas  Association  of  Obstetricians 
and  Gynecologists  (TAOG)  elected  new 
officers  for  2000-2001  at  its  annual 
meeting  in  San  Antonio  in  April.  William 
L.  Rayburn,  MD,  is  the  new  president.  He 
is  the  medical  director  of  the  Scott  & 
White  Clinic  in  College  Station.  Other 
TAOG  officers  for  2000-2001  are  G.  Dou- 
glas Tatum,  MD,  Fort  Worth,  president- 
elect; Kathy  B.  Porter,  MD,  Lubbock,  vice 
president;  James  L.  Hadnott,  MD,  San  An- 
tonio, past  president;  Dudley  P.  Baker, 
MD,  Temple,  secretary-treasurer;  Robert 
E.  Schorlemer,  MD,  San  Antonio,  chair, 
Texas  Section  of  the  American  College  of 
Obstetricians  and  Gynecologists;  and 
Roland  Baiza,  MD,  College  Station,  and 
David  D.  Vineyard,  MD,  Temple,  junior  fel- 
low representatives.  New  councilors  are 
Harmon  Kelley,  MD,  San  Antonio;  Diane 
Brinkman,  MD,  Austin;  and  Patti  Ross, 
MD,  Houston.  William  J.  McGanity,  MD, 
professor  emeritus  in  the  Department  of 
Obstetrics  and  Gynecology  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston, received  the  association’s  2000 
Baden-Gibbs  Award  for  exemplary  serv- 
ice to  women’s  health  and  the  practice  of 
obstetrics  and  gynecology. 

The  University  of  Texas  Health  Center 
at  Tyler  has  named  David  R.  Shafer,  MD, 
the  George  A.  Hurst  Distinguished  Pro- 
fessor in  Whole  Person  Medicine.  Dr 
Shafer  is  associate  chair  and  professor 
of  Primary  Care  Services  at  UT-Tyler. 

Deaths 


Philip  A.  Belleggie,  MD,  85;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1939;  died  April  28,  2000. 

James T.  Curry,  MD,  73;  Waco;  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  1961;  died  May  9,  2000. 

William  P.  Devereux,  MD,  93;  Dallas;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1932;  died  April  30,  2000. 


Michael  C.  Kendrick,  MD,  93;  Corpu 
Christi;  The  University  of  Texas  Med 
ical  Branch  at  Galveston,  1934;  diei 
May  4,  2000. 

Jung  Woo  Lee,  MD,  55;  El  Paso;  Kyung 
book  National  University,  Taegu,  Korea 
1969;  died  February  26,  2000. 

Edward  J.  Mears,  MD,  82;  McAllen;  Uni 
versify  of  Virginia  School  of  Medicine 
1950;  died  April  2,  2000. 

Rex  D.  Prewit,  MD,  73;  Botget;  The  Uni 
versify  of  Texas  Medical  Branch  a 
Galveston,  1953;  died  April  16,  2000. 

Harold  Warshaw,  MD,  82;  Lubbock;  Jel 
ferson  Medical  College  of  Thomas  Jef 
ferson  University,  1942;  died  Februar 
8,  2000. 

Richard  L.  Wascher,  Jr,  DO,  56;  San  An 
tonio;  Kansas  City  College  of  Osteo 
pathic  Medicine,  1974;  died  March  22 
2000. 

Hargrove  F.  Wooten,  MD,  74;  Houston 
Meharry  Medical  College  School  o 
Medicine;  1965;  died  March  26,  2000 

Editor's  Note:  The  May  issue  of  Texa 
Medicine  incorrectly  reported  the  dead 
of  Herman  E.  Warshaw,  MD.  Dr  Hermai 
Warshaw  lives  in  Houston.  Texas  Medi 
cine  regrets  the  error. 
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ief  us  give  you  a hand. 

Practice  management  can  be  a three-ring  circus.  Utilize  our  expertise  for  an  extensive 
array  of  practice  management  consulting  services  including:  hilling  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 


^ Tex 


TexasMedical 

Association 


Physician 
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(800>  523-8776 

pi  lysicku  i_services@teA‘i  > ied.org 


TMA  Summit  2000  scheduled 
September  15-16  in  Austin 


Managed  care  and 
antitrust  issues, 
patient  safety, 
and  politics  will 
be  among  the 
topics  discussed 
at  TMA  Summit 
2000;  Advocacy, 

Policy,  Professionalism  on 
Friday  and  Saturday,  Sep- 
tember 15-16,  at  the  Renais- 
sance Austin  Hotel.  The 
summit  is  the  first  combined  TMA  Fall 
Conference  and  House  of  Delegates  in- 
terim session. 

The  summit  begins  at  6:30  am  on 
Friday  with  a “dawn  duster”  session  on 
antitrust  legislation,  featuring  a private 
attorney  and  Mark  Tobey,  JD,  a lawyer 
in  the  Antitrust  Section  of  the  Texas  At- 
torney General’s  Office  Consumer  Pro- 
tection Division. 

The  opening  session  of  the  House  of 
Delegates  begins  at  8 am.  Reference 
committees  will  meet  when  the  House 
recesses. 

A luncheon  — hosted  by  the  Texas 
Medical  Liability  Trust  — is  scheduled 
for  noon.  It  will  be  followed  by  the  con- 
ference’s general  session  from  2 to  5 
pm.  Speakers  will  include: 


• American  Medical  Association  Presi- 
dent Randolph  Smoak,  MD. 

• Former  AMA  President  Nancy  W. 
Dickey,  MD,  of  College  Station.  A 
founding  member  and  past  chair  of 
the  National  Patient  Safety  Founda- 
tion, she  will  discuss  improving  med- 
ical outcomes  and  reducing  errors. 

• Steve  H.  Murdock,  PhD,  chief  de- 
mographer for  the  Texas  State  Data 
Center  and  director  of  the  Center  for 
Demographic  and  Socioeconomic 
Research  and  Education  at  Texas 
A&M  University. 

The  Texas  Medical  Association  In- 
surance Trust  will  host  a reception  from 
5:15  to  6:30  pm. 

Saturday’s  activities  begin  with 


county  medical  society  and 
district  caucuses  from  6:30 
to  8:45  am,  followed  by  the 
meeting  of  the  House  of  Del- 
egates at  9 am.  A panel  dis- 
cussion to  update  physicians 
on  managed  care  legal  is- 
sues — moderated  by  Fort 
Worth  attorney  George 
Parker  Young,  JD  — will  be 
held  during  the  House  meet- 
ing Saturday  morning. 

A box  lunch  will  begin  when  the 
House  adjourns  and  will  close  out  con- 
ference activities.  Speakers  will  be  Paul 
Burka,  executive  editor  of  Texas 
Monthly  magazine,  and  Harvey  Kron- 
berg,  political  analyst  and  editor  and 
publisher  of  Harvey  Kronberg’s  Quo- 
rum Report.  They  will  give  a state-of- 
the-state  political  report  and  an 
election  preview. 

The  conference  program  is  approved 
for  continuing  medical  education 
credit.  There  is  no  charge  for  TMAi 
members  and  guests.  The  cost  for  non-  j 
members  is  $200. 

For  more  information,  call  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
e-mail  amy_e@texmed.org;  or  visit  the 
TMA  Web  site  at  www.texmed.org.  ★ 
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FMA  Foundation  welcomes 
iew  major  donors 


Texas  Medical  Association’s  phil- 
anthropic arm,  the  TMA  Founda- 
tion (TMAF),  has  added  several 
new  members  to  the  list  of  major 
donors.  They  are: 


• Dr  and  Mrs  Joseph  M.  Abell,  Jr; 

• Dr  and  Mrs  Roberto  J.  Bayardo; 

• Dr  and  Mrs  Harry  K.  Davis; 

• Dr  and  Mrs  Jim  and  Charli  Rohack; 
and 

• Dr  Janet  E.  and  Dr  Robert  H. 
Squires. 


Drs  Abell,  Davis,  and  Rohack  are 
nembers  of  the  TMAF  Board  of 
Trustees.  Dr  Abell  is  immediate  past 
^resident  and  current  chair  of  the  De- 
velopment Committee.  Dr  Davis  also 


serves  on  the  Development  Committee. 
Dr  Rohack,  TMA  president,  serves  on 
the  Finance  Committee.  Dr  Janet 
Squires  is  a former  board  member. 

As  of  May,  there  were  24  major 
donors  to  the  TMA  Foundation.  Twenty 
were  at  the  $10,000-$24,999  level,  two 
at  the  $25,000-$49,999  level,  and  two  at 
the  $50,000-$99,999  level.  There  also 
will  be  a category  of  donors  of  $100,000 
or  more.  They  will  be  recognized  as  char- 
ter major  donors  on  the  first  phase  of  the 
Gift  of  Health  Wall,  which  recognizes 
those  who  have  donated  or  pledged 
$10,000  or  more,  to  be  placed  on  the 
10th  floor  of  the  TMA  building.  The 
deadline  for  qualifying  as  a charter  major 
donor  is  December  31,  with  the  option  of 
extending  payment  until  June  30,  2001. 

Since  fundraising  began  in  the  early 
1990s  with  the  Legacy  of  Caring  Cam- 
paign, thousands  of  physicians  and 


their  families  have  become  donors  to 
TMAF  and  helped  to  make  many  of 
TMA’s  disease  prevention  and  education 
projects  possible.  These  include  Project 
WATCH,  Shots  Across  Texas,  Hard  Hats 
for  Little  Heads,  and  Live  & Then  Give. 

“My  perspective  is  that  the  founda- 
tion has  evolved  into  a valuable  re- 
source to  achieve  medicine’s  health, 
science,  and  public  relations  goals,” 
said  Dr  Abell,  a member  of  the  TMAF 
board  since  its  inception  in  1995. 
“Through  the  programs  funded,  TMAF 
has  enabled  members  of  TMA  and 
TMAA  to  have  an  ever-increasing  role 
in  improving  the  health  of  all  Texans 
and  in  emphasizing  the  proper  role  of 
science  in  medical  decision-making 
and  health  care.” 

For  more  information,  call  (800) 
880-1300,  ext  1665,  or  (512)  370-1665; 
or  e-mail  claire_v@texmed.org.  ★ 


Modest  raises  predicted  for  Average  salaries  for  physician  office  staff 
physician  office  staff  


Employee  Less  Than  2 Years  2-5  Years  5-r  Years 


hysician  office  staff  employees 

I Bean  expect  smaller  raises  this 

Administrator 

$61 ,634 

$63,897 

$61,710 

year,  according  to  an  annual 

Business  manager 

$49,544 

$49,311 

$45,9.50 

fl  survey  by  The  Health  Care 

Office  manager 

$34,922 

$35,305 

$39,391 

fl  Group,  a Plymouth  Meeting, 

Billing  coordinator 

$12.49 

$13.65 

$14.56 

Pa,  consulting  firm.  The  survey 

Bookkeeper 

$11.59 

$13.45 

$14.77 

shows  personnel  costs  continue  to  be 

Data  entry  clerk 

$ 9.19 

$ 9.92 

$11.63 

the  highest  expense  for  most  med- 

File  clerk 

$ 7.43 

$ 8.01 

$ 9.53 

ical  practices. 

Insurance  clerk 

$10.39 

$10.81 

$11.82 

Physicians  responding  to  the  sur- 

Lab  technician 

$11.18 

$13.20 

$14.31 

vey  indicate  that  they  expect  to  in- 

Practical  nurse 

$10.75 

$11.90 

$12.81 

crease  their  staff  salaries  between 

Managed  care  coordinator 

$11.71 

$12.18 

$14.38 

2.64%  and  5.07%  in  2000.  Last 

Medical  assistant 

$ 9.46 

$10.45 

$11.92 

year’s  raises  averaged  between 

Medical  secretary 

$10.38 

$10.97 

$12.57 

2.79%  and  5.11%.  The  survey  cov- 

Multipurpose  worker 

$ 9.12 

$10.22 

$11.62 

ered  more  than  1,100  practices  in 

Nurse  practitioner 

$26.42 

$26.90 

$27.69 

various  specialties. 

Physician  assistant 

$27.20 

$28.80 

$31.97 

As  reported  in  the  April  10,  2000, 

Receptionist 

$ 9.04 

$ 9.86 

$11.34 

issue  of  Medical  Economics  magazine, 

Registered  nurse 

$15.08 

$16,12 

$17.76 

The  Health  Care  Group  survey  listed 

Ultrasound  technician 

$20.75 

$19,84 

$22.05 

average  salaries  for  various  positions 
based  on  length  of  employment  with 

X-ray  technician 

$13.58 

$14.34 

$16.46 

the  practice  of  less  than  2 years,  2 to 

5 years,  and  more  than  5 years. 

hourly  pay  was  listed  for  other  staff 

Medical  Economics 

or  The  Health 

8alaries  for  administrators,  business 

members.  The  results  are 

shown  in 

Care  Group’s  Web 

site  at  WWW. 

managers,  and  office  managers  were 

the  accompanying  table. 

thehealthcaregroup.com/resource 

listed  on  an  annual  basis,  while 

For  more  survey  information,  see 

center/sss.htm.  ★ 
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CONNECT  TO  TMA 


TMA  switchboard 

(800)  880-1300 

Impaired  Physicians 

(800)  880-1640 

Insurance 

(800)  880-8181 

Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 

info@texmed.org 

Advertising 

advertising@texmed.org 

Continuing  Medical  Education 

cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 


TDI  posts  insurance  company 
information  on  the  Internet 


Looking  for  the  scoop  on  Texas  in- 
surance companies,  including 
complaint  comparisons?  Then 
take  a look  at  the  Texas  Depart- 
ment of  Insurance  (TDI)  Web  site 
at  www.tdi.state.tx.us. 

Information  on  more  than  2,700 
Texas  insurers,  including  health  main- 
tenance organizations  (HMOs)  and 
third-party  administrators,  has  been 
posted  on  the  TDI  site.  The  agency  will 
continue  to  mail  or  fax  printed  com- 
pany profiles  to  people  without  Inter- 
net access.  To  request  the  information, 
call  (800)  252-3439. 

Information  in  a company’s  profile 
includes: 

• Its  home  office  address,  business 
telephone  number,  and  toll-free 
number. 

• Names  of  top  company  officers. 

• Length  of  time  it  has  been  in  business. 
• Types  of  insurance  it  is  licensed  to  sell. 
• Name  and  address  of  its  attorney 
and  notice  of  any  lawsuits  filed 
against  the  company  in  Texas. 

• Links  to  the  Web  sites  of  five  finan- 
cial rating  services  that  may  be  used 
to  obtain  a financial  rating  for  the 
company.  The  services  are  A.M. 
Best,  Standard  & Poor’s,  Duff  & 
Phelps,  Moody’s,  and  Weiss. 

• Financial  information,  including  as- 
sets and  liabilities  and  premiums 
collected  in  Texas. 

• Complaint  data,  including  indexes 
that  tell  whether  a company’s  ratio 
of  justified  complaints  to  total  poli- 
cyholders is  better  or  worse  than  av- 
erage. A complaint  index  lower  than 
1.0  indicates  fewer  justified  com- 
plaints than  average.  An  index 
higher  than  1.0  indicates  an  above- 
average  ratio  of  complaints  to  total 
policyholders. 

• Company  history,  including  fines  and 
other  penalties  imposed  by  TDI  and 
the  insurance  departments  of  other 
states.  The  history  also  includes 
mergers,  acquisitions,  name  changes, 
receiverships,  and  nonconfidential 
actions  taken  by  TDI  to  rehabilitate 
financially  troubled  companies. 


To  find  a company  profile  on  the  TDI 
site,  look  under  “Quick  Access”  on  thel 
right  side  of  the  home  page  for  “INS. 
COMPANY  PROFILES”  or  “HMO  PRO- 
FILES.” ★ 


Medical  students  attend 
POEP  cancer  programs 


The  Physician  Oncology  Educationi 
Program  (POEP)  awarded  28: 
Texas  medical  students  scholar- 
ships to  attend  cancer  educationj 
programs  or  cancer-related  com-i 
munity  events  this  year.  They  were: 

• Scott  Akins,  Todd  Akins,  Lisa  Bassili,i 
Louis  Brezina,  Eric  Chan,  Travis 
Crudup,  Ramyar  Gilani,  and  D. 
Michael  Ready,  Texas  Tech  University 
Health  Sciences  Center  at  Lubbock; 

• Afshin  Sean  Ashrafin,  Robert  Buell, 
John  Nguyen,  and  Shilpen  Patel, 
The  University  of  Texas  Medical 
Branch  at  Galveston; 

• Rosemary  Castoreno,  Damien  Lu- 
viano,  Mee  Mee,  Robin  Miller,  and 
Trang  Lee,  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas; 

• Elizabeth  Coon,  Sandeep  Kodityal, 
Jeffrey  W.  Lim,  Drew  Moghanaki,  Tu 
Nguyen,  Nguyen  Phan,  and  Amir 
Steinberg,  Texas  Tech  University 
Health  Sciences  Center  at  El  Paso; 

• Nathan  W.  Hales,  The  University  of 
Texas-Houston; 

• Matthew  Margolis  and  Tad  Pierce, 
the  University  of  North  Texas  Health 
Science  Center  at  Fort  Worth;  and 
• Marie  Malcom,  Texas  A&M  Health 
Science  Center  at  Temple. 

POEP  provides  Texas  physicians  and 
medical  students  with  state-of-the-art 
information  about  cancer  prevention, 
screening,  and  early  detection.  Funds 
for  the  scholarships  are  available  each 
September. 

For  more  information,  contact  POEP 
at  (800)  880-1300,  ext  1672,  or  (512)1 
370-1672;  e-mail  poep@texmed.org;i 
or  visit  the  POEP  Web  site  at 
www.poep.org.  ★ I 


22 


Texas  Medicine  Rounds 


www.texmed.org 


The  July  issue  of  “MedBytes"  brings  you  Web  sites  covering 
blood-related  issues  and  the  blood  supply  situation. 

American  Association  of  Blood  Banks 

Visit  www.aabb.org  for  the  latest  news  on  the  blood  supply,  dis- 
eases affecting  the  blood,  transfusion  information,  and  more. The 
site  contains  links  to  a calendar  of  upcoming  events,  facts  about 
blood  and  blood  banking  and  transfusion-transmitted  diseases, 
and  a special  section  of  interest  to  medical  professionals. The  site 
also  gives  links  to  outside  sites,  such  as  government  agencies, 
and  to  outside  resources  and  organizations. 

America’s  Blood  Centers 

For  links  to  the  larger  blood  banks  inTexas,  go  to  www.americas 
blood.org.  Users  can  click  on  a state  to  locate  their  nearest  blood 
center,  and  also  find  information  about  the  America’s  Blood  Center 
Foundation,  and  facts  and  news  about  blood  and  blood  donation. 

American  Red  Cross 

Located  at  www.redcross.org,  this  site  provides  news  of  recent 
disasters  and  people  who  need  blood  or  other  help. The  site  gives 
links  to  Red  Cross  services,  a calendar  of  events,  information 
about  how  to  help,  and  a list  of  organizations  that  have  recently 
supported  the  Red  Cross. 

National  Institutes  of  Health 

Visit  NIH's  Web  site  at  www.nih.gov/index.html,  and  type 
“blood  supply.”  You’ll  find  links  to  recent  blood-related  articles 
such  as  “Blood  Supply  Safe,  But  More  Needed,”  and  “Monitoring 
the  Blood  Supply.” 


MedLine  Plus 

MedLine  Plus,  at  www.nlm.nih.gov/medlineplus,  allows  you  to 
choose  a topic  by  category.  By  selecting  “Blood/Lymphatic  Sys- 
tem,” you'll  pull  up  links  to  topics  such  as  blood  transfusion,  bone 
marrow  diseases,  bleeding  disorders,  anemia,  and  cholesterol. 

Armed  Services  Blood  Program 

This  program's  site  is  located  at  www.tricare.osd.mil/asbpo. 
Each  year,  military  blood  donor  centers  need  to  collect  110,000 
units  of  whole  blood.  The  site  provides  links  to  a mission  state- 
ment, organization  chart,  general  information,  and  recently  pub- 
lished articles  on  the  site. You  can  also  search  the  site  by  key  word. 

National  Hemophilia  Foundation 

Go  to  www.infonhf.org  for  bleeding  disorders  information,  blood- 
related  news,  links  to  the  latest  research  being  performed,  informa- 
tion about  hepatitis,  and  a schedule  of  the  foundation’s  conferences 
and  events.  The  site  also  provides  a list  of  outside  Web  sites  relat- 
ing to  blood. 

Texas  Medical  Association 

Visit  TMA’s  recently  redesigned  Web  site  at  www.texmed.org 
and  click  on  “Gateway  to  Health  Resource  Links.”  This  area  of 
TMA’s  site  was  approved  by  theTMA  Library  and  Council  on  Pub- 
lic Health  as  providing  links  to  credible  health  and  medical  re- 
sources. The  Gateway  gives  clinical  information  designed  for 
physicians,  as  well  as  resources  for  patients.  Topics  to  search  in- 
clude consumer/public  health,  clinical  information,  journal  links, 
health  in  the  news,  health  science  libraries,  and  drug/pharmacy  in- 
formation. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Researchers  at  The  University  ofTexas  Southwestern  Medical  Center  at  Dallas  say  a 
study  of  87  women  shows  that  many  incontinent  women  who  are  diagnosed  with  “over- 
active  bladder”  may  have  bladder  obstructions  their  physicians  missed.  A fifth  of  the 
women  studied  had  obstructions.  Journal  of  Urology,  6/00 

Depressed  men  have  a greater  risk  of  dying  from  heart  disease  than  depressed  women 
do,  according  to  Ohio  State  University  researchers  who  followed  almost  8,000  men  and 
women  in  a 10-year  national  health  and  nutrition  survey.  Archives  of  Internal  Medicine, 
5/8/00 

Another  group  of  researchers  at  the  University  of  North  Carolina  at  Chapel  Hill  who 
studied  more  than  12,000  people  say  people  who  have  normal  blood  pressure  but  who 
are  prone  to  anger  are  at  increased  risk  for  heart  disease.  Circulation,  5/2/00 

Johns  Hopkins  University  scientists  say  human  papilllomavirus  has  been  found  to 
cause  tumors  in  the  tonsils  and  at  the  base  of  the  tongue.  Journal  of  the  National  Can- 
cer Institute,  5/2/00 

Death  rates,  recurrence  of  myocardial  infarctions,  and  hospital  readmissions  were 
lower  when  ACE  inhibitors  were  used  in  treating  patients  with  heart  failure  or  left  ven- 
tricular dysfunction,  report  researchers  at  Hamilton  General  Hospital  in  Canada  and  at 
the  University  of  Michigan.  The  Lancet,  5/6/00 

US  and  British  researchers  who  examined  more  than  285,000  patient  charts  in  the 
United  Kingdom  say  there  is  no  link  between  intranasal  corticosteroids  and  cataracts. 
Journal  of  Allergy  and  Clinical  Immunology,  5/00 

Research  by  Italian  scientists  has  confirmed  earlier  studies  that  eating  meat  can  lead 
to  colorectal,  pancreatic,  and  stomach  cancers.  Their  examination  of  almost  8,000  pa- 
tients showed  no  link  between  red  meat  and  breast,  thyroid,  or  lymphatic  system  can- 
cers. International  Journal  of  Cancer,  5/1/00 

A study  of  55  patients  by  researchers  at  the  University  of  Goettingen  in  Germany  indi- 
cates that  Epstein-Barr  virus  may  favor  the  development  of  rheumatoid  arthritis.  The 
Journal  of  Rheumatology,  4/00 

Clonidine  may  be  useful  in  reducing  the  frequency,  duration,  and  severity  of  “hot 
flashes”  in  postmenopausal  women  being  treated  for  breast  cancer  with  tamoxifen. 
University  of  Rochester  researchers  report.  Annals  of  Internal  Medicine,  5/15/00 


Doctors  should  emphasize 
systolic  blood  pressure 


Physicians  need  to  pay  more  at-l 
tention  to  the  top  number  in' 
blood  pressure  readings.  That’si 
the  word  from  the  National  Insti- 
tutes of  Health  (NIH). 

In  an  advisory  to  physicians  in  May, 
NIH  said  that  one  reason  millions  of 
Americans  do  not  have  their  blood  pres- 
sure under  control  is  that  physicians 
still  believe  the  old  myth  that  systolic 
pressure  is  not  important.  Only  one! 
fourth  of  those  with  hypertension  have 
their  condition  adequately  controlled, 
NIH  stated.  Among  those  who  don’t, 
systolic  pressure  is  the  biggest  problem. 

According  to  the  advisory,  ideal; 
blood  pressure  is  120  over  80  or  lower. 
High  blood  pressure  is  above  140  over 
90.  Even  if  the  diastolic  pressure  is  nor- 
mal, patients  still  need  to  get  the  systolic 
pressure  under  140,  the  report  said. 

“While  physicians  have  known  that 
treatment  of  hypertension  is  important! 
in  prevention  of  cardiovascular  diseasel 
and  stroke,  much  of  the  emphasis  hasi 
been  on  the  diastolic  side,”  said  TMA 
President  Jim  Rohack,  MD,  a Templei 
cardiologist.  “We  have  known  that  re- 
duction in  systolic  blood  pressure  isi 
also  important.” 

But  Dr  Rohack  warns  that  reducing' 
systolic  blood  pressure  too  much  cam 
have  negative  consequences  for  the 
elderly.  “The  natural  aging  process  cre- 
ates stiffer  blood  vessels  as  we  age  be- 
cause of  changes  in  collagen,”  he  said. 
“That  has  resulted  in  many  of  our  eld- 
erly patients  becoming  orthostatic.  The 
frequent  complaints  of  dizziness  and 
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trauma  due  to  falling  have  made  many 
physicians  reluctant  to  drop  the  systolic 
pressure  too  much  with  vasodilator  an- 
tihypertensives. The  NIH  report  re- 
minds the  practicing  physician  of  what 
we  have  known,  but  it  has  not  created 
the  solution  for  the  side  effects  of  our 
current  medical  armamentarium.  Con- 
tinued research  in  better  therapies  is 
needed  for  our  patients.” 

High  blood  pressure  is  one  of  the 
five  risk  factors  for  cardiovascular  dis- 
ease upon  which  TMA’s  Project  WATCH 
focuses.  The  others  are  weight,  activity 
level,  tobacco  use,  and  cholesterol.  Pro- 
ject WATCH  seeks  to  reduce  death  and 
illness  from  heart  disease  and  stroke  by 
increasing  physician  awareness  and  ac- 
countability for  helping  their  patients 
manage  their  risk  factors  for  heart  dis- 
iease  and  stroke.  ★ 

TMF  to  launch  quality 
improvement  project 


Most  physicians  believe  they  con- 
sistently provide  or  recommend 
preventive  care  to  their  Medicare 
patients.  But  the  Texas  Medical 
Foundation  (TMF)  says  many 
would  be  surprised  to  learn  that  the  ac- 
tual utilization  rates  of  preventive  serv- 
ices are  very  low. 

TMF  aims  to  close  the  gap  between 
recommended  practices  and  actual  uti- 
jlization  rates  with  its  Outpatient  Qual- 
ity Improvement  Project.  To  accomplish 
this,  TMF  invites  physicians,  health 
care  practitioners,  and  Medicare  pa- 
tients to  join  it  and  other  peer  review 
organizations  in  a national  effort  to  re- 
duce the  morbidity  and  mortality  asso- 
ciated with  breast  cancer,  influenza 
and  pneumonia,  and  diabetes. 

Medicare  covers  many  of  the  services 
that  can  prevent  or  allay  the  effects  of 
these  costly  and  often  deadly  conditions. 
However,  according  to  Medicare  claims 
‘data,  only  23%  of  Medicare  beneficiaries 
not  enrolled  in  managed  care  plans  had 
,3  pneumococcal  vaccination  between 
|l991  and  1997,  and  only  41.3%  of  fe- 
imale  Medicare  beneficiaries  had  a mam- 
mogram in  1997  or  1998.  Additionally, 
according  to  a recent  sample  of  Texas 
'Medicare  beneficiaries  enrolled  in  man- 


aged care  plans,  only  37.1%  of  patients 
with  diabetes  had  been  getting  yearly 
hemoglobin  Ale  tests,  even  though  the 
American  Diabetes  Association  recom- 
mends at  least  two  per  year. 

Much  of  the  difficulty  in  recom- 
mending and/or  providing  these  and 
other  preventive  services  in  a consis- 
tent, comprehensive  manner  is  due  to  a 
“system  issue,”  not  a “professional  is- 
sue,” says  Mark  Bing,  MD,  MPH,  princi- 
pal clinical  coordinator  for  TMF. 
Physicians  do  not  intentionally  provide 
less-than-optimal  care;  however,  the 
processes  within  their  clinics  may  not 
support  optimal  care.  Additionally,  pa- 
tient adherence  to  recommended  serv- 
ices continues  to  be  a challenge.  Paired 
with  the  ever-increasing  demands  of  to- 
day’s office  environment,  these  can  be 
difficult  obstacles  to  overcome,  he  says. 

TMF  can  help  in  the  implementation 
of  a systematic  approach  to  providing 
care  that  can  translate  into  a time-effi- 
cient practice.  TMF  is  offering  free 
“tool  kits”  to  health  care  professionals 
that  include  preventive  care  flow 
sheets,  patient  education  materials, 
and  information  about  Medicare’s  cov- 
erage of  flu  and  pneumococcal  vaccina- 
tions, mammography,  and  diabetes 
testing  and  services. 

TMF  also  is  offering  free  office  staff 
training,  workshops,  and  office  educa- 
tion videos  for  physicians  participating 
in  the  TMF  Outpatient  Quality  Im- 
provement Project. 

With  TMF’s  help,  practitioners  can 
improve  the  rates  of  preventive  services 
provided  to  all  of  their  patients  and 
demonstrate  their  continued  commit- 
ment to  improving  quality  of  care  and 
quality  of  life  for  Texans,  Dr  Bing  says. 

To  inquire  about  participating  in 
TMF’s  Outpatient  Quality  Improve- 
ment Project  or  to  order  free  tool  kits 
and  other  materials,  contact  Bob  Abel, 
projects  coordinator,  at  (800)  725- 
9216,  or  by  e-mail  at  TXPRO.BABEL 
@SDPS.ORG. 

Texas  Medicine  will  publish  a special 
symposium  issue  on  quality  in  October. 
It  will  feature  articles  written  by  physi- 
cians and  other  experts  on  quality  is- 
sues. Physicians  can  obtain  continuing 
medical  education  credit  by  reading 
the  articles.  ★ 
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Clean  claims 

Insurance  commissioner  adopts  rules  intended  to  speed  up  payment 


ules  developed  by  the  Texas  De- 
partment of  Insurance  (TDI)  to 
define  what  constitutes  a “clean 
claim”  take  effect  August  1.  In- 
surance Commissioner  Jose 
Montemayor  adopted  the  rules 
in  May  as  a result  of  a legislative 
initiative  by  the  Texas  Medical  Associa- 
tion to  help  resolve  “no  pay/slow  pay” 
disputes  between  physicians  and  health 
maintenance  organizations  (HMOs)  and 
insurers  who  issue  benefit  plans  through 
preferred  provider  organizations  (PPOs) . 

Although  the  rules  will  help  improve 
one  of  the  top  hassles  that  physicians 
face  — payment  problems  — they  will 
not  provide  a panacea.  >■  > 


By  Michael  Cushman,  JD, 
and  Wes  Cleveland,  JD 
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Efforts  to  define  a clean  claim  and  to 
speed  up  payment  began  with  passage 
'of  prompt  payment  legislation  in  1997. 
The  original  clean  claim  law  was  de- 
signed to  require  HMOs/PPOs  to  pay 
claims  submitted  by  contracting  physi- 
cians or  other  health  care  professionals 
within  45  days.  This  law  had  two  ma- 
jor problems.  One,  the  “trigger”  for  cal- 
culating the  prompt  payment  period 
was  the  receipt  of  a claim  for  payment 
'■‘with  the  documentation  reasonably 
necessary  to  process  the  claim.”  How- 
ever, in  practice,  the  issue  of  what 
claim  documentation  was  “reasonably 
necessary”  resulted  in  numerous  dis- 
putes between  the  health  plans  and 
physicians.  Two,  it  lacked  administra- 
tive penalties  for  failing  to  pay  a clean 
claim  within  the  statutory  deadline. 

In  1999,  the  legislature  passed 
House  Bill  610  to  correct  the  problems 
in  the  first  law.  It  directed  Commis- 
isioner  Montemayor  to  develop  rules  to 
jgenerally  implement  the  new  law.  “In 
[laymen’s  terms,  the  legislature  lobbed 
the  commissioner  a softball  by  giving 
him  general  authority  to  promulgate 
rules  in  this  regard;  however;  HB  610 
^pitched  him  a curve  when  it  directed 
the  commissioner  to  define  what  is 
ireasonably  necessary’  payment  docu- 
mentation, in  other  words,  a ‘clean 
.claim,’”  said  TMA  General  Counsel 
Donald  P.  Wilcox,  JD. 

' HB  610  did  add  an  important  im- 
provement to  the  prompt  payment  sit- 
uation in  the  form  of  enforcement. 
Under  the  new  law,  if  an  HMO/PPO 
fails  to  pay  a clean  claim  within  45 
days,  the  physician  is  entitled  to  re- 
ceive either  the  billed  charges  on  the 
claim  or  the  amount  payable  under  the 
contracted  penalty  rate.  To  help  re- 
cover this  money,  the  law  allows  the 
iDhysician  to  recover  reasonable  attor- 
ney fees.  Also,  HB  610  allows  the  com- 
'missioner  of  insurance  to  levy  an 
administrative  penalty  of  up  to  $1,000 
per  claim  per  day  against  a noncompli- 
'ant  HMO/PPO. 

! The  following  are  important  provi- 
jsions  of  HB  610; 

!•  The  HMO/PPO  must  provide  a par- 
ticipating physician  with  copies  of 
! all  applicable  utilization  review  poli- 
li  cies  or  procedures,  including  the  re- 
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quired  data  elements  and  claim  for- 
mats. 

• The  law  does  not  apply  to  a capita- 
tion payment  required  to  be  made  to 
a physician  under  an  agreement  to 
provide  medical  care  or  health  care 
services. 

• The  law  applies  to  individuals  or  en- 
tities with  which  an  HMO  contracts 
to  process  claims  or  to  obtain  the 
services  of  physicians. 

A workgroup  formed  by  TMA  laid 
the  foundation  for  development  of  the 
rules  and  made  recommendations  to 
Commissioner  Montemayor.  Work- 
group members  were  TMA,  the  Texas 
Hospital  Association  (THA),  the  Texas 
Association  of  Health  Plans  (TAHP), 
the  Texas  Medical  Group  Managers  As- 
sociation (TMGMA),  and  various  PPOs. 

After  a long  process,  the  insurance 
commissioner  concluded  that  a clean 
claim  basically  consists  of  some  or  all  of 
the  information  found  on  Health  Care 
Financing  Administration  (HCFA)  claim 
forms;  attachments  to  claims  that  are 
required  by  health  plan  contracts  or 
manuals,  or  other  documents  presented 
with  the  proper  notice;  and  additional 
elements  specified  by  health  plan  con- 
tracts, manuals,  or  other  documents 
presented  with  the  proper  notice. 

The  “proper  notice”  provision  refers  to 
a portion  of  the  rules  that  allows  an 
HMO/PPO  to  notify  a physician  of  new 
clean  claim  requirements.  For  example, 
the  HMO/PPO  could  send  the  physician 
an  addendum  to  his  or  her  manual  that 
would  in  effect  modify  the  physician’s 
managed  care  contract.  In  such  a situa- 
tion, the  HMO/PPO  must  allow  60  days 
after  receiving  the  addendum  before  it 
can  modify  the  physician’s  contractual 
clean  claim  requirements.  The  60-day  no- 
tice rules  only  state  that  the  notice  “shall 
identify  with  specificity”  any  contractual 
clean  claim  changes;  however,  they  do 
not  require  that  such  notice  be  promi- 
nently displayed.  Therefore,  physicians 
should  be  alert  to  changes  in  clean  claim 
requirements  that  may  meet  legal  notice 
requirements  but  are  so  hidden  or  incon- 
spicuous so  as  not  to  be  actually  noticed. 

Details 

A clean  claim  does  not  necessarily  mean 
that  the  HMO/PPO  is  obligated  to  pay. 
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but  rather  that  the  claim  conttiins  all  of 
the  elements  necessary  for  an  insurance 
company  to  make  a payment  decision. 
Once  an  HMO/PPO  receives  a clean 
claim,  it  has  up  to  45  calendar  days  to 
take  action  in  one  of  the  following  ways: 

• Pay  the  claim  in  full. 

• Deny  the  claim  in  full  with  a written 
explanation. 

• Pay  a portion  of  the  claim  and  deny 
the  remainder  with  a written  expla- 
nation. 

• Pay  any  portion  of  the  claim  that  it 
admits  is  valid  and  “audit”  the  re- 
maining portion. 

• Audit  the  entire  claim. 

The  audit  occurs  when  the  claim  is 
clean  and  the  HMO/PPO  acknowledges 
coverage  of  the  enrollee  or  insured,  but 
does  not  intend  to  pay  the  entire  con- 
tracted rate  within  the  required  45-day 
period.  The  new  rules  are  careful  to  point 
out  that  the  audit  provision  applies  when 
the  HMO/PPO  acknowledges  coverage 
of  an  enrollee/insured  but  doesn’t  neces- 
sarily acknowledge  payment  responsibil- 
ity for  a particular  treatment  or  service. 
Under  the  audit  provision,  whenever  the 
HMO/PPO  requires  more  than  45  days  to 
process  a clean  claim,  it  must  pay  85%  of 
the  contracted  rate  of  the  portion  that  is 
being  audited  within  the  statutory  or 
contracted  claims  payment  period. 

Although  the  HMO/PPO  is  required 
to  pay  85%  of  an  audited  claim  within 
45  days  of  receipt,  there  is  no  deadline 
for  the  HMO/PPO  to  complete  the  au- 
dit. Once  the  HMO/PPO  completes  the 
audit,  it  will  either  determine  that  it 
owes  the  physician  additional  money 
or  that  the  physician  is  obligated  to  re- 
fund some  or  all  of  the  money  already 
paid  by  the  HMO/PPO. 

If  the  HMO/PPO  owes  additional 
money  to  the  physician,  it  must  pay  the 
physician  within  30  days  after  the  au- 
dit is  complete.  If  the  HMO/PPO  deter- 
mines that  the  physician  is  obligated  to 
return  any  portion  of  the  85%,  then  the 
physician  must  refund  the  money 
within  30  days. 

A HMO/PPO  can  obtain  a refund  of 
any  portion  of  the  85%  amount  via 
chargebacks  or  recoupments.  This 
should  be  troubling  to  physicians  for 
several  reasons,  but  two  stand  out. 
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Information  needed  for 
a clean  claim 

HCFA  1500  Claim  Form  Element 

Medicaid 

Medicare 

Required 

byTDI 

(HMO/PPO) 

Medicaid/Medicare/TOI  Requirements 

Field  1 — Type  of  health  coverage 

R 

N 

N 

Field  1A  — Insured’s/patient's  ID  number 

R 

R 

R 

Field  2 — Patient’s  name 

R 

R 

R 

Field  3 — Patient's  date  of  birth  and  gender 

R 

0 

R 

Field  4 — Insured’s  name 

C 

C 

R 

Medicaid/Medicare:  Refer  to  provider  manual  for  details 

Field  5 — Patient’s  address  (address,  city,  zip) 

0 

0 

R 

Field  6 — Patient's  relationship  to  insured 

N 

C 

R 

Medicare:  Refer  to  provider  manual  for  details 

Field  7 — Insured’s  address 

N 

C 

R 

Medicare:  Refer  to  provider  manual  for  details 

Field  8 — Patient  status 

N 

N 

N 

Field  9 — Other  insured’s  name 

C 

0 

C 

Medicaid  andTDI:  Required  if  patient  is  covered  by  more 

than  one  health  plan 

Field  9A  — Other  insured's  policy/group  number 

C 

0 

C 

TDI:  If  answer  is  “yes"  to  11D,  field  must  be  completed  un- 
less physician  can  document  good  faith,  but  unsuccessful, 

attempt  to  gather  necessary  information 

Field  9B  — Other  insured’s  date  of  birth 

C 

0 

C 

TDI:  If  answer  is  “yes”  to  11D,  field  must  be  completed  un- 
less physician  can  document  good  faith,  but  unsuccessful, 

attempt  to  gather  necessary  information 

Field  9C  — Employer's  name 

C 

0 

C 

TDI:  If  answer  is  “yes"  to  11D,  field  must  be  completed  un- 
less physician  can  document  good  faith,  but  unsuccessful, 

attempt  to  gather  necessary  information 

Field  9D  — Insurance  plan  name 

C 

0 

C 

TDI:  If  answer  is  “yes”  to  11D,  field  must  be  completed  un- 
less physician  can  document  good  faith,  but  unsuccessful, 

attempt  to  gather  necessary  information 

Fields  10A-C  — Relationship  to  patient’s  conditions 

R 

0 

R 

Field  10D  — Reserved  for  local  use 

N 

N 

N 

Field  11  — Insured’s  policy  group/FECA  number 

C 

R 

R 

Medicare/Medicaid:  On  paper  or  electronic  claims,  require 

“none"  if  N/A 

Field  11 A — Birth  date  and  gender 

C 

N 

R 

Medicaid:  Refer  to  provider  manual  for  details 

Field  11B  — Employer  plan  name  or  school 

C 

C 

C 

Medicaid/Medicare:  Refer  to  provider  manual  for  details 

TDI:  Required  if  patient  is  in  a group  plan 

Field  lie  — Insurance  plan  name  or  program  name 

C 

C 

R 

Field  11D  — Another  health  plan  benefit 

N 

N 

C 

TDI:  If  answer  is  “yes,”  must  also  complete  fields  9 and  9A- 
D;  data  not  necessary  if  physician  can  document  good  faith, 

but  unsuccessful  effort,  to  obtain  necessary  information.  If 

answer  is  “no,”  must  be  accompanied  by  documentation 

signed  by  patient  or  insured  that  there  is  no  other  health 
coverage.  Sufficient  documentation  includes  patient  sign-in 

sheet  or  initial  patient  information  sheet. 

Field  12  — Patient’s  or  authorized  person's  signature 

N 

C 

C 

Medicare  andTDI:  Required  for  paper  claims  unless  sig- 
nature is  on  file 

Field  13  — Insured’s  or  authorized  person’s  signature 

N 

R 

R 

Conditioned  on  response  to  #12 

Field  14  — Date  of  current  illness,  injury,  or  preg- 
nancy 

C 

C 

R 

Medicare:  Required  if  services/procedures  provided  as  a 

result  of  an  injury  such  as  auto  accident,  workers’  compen- 
sation, etc  — refer  to  provider  manual  for  details 

Field  15  — If  patient  has  had  same  or  similar  illness 

C 

N 

R 

R = required;  N = not  necessary;  C = conditional;  0 = 

optional 
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Information  needed  for 
a clean  claim 


HCFA  1500  Claim  Form  Element 

Medicaid 

Medicare 

Required 

byTDI 

(HMO/PPO) 

Medicaid/Medicare/TDI  Requirements 

Field  16  — Dates  patient  unable  to  work 

C 

0 

0 

Medicaid:  Refer  to  provider  manual  for  details 

Field  17  — Referring  physician's  name 

0 

C 

0 

Medicare:  Refer  to  provider  manual  for  details 

Field  17A  — Referring  physician’s  UPIN  number 

0 

c 

0 

Medicare:  Refer  to  provider  manual  for  details 

Field  18  — Hospitalization  dates  related  to  current 

service 

c 

N 

N 

Field  19  — Reserved  for  local  use 

N 

c 

N 

Medicaid/Medicare:  Refer  to  provider  manual  for  details 

Field  20  — Outside  diagnostic  services 

c 

c 

N 

Medicaid/Medicare:  Refer  to  provider  manual  for  details 

Field  21  — Diagnosis  codes 

R 

R 

R 

Medicare:  Required  for  physician  services,  but  conditional 

for  other  provider  types  — refer  to  provider  manual 

Field  22  — Medicaid  resubmission  code 

R 

N 

N 

Medicaid:  Refer  to  provider  manual  for  details 

Field  23  — Prior  authorization  number 

C 

C 

C 

Required  if  services  require  preauthorization 

Field  24  — Dates  of  service 

R 

R 

R 

Fields  24B  — Place  of  service  code 

R 

R 

R 

Field  24C  — Type  of  service 

R 

N 

R 

Field  24D  — Procedure  code/modifier 

R/C 

R/C 

R/C 

Procedure  code  required/modifier  conditional  depending  on 

type  of  service 

Field  24E  — Diagnosis  code 

R 

C 

R 

Medicare:  Refer  to  provider  manual  for  details 

Field  24F  — Charges 

R 

R 

R 

Field  246  — Dates  or  units 

R 

R/C 

R 

Field  24H  — EPSDT  (Texas  Health  Steps) 

R 

N 

N 

Medicaid:  Required  for  Texas  Health  Steps/EPSDT  partici- 
pating physicians 

Field  24I  — EMG 

N 

N 

N 

Field  24J  — COB 

N 

N 

N 

Field  24K  — Reserved  for  local  use  (performing 

provider  number) 

R 

C 

N 

Medicaid:  Refer  to  provider  manual  for  details 

Medicare:  Required  depending  on  provider  type  (eg,  group 

practice) 

Field  25  — Federal  tax  ID  number/SSN/EIN 

0 

0 

R 

If  physician  is  in  an  IPA,  health  plan  may  need  IPA  number 

and  individual  provider  number 

Field  26  — Patient's  account  number 

R 

0 

0 

Field  27  — Accept  assignment 

0 

0 

C 

TDI:  Required  if  physician  accepts  Medicare  assignment 

Field  28 — Total  charge 

0 

O 

R 

Field  29  — Amount  paid 

0 

0 

C 

Medicaid:  Required  if  cost-sharing  required 

TDI:  Required  if  physician  has  been  paid  by  patient  or  pa- 
tient’s primary  plan 

Field  30  — Balance  due 

0 

N 

C 

TDI:  Required  if  a patient  or  subscriber  has  paid  an  amount 

to  the  physician 

Field  31  — Signature  of  physician  or  supplier 

N 

R 

R 

Medicare:  Requires  signature  on  paper  claims 

TDI:  Signature  on  file  okay 

Field  32  — Name  and  address  of  facility 

C 

C 

C 

Medicaid:  Name  of  facility  is  conditional;  address  is  optional 

Field  33  — Physician’s/supplier’s  billing  name  and 

address 

R 

R 

R 

Total  required  clean  claim  elements 

19 

13 

27 

Total  conditional  clean  claim  elements 

17 

14 

12 

For  Medicaid  and  Medicare  claims,  refer  to  the  provider  manual  for  specific  instructions  on  completeing  each  data  element. 
Submitting  more  than  the  required  data  elements  (eg,  all  the  elements  required  byTDI)  will  not  result  in  claim  rejection. 

All  elements  must  be  accurate  and  legible. 

R = required;  N = not  necessary;  C = conditional;  O = optional 
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Clean  claims  seminars 


TMA's  Division  of  Medical  Economics  and  Office  of  General  Counsel  will  conduct  a se- 
ries of  workshops  this  month  to  help  physicians  and  their  office  staffs  take  advantage 
of  the  clean  claims  rules  adopted  by  theTexas  Department  of  Insurance.  Issues  such  as 
rule  provisions,  penalties,  contract  language,  and  elements  required  on  a HCFA  1500 
form  to  process  a clean  claim  will  be  covered. 

Speakers  at  the  3-hour  workshops  will  include  Wes  Cleveland,  JD,  TMA  assistant 
general  counsel;  Teresa  Devine,  director  of  health  care  financing  for  TMA;  Michael 
Cushman,  JD,  director  of  health  care  delivery  forTMA;  and  Alan Tolleson, TMA  reim- 
bursement specialist. 

The  seminars  were  developed  for  physicians,  practice  managers,  and  billing/collec- 
tions representatives.  Physicians  can  earn  up  to  3 hours  of  continuing  medical  education. 

The  cost  is  $85  per  person  for  seminars  in  Austin,  Dallas,  Fort  Worth,  and  San  An- 
tonio. The  Houston  seminars  are  $50  per  person  thanks  to  the  Harris  County  Medical 
Society  and  an  educational  grant  from  Pfizer  Pharmaceuticals. 

To  register  by  telephone,  call  (800)  880-1300,  ext  1419,  or  (512)  370-1419. 

The  seminar  schedule  is: 

July  11 

Dallas 

8-11  am 

Renaissance  Dallas  Hotel 

2222  Stemmons  Fwy 


July  19 

Houston 
1-4  pm 

Radisson  Astrodome  Hotel 
8686  Kirby  Dr 


July  11 

Fort  Worth 
2-5  pm 

Green  Oaks  Park  Hotel 
6901  West  Fwy 

July  19 

Houston 
9 am-noon 

Radisson  Astrodome  Hotel 
8686  Kirby  Dr 


July  26 

Austin 
8-11  am 

Doubletree  Hotel 
303  W 5th 

July  26 

San  Antonio 
2-5  pm 

Bexar  County  Medical  Society 
202W  French  Place 


Physicians  and/or  their  office  staff  members  who  cannot  attend  one  of  the  seminars  may 
participate  in  a 2-hour  telephone  conference  on  Tuesday,  July  25. There  will  be  two  sessions, 
from  11  am  to  1 pm  and  from  3 to  5 pm. The  speakers  will  be  Ms  Devine  and  MrTolleson. 

The  fee  is  $85  per  telephone  connection. The  fee  is  based  on  telephone  connections, 
not  the  number  of  participants.  Consequently,  by  using  a speakerphone  and  photocopy- 
ing the  syllabus,  an  entire  practice  may  participate  for  a single  registration  fee.  An  au- 
diotape of  the  conference  will  be  available  for  $85. 

Dialing-in  instructions  for  the  program,  as  well  as  the  Internet  address  to  access 
conference  materials  will  be  e-mailed  to  participants.  Acrobat  Reader,  available  free  at 
www.adobe.com,  will  be  needed.  Copies  of  the  materials  will  be  shipped  to  physicians 
who  do  not  have  Internet  access. 

To  register  for  the  telephone  conference  by  mail,  send  the  registration  form  included 
in  brochures  mailed  toTMA  members  in  late  May  with  a check  or  credit  card  informa- 
tion to  KRM  Information  Services,  Inc,  PO  Box  1187,  Eau  Claire,  Wl  54702.  You  can  reg- 
ister also  by  calling  (800)  775-7654,  or  by  faxing  the  registration  form  and  credit  card 
information  to  (800)  676-0734. 


First,  the  commissioner  said  in  hisi 
rules  that  chargebacks  are  convenient  to 
physicians  because  they  allow  “flexibil- 
ity” in  repayment.  Second,  even  after  all  i 
of  the  parties  in  the  clean  claims  issue; 
agreed  that  HMOs/PPOs  would  be  re- 
quired to  give  physicians  an  itemized 
notice  before  implementing  a charge- 
back,  the  commissioner  did  not  include 
such  a requirement  in  the  rules.  Rich 
Johnson,  director  of  TMA’s  Division  of 
Medical  Economics,  says  the  way  TDI 
handled  the  chargeback  issues  “does  not 
reflect  how  burdensome  and  prone  to 
abuse  chargebacks  are  for  physicians.” 

Helen  Kent  Davis,  director  of  TMA’s 
Office  of  Governmental  Affairs,  says 
TDI  is  already  revisiting  the  notification 
issue.  TDI  is  now  writing  an  amend- 
ment, based  on  the  workgroup’s  origi- 
nal language  “that  will  require  the 
plans  to  provide  an  itemized  list  of 
claims  before  initiating  a chargeback,” 
she  said.  TDI  intends  to  adopt  the 
amendment  before  August  1. 

Another  potential  problem  for 
physicians  in  the  rules  is  the  coordina- 
tion of  benefits  provisions.  The  main 
challenge  is  that  it  seems  from  the 
plain  language  of  the  rules  that  the 
availability  of  electronic  filing  will  be 
reduced.  Although  Commissioner  Mon- 
temayor  uses  HCFA  elements  to  pro- 
vide the  basis  of  the  clean  claim 
requirement,  he  appears  to  differ  from 
HCFA  practice.  “With  regard  to  coordi- 
nation of  benefits,  HCFA  allows  elec- 
tronic answers  to  constitute  a ‘good 
faith’  effort  by  the  physician  to  deter- 
mine a patient’s  complete  insurance 
coverage  situation,”  said  Teresa 
Devine,  director  of  health  care  financ- 
ing for  TMA.  “The  new  rules  require  a 
clean  claim  to  include  various  written 
‘documented  proof’  and  signature 
‘copy’  to  prove  the  good  faith  efforts  of 
the  physician.” 

Ms  Davis  says  the  rules  also  specify 
that  if  a physician  indicates  the  patient 
has  no  other  health  care  coverage,  he 
or  she  must  provide  documentation. 
Marking  “no”  is  not  sufficient.  TDI  offi- 
cials have  said  they  believe  documen- 
tation can  consist  of  the  initial  patient 
information  sheet  or  the  patient  sign-in 
sheet,  she  says. 
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Ms  Davis  adds  that  TDl  does  not  be- 
lieve that  health  plans  will  strictly  en- 
force the  requirement,  hut  officials 
acknowledge  that  a strict  interpreta- 
tion of  the  rule  would  require  physi- 
I cians  to  submit  documentation  for  all 
; patients  who  indicate  they  have  no 
I other  health  coverage.  TDl  will  moni- 
; tor  the  health  plans’  enforcement  of  the 
i rule  and  will  consider  an  amendment  if 
there  are  abuses. 

i 

\ Difference  of  opinion 

The  “good  faith”  requirements  regard- 
1 ing  coordination  of  benefits  may 
i demonstrate  an  important  philosophi- 
ical  difference  between  the  insurance 
I commissioner  and  TMA. 

I “Many  regulators  are  of  the  philoso- 
phy that  because  the  physician  has  the 
most  direct  contact  with  the  patient 
that  he  or  she  should  be  in  the  best  po- 
sition to  keep  track  of  all  the  various 
I coordination  of  benefit  scenarios  that 


might  be  involved  in  the  payment  for 
the  individuars  health  care,”  said  Kim 
Ross,  TMA’s  vice  president  for  public 
policy.  “Physicians  know  that  this  is  un- 
realistic for  a variety  of  reasons.  The 
practice  of  medicine  is  best  left  as  a 
profession  striving  to  provide  the  best 
health  care  possible.  Insurance  compa- 
nies are  in  the  best  position  to  actually 
take  care  of  the  insurance  business  end 
of  health  care.” 

The  new  rules  are  complex  and  not 
yet  tested.  TMA  has  already  seen  insur- 
ance companies  try  to  get  around  the 
clean  claim  law  and  rules  via  unreason- 
able contract  provisions.  Because  much 
of  the  new  language  specifically  allows 
contractual  changes  (this  mainly  in- 
volves clean  claim  elements,  attach- 
ments, and  penalty  rates),  physicians 
should  be  very  vigilant  when  reading 
their  contracts  or  any  similar  docu- 
ments. To  prevent  substantial  revenue 
losses,  it  is  advisable  for  physicians  to 


renegotiate  or  seek  legal  review  of  any 
contract  provisions  that  seem  to  cir- 
cumvent the  spirit  of  the  new  prompt 
payment  law  and  accompanying  rules. 
Otherwise  they  may  “waive”  goodbye 
to  the  good  aspects  found  in  the  latest 
legislative  solution  to  the  ongoing  no 
pay/slow  pay  situation.  ★ 


Michael  Cushman,  JD,  is  director  of  health  care  deliv- 
ery forTM  A.  Wes  Cleveland,  JD,  isTMA  assistant  gen- 
eral counsel. 
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Reaching  common  ground 

Single  credentialing  form  eliminates  one  administrative  hassle 


Dave  Albers 


j 

( 

hen  Michael  O’Malley,  MD,! 
decided  to  return  to  private! 
practice  in  Galveston  after  2: 
years  in  a salaried  position, j 
he  had  no  idea  it  would  take! 
6 months  to  get  back  onto' 
the  panels  of  health  plansj 
whose  members  he’d  been  treating  over 
the  past  8 years.  Practicing  for  less  than 
a decade,  this  young  physician  has  gotten 
a huge  dose  of  the  complexity  of  medi- 
cine these  days.  > > 


By  Laurie  Stoneham 


www.texmed.org 
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Dr  O’Malley  didn’t  liave  to  know  much 
about  the  credentialing  process  when  he 
joined  a group  practice  right  after  his  res- 
idency in  1992.  Most  of  the  forms  were 
completed  for  him.  But  he  did  experience 
the  stress  of  several  mergers,  and  when 
Phycor  stopped  paying  internists,  he  ac- 
cepted a position  as  a hospitalist  with  The 
University  of  Texas  Medical  Branch  at 
Galveston  in  1997.  And  when  downsizing 
eliminated  that  position  last  fall,  the 
wiser,  but  still  undaunted,  physician  de- 
cided to  open  a solo  practice. 

That’s  when  the  credentialing  pa- 
perwork nightmare  hit  him.  “1  called 
Aetna  right  away  and  was  told  that  be- 
cause I’d  been  on  the  panel  previously 
all  1 needed  to  do  was  fax  over  new  in- 
formation so  they  could  assign  me  a 
' new  provider  number.” 

, That  was  only  one  plan,  though.  He 
||  had  to  join  and  fill  out  the  credential- 
I ing  forms  for  the  independent  physi- 
cian association  (IPA)  in  order  to  see 
Medicare  health  maintenance  organi- 
zation (HMO)  patients.  And  there  were 
the  forms  for  several  other  plans  not 
included  in  the  IPAs  and  the  clearing- 
house for  the  smaller  plans.  All  wanted 
the  same  factual  information  that 
never  changes,  but  all  required  it  in  a 
slightly  different  manner. 

Hundreds  of  pieces  of  paper  and 
j hours  later,  Dr  O’Malley  still  hasn’t 
I been  readmitted  to  Aetna  and  is  just 
jnow  starting  to  see  a steady  cash  flow 
from  the  other  plans. 

“I  thought  it  was  going  to  be  some 
trouble,  but  never  this.  And  thank  God 
I’m  board  certified  and  have  never 
been  sued!” 

Actually,  Dr  O’Malley’s  load  is  com- 
paratively small.  Some  physicians  are 
on  the  panels  of  as  many  as  25  differ- 
ent plans  and  four  or  five  hospitals,  all 
of  which  demand  reams  of  duplicative 
paperwork. 

“You  can’t  short-circuit  the  need  for 
the  credentialing  process,”  said  Karen 
Batory,  director  of  the  Division  of  Public 
Health  and  Quality  for  the  Texas  Med- 
ical Association.  “It’s  essential  quality 
control.  It’s  what  gives  the  hospitals  and 
the  health  plans  the  ammo  they  need  to 
' tell  the  people  that  regulate  — 
-Medicare  and  so  forth  — that  they’re 
actually  contracting  with  people  who’ve 
iicmly  got  the  necessary  skills.” 
i 
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“We’ve  created  layers  and  layers  of 
redundancy  to  arrive  at  e.ssentially  the 
same  decisions  regarding  any  physi- 
cian,” says  Stan  Pomarantz,  MD,  an 
emergency  room  and  urgent  care 
physician,  who  has  been  a leader  in 
eliminating  some  of  the  frustration  Dr 
O’Malley  had  to  endure. 

A common  credentialing  form  is 
now  available  for  physicians  seeking 
new  credentials  or  renewing  existing 


credentials  that  are  necessary  for  par- 
ticipating in  health  plan  panels,  obtain- 
ing hospital  privileges,  and  becoming 
members  of  physician  groups. 

“We’re  trying  to  do  what  we  can  to 
help  physicians  eliminate  unnecessary 
hassles  in  their  offices  so  that  their 
practices  can  be  more  efficient  and 
they  will  have  more  time  for  the  deliv- 
ery of  patient  care,”  Ms  Batory  said. 
“This  initiative  is  a prime  example  of 
how  we  know  we’re  going  to  save  the 
doctors  time  and  hassle.” 

The  initiative  was  spearheaded  by 
the  Dallas-Fort  Worth  Business  Group 
on  Health  (DFWBGH)  and  has  turned 
into  an  example  of  collaboration  at  its 
finest,  thanks  in  large  part  to  the  sup- 
port of  TMA  and  a number  of  its  physi- 
cian members,  as  well  as  health  plans 
and  IPAs  in  the  Metroplex  and  county 
medical  societies  around  the  state. 

Building  consensus 

The  tension  between  health  plans  and 
physicians  is  old  news,  particularly  in 
the  Dallas-Fort  Worth  area.  As  a means 
of  bringing  the  parties  together  and  try- 
ing to  mend  some  fences,  DFWBGH  in- 
vited the  area’s  hea’/y  hitters  to  a 
meeting  last  September.  “The  whole 
idea  was  to  create  a collaborative  model 
to  achieve  an  initiative,”  said  DFWBGH 
Executive  Director  Marianne  Fazen. 
“Participants  were  asked  in  advance  to 
identify  issues  of  importance  so  we 
could  address  solvable  problems.” 

The  turnout  was  excellent.  Health 


plan  chief  executive  officers  and  physi- 
cian leaders  attended  the  meeting,  at 
which  three  areas  of  concern  were  iden- 
tified, “administrative  simplification” 
being  one  of  them.  Dr  Pomarantz,  who 
has  had  years  of  administrative  health 
care  experience  working  with  health 
plans,  an  IPA,  and  credentialing  verifi- 
cation organizations,  was  appointed  to 
chair  the  workgroup  on  the  common 
credentialing  form. 


There  was  clearly  animosity  be- 
tween physicians  and  health  plans  at 
that  first  meeting.  Dr  Pomarantz  re- 
calls. “Some  physicians  were  skeptical 
about  the  process  and  wondered  if  this 
would  be  another  forum  to  talk  a lot 
but  not  get  anything  done.  Some  left 
the  meeting  saying,  ‘been  there,  done 
that,  so  this  time  show  me.’” 

But  this  initiative  was  not  designed 
“to  be  a gripe  session,”  Ms  Fazen  em- 
phasized. “Our  mission  was  to  accom- 
plish results.” 

And  accomplish  results  they  did. 

Getting  there 

The  first  couple  of  meetings  were  de- 
voted to  getting  focused  and  deciding 
what  the  group’s  mission  would  be,  ac- 
cording to  Dr  Pomarantz.  At  the  Octo- 
ber meeting,  the  group  determined 
that  the  credentialing  process  could  be 
streamlined. 

Dr  Pomarantz  teamed  with  Virginia 
Moore,  MD,  then  medical  director  for 
Prudential/ Aetna  Health  and  now  sen- 
ior medical  director  for  medical  serv- 
ices for  Aetna  US  Healthcare  in 
Maryland.  He  says  they  agreed  that 
several  things  needed  to  happen  in  or- 
der for  results  to  be  achieved. 

They  realized  that  every  organiza- 
tion meticulously  formulates  different 
questions  and  requirements  that  are 
specific  to  that  entity  on  its  credential- 
ing application.  “We  couldn’t  get  25 
lawyers  together  to  discuss  all  the  at- 
testations and  other  legalese  that  go 


“I  thought  it  was  going  to  he  some  trouble, 
but  never  this.  And  thank  God  I’m  board  certified 
and  have  never  been  sued!” 
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into  these  documents.  So  we  decided 
to  establish  a section  of  the  application 
that  addressed  specific  requirements.” 

Thus,  the  application  was  split  into 
Part  I,  which  contains  essentially  de- 
mographic and  historical  data  that 
change  very  little.  Part  11  was  reserved 
for  specific  inquiries. 

Dr  Pomarantz  added,  “We  also  had  a 
6-month  window  to  complete  this  first 
task,  and  we  knew  that  if  we  didn’t 
reach  agreement  quickly  and  get  a doc- 
ument out  for  review,  it  would  be  dead 
in  the  water.” 

Michael  Darrouzet,  executive  officer 
of  the  Dallas  County  Medical  Society, 
took  a baseline  form  developed  by  the 
Medical  Society  Credentials  Verification 
Organizations  of  America  to  the  next 
meeting  held  in  early  November.  He  ex- 
plained that  this  group  spent  2 years  en- 
suring that  the  form  met  National 
Committee  on  Quality  Assurance 
(NCQA)  and  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organizations 
(JCAHO)  standards,  and  had  been  ac- 
cepted by  key  users  at  the  national  level. 
Mr  Darrouzet  pointed  out  that  because 
this  was  a neutral  form  that  already  had 
undergone  rigorous  review,  it  was  a good 
starting  point  and  “there  was  already  a 
lot  of  confidence  in  this  document.” 

A line-by-line  review  of  this  form  oc- 
curred during  an  intense  meeting  at- 
tended by  25  people  who  understand  the 


credentialing  process.  Mr  Darrouzet  said 
that  any  item  that  couldn’t  be  resolved 
was  automatically  transferred  into  Part 
11.  “That  kept  us  moving  quickly.” 

Dr  Moore  consolidated  the  changes 
into  a single  document  that  was  ap- 
proved at  a January  meeting.  This  form 
was  then  distributed  to  plans  and  hospi- 
tals to  undergo  credentialing,  legal,  and 
executive  review  to  achieve  sign-off. 

The  right  chemistry 

“The  fact  that  it  was  a neutral  forum 
was  critical,”  said  Ms  Fazen.  “Physi- 
cians, I think,  discovered  that  health 
plans  are  not  such  hard-nosed  entities. 
They  came  to  the  meetings  and  in- 
vested time  and  effort  working  side  by 
side  with  the  physicians.” 

The  business  community  provided  a 
“modifying  influence,”  said  Dr  Po- 
marantz. “They  brought  a business  men- 
tality to  the  table,  defining  the  problem 
and  providing  a methodology  for  solving 
it.  They  also  kept  the  parties  honest; 
there  were  no  snow  jobs.  The  health 
plans  wanted  to  look  good  in  front  of 
them.”  He  added,  “I  think  if  it  were  just 
physicians  and  plans  trying  to  work  this 
out,  we’d  still  be  mired  down  in  rhetoric.” 

The  results 

The  initiative  has  resulted  in  a two-part 
document  that  streamlines  the  entire 
credentialing  process. 


TMA  Advantage 
y Using  the  form 


Although  use  of  the  common  form  is  evolving,  here  are  the  principles  behind  its  use: 

• The  Common  Credentialing  Application  Part  I can  be  downloaded  from  various  Web 
sites,  including  those  of  theTexas  Medical  Association  (www.texmed.org),  the  Dal- 
las-Fort  Worth  Business  Group  on  Health  (www.dfwbgh.org),  and  theTexas  Associ- 
ation of  Health  Plans  (www.tahp.org). 

• Paper  copies  also  can  be  obtained  from  medical  societies.  A small  copying  and 
mailing  fee  may  be  associated  with  the  hard-copy  forms. 

• Applying  physicians  complete  Part  I of  the  application  one  time  and  return  it  to  the 
hospital,  plan,  or  group,  either  in  electronic  or  hard-copy  form,  along  with  Part  II, 
which  asks  questions  specific  to  that  plan  or  facility. 

• E-mailing  the  form  is  not  suggested  at  this  time  because  no  universal  encryption 
standards  to  ensure  security  are  currently  in  place. 

• For  more  information  on  the  status  of  this  ongoing  project,  visit  theTM  A Web  site  at 
www.texmed.org. 


Part  I,  with  44  pages,  covers  the  fol- 1 
lowing  information:  j 


Personal,  practice/office; 

Education;  training  — internships/ 
residencies/ fellowships/preceptor- 
ships; 

Licensure; 

Certifications  and  registrations; 
Academic  appointments; 

Facilities  affiliations; 

Professional  work  history; 
Professional  liability  insurance  and 
malpractice  claims  history; 
Case-specific  liability  claims  infor- 
mation; and 

Current  professional  practice;  listing 
of  required  copies  and  attestations. 


Because  this  information  does  not  | 
change.  Part  I will  be  completed  only  | 
once  for  an  initial  application.  : 

Part  II  covers  plan/health  system/  j 
group-specific  information  and  may  in-  j 
elude  the  following: 


• Disclosure/confidential  information; 

• Attestation; 

• Release  of  information; 

• Letters  of  reference; 

• Continuing  medical  education; 

• Network  or  product(s)  applying  for;  | 

• Facilities  admitted  to  (percent  of  ac- 
tivity); 

• Electronic  submission  capabilities; 

• In-office  services  provided; 

• Use  of  residents  in  office/training 
programs; 

• Ethnicity;  and 

• Any  other  information  required  by 
the  credentialing  entity. 


Broad  acceptance 

The  common  form  was  first  embraced 
by  Aetna  US  Healthcare,  Blue  Cross  and 
Blue  Shield  of  Texas,  CIGNA  Health- 
Care,  Humana,  PacifiCare,  Texas  Health 
Choice,  and  UnitedHealthcare,  who 
agreed  to  accept  the  standardized  form 
for  their  Dallas-area  networks.  They 
planned  to  begin  accepting  the  applica- 
tion in  addition  to  their  own  in  June. 

In  addition  to  implementation  in  the 
Metroplex,  Aetna  US  Healthcare,  Blue 
Cross  and  Blue  Shield  of  Texas,  Pacifi-  ( 
Care  of  Texas,  and  UnitedHealthcare 
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have  indicated  they  will  adopt  the  com- 
mon form  for  use  across  Texas. 

Then  in  mid-May,  TMA  hosted  a meet- 
ing in  Austin  with  statewide  stakeholders. 
Alan  C.  Baum,  MD,  of  Houston,  who  was 
TMA  president  at  the  time,  described  that 
meeting  as  a way  “to  evangelize  and  mul- 
tiply and  stretch  and  swell  this  little  mir- 
acle.” Credentialing  simplification  was 
one  of  the  primary  objectives  of  Dr 
Baum’s  presidency  that  ended  in  May. 
“Every  new  hospital,  every  new  health 
plan,  every  new  IPA  that  signs  on  is  like  a 
raging  bonfire  that  can  consume  thou- 
sands and  thousands  of  pages  of  unnec- 
essary, repetitious  busywork  for  the 
physicians  of  their  communities,”  he  said. 

Dr  Baum  also  stressed  that  the  stan- 
dardized form  should  help  health  plans 
and  hospitals  because  working  together 
I can  help  them  cut  their  own  costs  of  do- 
ing business.  “This  is  the  marketplace  at 
I work,”  he  said.  “This  is  a voluntary, 
statewide  effort  to  promote  collabora- 
tion and  cooperation.  This  is  each  of  us 
working  together  because  it  is  in  our 
own  best  interests  to  do  so.” 

That  meeting  garnered  statewide 
support.  Organizations  that  endorsed 
the  single  form  include: 

• Texas  Association  of  Health  Plans; 

• Texas  Department  of  Health,  which 
1 administers  the  state’s  Medicaid 
I program,  the  Children’s  Health  In- 
I surance  Program,  and  the  Texas 
j Healthy  Kids  Corporation; 

• NIPAC  Association  of  Physician  Or- 
ganizations of  Houston; 

• Americaid  Texas,  Inc;  and 

• Metrowest  Health  Plan. 

“We  see  this  as  a first  effort  in  im- 
proving  health  plan  and  provider  rela- 
|tionships  as  well  as  streamlining 
j administrative  processes,”  said  Carolyn 
.^Dawson,  vice  president  of  utilization 
jimanagement/provider  services  for 
fjBlue  Cross  and  Blue  Shield  of  Texas 
[j  Not  all  Dallas-area  hospitals,  physi- 
,1  dan  groups,  and  preferred  provider  or- 
ganizations  have  adopted  the  form.  Dr 
I,  Pomarantz  says  that  hospitals  are 
J slower  to  make  changes  and  more  de- 
iji  liberative  in  their  workings. 

Lynne  Glover,  manager  of  medical 

peij 


staff  services  at  Methodist  Hospitals  of 
Dallas,  explains  that  hospitals  adhere  to 
.ICAHO  data  verification  requirements, 
while  health  plans  typically  follow  what 
she  called  the  somewhat  less  rigorous 
NCQA  standards.  “For  example,  hospi- 
tals must  have  what’s  known  as  original 
source  verification,  so  each  individual 
entity  that  a physician  has  been  associ- 
ated with,  from  medical  schools  to  train- 
ing programs  to  other  hospitals,  must  be 


mon  ground  and  began  to  build  some 
bridges  that  may  work  to  relieve  some 
of  the  tension  and  gel  employers  and 
employees  out  of  the  crossfire  that  has 
existed  between  the  parties.” 

“There’s  no  doubt  that  this  repre- 
sents a significant  shift  among  busi- 
nesses, plans,  and  physicians.  This  is 
exactly  the  type  of  cooperation  the 
health  care  environment  needs,”  said 
Mr  Darrouzet. 


“This  is  a voluntary,  statewide  effort  to  promote 
collaboration  and  cooperation.” 


contacted  to  verify  accuracy  of  informa- 
tion.” On  the  other  hand,  health  plans 
can  accept  board  certification  or  Ameri- 
can Medical  Association  physician  pro- 
files as  verification  of  training,  she  says. 

Aiming  for  statewide 
distribution 

A new  task  force  has  been  formed  and  is 
being  chaired  by  Mr  Darrouzet  to  final- 
ize the  model  for  implementation.  These 
draft  rules  and  instructions  will  then  be 
sent  to  TMA  for  review  and  comment. 
TMA  will  work  with  physicians,  health 
plans,  and  medical  societies  throughout 
the  state  to  promote  awareness  and  de- 
velop guidelines  to  help  these  organiza- 
tions integrate  the  common  form  into 
their  business  practices. 

Ms  Fazen  says  that  this  “multi-stake- 
holder  user  and  advisory  group  was  es- 
tablished so  that  no  one  group  has 
ownership  and  we  can  maintain  colle- 
giality  and  the  collaborative  spirit.” 
The  task  force  will  continue  to  work  on 
the  issue  of  streamlining  the  credential- 
ing and  verification  process. 

The  response 

Ralph  Kimmich,  director  of  benefits 
and  compensation  for  Southwest  Air- 
lines, says  he  thinks  that  while  stream- 
lining the  credentialing  process  won’t 
result  in  cost  savings  for  employers,  it 
may  help  to  contain  costs  in  the  short 
term.  The  more  important  result  of  this 
effort,  Mr  Kimmich  believes,  is  that 
“plans  and  physicians  found  some  com- 


And  Dr  Baum  gets  to  the  heart  of 
the  matter,  “This  will  allow  us  to  spend 
more  time  doing  what  we  need  to  do 
— taking  care  of  patients.” 

The  future 

A lot  of  work  remains  to  be  done.  Issues 
such  as  establishing  a secure  Internet 
location  and  a common  site  for  ware- 
housing the  information,  and  perhaps 
making  renewal  timeframes  common 
need  to  be  resolved.  Dr  Pomarantz  says. 
“The  technology  exists,  and  we  ought  to 
apply  it  to  streamlining  this  process.” 

Ms  Glover,  president-elect  of  the 
Texas  Society  for  Medical  Staff  Ser- 
vices, whose  members  verify  creden- 
tialing information,  said  she  would  like 
to  see  “in  my  lifetime,  hopefully,  a pa- 
perless, one-time  application  process 
that  is  done  at  the  national  level.”  This 
will  save  medical  schools,  training  pro- 
grams, and  other  organizations  from 
being  bombarded  for  multiple  requests 
for  the  same  information.”  She  adds 
that  it  is  unnecessary  for  physicians  to 
redocument  unchanging  information 
and  there  is  no  need  for  the  same  in- 
formation to  be  reverified. 

Dr  Pomarantz  says  repeating  the  suc- 
cess experienced  thus  far  is  what’s  im- 
portant now.  “One  success  is  an  example. 
The  real  challenge  is  to  do  it  a second, 
third,  and  fourth  time.  Then  you  have 
built  a solid  foundation  and  achieved  a 
spirit  of  working  collaboratively.”  ★ 


Laurie  Sfoneham  is  an  Austin  freelance  writer. 
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[he  state’s  blood  supply  is  hemorrhaging 

By  Laurie  Stoneham 


If  more  people  were  like  Moton  Crockett,  there  may  not  be  a 
need  for  this  article.  Since  1951,  the  77-year-old  Austinite 
has  visited  the  Blood  and  Tissue  Center  of  Central  Texas 
every  8 weeks  to  give  blood.  Saying  he  does  so  simply  be- 
cause he  can,  as  of  mid-May  he  had  donated  blood  257 
times,  giving  32  gallons  and  1 pint  of  a unique  material  that 
science  still  hasn’t  found  a way  to  mimic  or  synthesize. 

“I  plan  to  keep  on  giving  as  long  as  I can  and  as  long  as 
they’ll  take  me,”  Mr  Crockett  vowed. 

Despite  such  heroic  efforts  as  these,  the  nation’s  blood 
supply  has  never  been  more  threatened.  While  it  is  as  safe  as 
it’s  ever  been,  medical  technology  is  making  more  demands 
for  the  expanded  use  of  all  blood  products  at  a time  when 
the  donor  pool  is  dwindling.  Add  to  this  the  increasing  regu- 
latory requirements  for  new,  more  advanced  blood  testing 
and  processing  procedures  that  have  ratcheted  up  the  cost  of 
service.  Then  throw  in  an  inadequate  reimbursement  system 
that  doesn’t  recognize  the  true  cost  of  blood.  The  net  effect 
is  a supply  shortage  that  is  feared  to  get  worse  in  the  months 
and  years  ahead,  and  a severe  economic  imbalance  that 
could  have  major  consequences  on  the  health  care  environ- 
ment in  Texas  and  the  nation. 

Therefore,  experts  say,  as  the  primary  users  of  blood, 
physicians  need  to  take  extreme  care  in  making  sure  that  it  is 
ordered  accurately  and  only  when  therapeutically  indicated, 
and  become  proactive  in  encouraging  patients  and  their  fam- 
ilies to  donate  blood  on  an  ongoing  basis. 
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Blood  banking  in  Texas 

Texas  is  largely  a community-based  blood  bank  state.  Most  of 
the  state’s  blood  is  collected  by  nonprofit,  independent  blood 
centers  that  belong  to  America’s  Blood  Centers  (ABC),  a na- 
tional network  that  collects  almost  half  (47%)  of  the  US  blood 
supply.  There  are  13  ABC  blood  banks  in  Texas  with  51  collec- 
tion sites.  In  1998,  these  organizations  — which  rely  on  the 
goodwill  of  volunteers  — collected  715,000  pints  of  blood. 

The  American  Red  Cross,  the  nation’s  largest  single  blood  col- 
lector from  volunteers,  has  a much  smaller  presence  in  the  state, 
with  only  five  centers  and  six  collection  sites.  The  Red  Cross  col- 
lected nearly  90,000  pints  over  the  past  12  months  in  Texas. 

However,  805,000  pints  is  not  enough. 

According  to  Abonelle  Chitwood,  communications  man- 
ager for  the  Red  Cross  Texas  Division,  the  organization  has 
not  had  more  than  a 3-day  supply  on  hand  since  December. 
One  day  in  May,  it  dropped  to  a half-day  supply.  These  fig- 
ures compare  with  what  used  to  be  a normal  availability  of  a 
5-  to  6-day  supply  on  any  given  day,  Ms  Chitwood  says. 

Also  in  May,  Scott  & White  Hospital  in  Temple  announced 
its  supply  of  O positive  blood  had  reached  dangerously  low 
levels  and  asked  the  public  to  donate  blood.  Officials  said  the 
hospital  had  only  15  units  of  the  blood  in  stock,  primarily  be- 
cause of  an  unusually  high  number  of  trauma  cases. 

Bill  Teague,  chief  executive  officer  of  the  Gulf  Coast  Re- 
gional Blood  Center  in  Houston,  says  in  the  42  years  he’s 
been  in  blood  banking,  he  has  never  seen  shortages  like 
those  experienced  over  the  last  5 years. 

Norman  D.  Kalmin,  MD,  president  and  medical  director  of 
the  South  Texas  Blood  & Tissue  Center  in  San  Antonio,  says 
he’s  seen  a spike  in  blood  usage  of  10%  to  15%  since  last  Oc- 
tober. He  attributes  the  “sustained  increase”  to  several  fac- 
tors: more  whole  organ  transplant  surgeries  (specifically 
more  liver  transplants),  referral  of  patients  to  Texas  from 
other  parts  of  the  country  and  from  Mexico,  and  more  can- 


Shelf  life  of 
blood  components 

Red  blood  cells 

42  days  liquid 

10  years  frozen 

Platelets 

5 days 

4 hours  once  pooled 

Plasma 

1 year  frozen 

24  hours  once  thawed 

Cryoprecipitate 

1 year  frozen 

4 hours  once  thawed 

Granulocytes 

24  hours 

“We’re  demanding  more  of  our 
donors  and  asking  more 
questions,  some  of  which  are 
personaUnvasive,and  offensive 

to  some  people.” 

cer  therapies  that  rely  on  the  use  of  blood,  eg,  bone  marrow ; 
transplants.  Dr  Kalmin  also  believes  patients  and  physicians^ 
are  less  apprehensive  about  transfusion  therapies  than  they 
had  been  during  the  AIDS  crisis. 

Dr  Kalmin,  immediate  past  chair  of  the  Texas  Medical  As- 
sociation Committee  on  Blood  and  Tissue  Usage,  says  a liver 
transplant,  for  example,  typically  uses  only  a few  units  ofi 
blood.  However,  if  something  goes  awry  during  surgery  or  the 
patient  doesn’t  have  sufficient  clotting  factors,  that  single  pro- 
cedure may  require  80  pints  of  blood.  Similarly,  bone  marrowl 
transplantation  programs  go  through  enormous  amounts  ofj 
blood.  It’s  not  uncommon  for  one  patient  to  need  20  to  30; 
units  of  platelets,  red  cells,  or  plasma  over  several  weeks.  j 

Never  safer 

America’s  blood  supply  has  never  been  safer.  Federal  agen- 
cies have  taken  extraordinary  steps  to  ensure  that  the  nation 
does  not  relive  the  horror  story  that  the  AIDS  epidemic 
caused  in  the  early  1980s.  “Today,  we’re  testing  for  things  we 
didn’t  even  know  existed  a few  years  ago,”  said  Marshall 
Cothran,  chief  executive  officer  of  the  Blood  and  Tissue  Cen- 
ter of  Central  Texas  in  Austin. 

To  offer  perspective,  Mr  Teague  notes  that  when  he  got 
into  blood  banking  in  1958,  the  only  test  performed  on  a pint 
of  donated  blood  was  for  syphilis,  a test  initiated  in  the 
1940s.  Today,  blood  routinely  undergoes  12  different  tests 
for  7 infectious  diseases,  including  HIV  and  hepatitis  B and 
C (see  “Testing  the  Blood  Supply,”  p 41).  j 

In  addition  to  testing  for  infectious  agents,  leukoreductionj 
filters  white  blood  cells  to  further  improve  safety.  And  while] 
leukoreduction  is  optional  now.  Dr  Kalmin  believes  it’s  only  a 
matter  of  time  before  the  Food  and  Drug  Administration: 
(FDA)  requires  universal  filtration.  I 

Some  of  the  tests  now  being  conducted  duplicate  othei 
procedures  and  decrease  the  period  between  the  time  a perl 
son  comes  in  contact  with  a viral  agent  and  the  time  it  carl 
be  detected  positively.  Such  is  the  case  with  the  nucleic  acid]; 
amplification  technology  (NAT)  test  currently  being  per-;! 
formed  under  a nationwide  investigational  research  protocol} 
through  the  FDA. 

The  current  serological  screening  test  detects  HIV  within  l^jj 
days  after  infection,  but  the  NAT  test  is  believed  to  be  capable 
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of  detecting  the  DNA  of  the  virus  5 to  7 days  earlier.  Hepatitis 
I C screens  find  antibodies  within  70  days  after  exposure,  but 
I NAT  detects  the  RNA  of  the  hepatitis  C virus  within  20  to  30 
I days.  Laurie  Sutor,  MD,  medical  director  of  Carter  BloodCare 
in  the  Dallas/Fort  Worth  area,  says  the  technology  is  “similar 
' to  polymerase  chain  reaction  wherein  tiny  amounts  of  RNA  or 
DNA  are  evaluated,  and  once  a virus  is  found,  it’s  amplified.” 

The  clinical  trial  involves  two  manufacturers,  Roche  and 
Chiron/Gen-Probe.  Because  of  the  complexity  of  the  technol- 
ogy itself  and  the  equipment  needed  to  perform  the  testing, 
only  18  labs  in  the  country  currently  offer  NAT  testing.  The 


Transfusion 

guidelines 


Here  are  the  latest  National  Institutes  of  Health  recommendations  for  transfusing  red  blood  cells,  platelets,  and  fresh  frozen  plasma. 


Gulf  Coast  Regional  Blood  Center  is  one  of  them.  Mr  Teague 
says  the  capital  investment  for  the  NAT  testing  lab  buildup 
and  equipment  ranged  from  $150,000  to  $200,000. 

NAT  testing  alone  has  added  about  5%  to  the  cost  of  a 
unit  of  blood.  Mr  Teague  predicts  that  after  licensure,  costs 
for  that  test  will  add  another  10%  to  15%  to  the  base  unit 
costs  because  the  manufacturers  will  be  recouping  their  de- 
velopment costs  and  adding  profit  margins. 

And  there  is  no  end  in  sight.  “The  next  generation  of  viral 
inactivation  will  double  or  triple  the  price  of  blood,”  Jim 
MacPherson,  executive  director  of  ABC,  believes. 


Transfuse 


Do  NotTransfuse 


Red  blood  cells 


To  increase  oxygen-carrying  capacity  in 
anemic  patients.  Adequate  capacity  can  be 
met  by  a hemoglobin  level  of  7.0  g/dL. 


• For  volume  expansion. 

• In  place  of  a hematinic. 

• To  enhance  wound  healing. 

• To  improve  general  "well-being.” 


Platelets 


To  control  or  prevent  bleeding  associated  with 
deficiencies  in  platelet  number  or  function. 

For  clinically  stable  patients  with  intact 
vascular  system  and  normal  platelet  function, 
transfusions  may  be  indicated  for  platelet  counts 
of  less  than  10,000-20,000  pL. 


To  patients  with  immune  thrombocytopenic 
purpura  (unless  life-threatening  bleeding 
exists). 

Prophylactically  with  massive 
blood  transfusion. 

Prophylactically  following  cardiopulmonary 
bypass. 


Fresh  frozen  plasma 


To  increase  the  level  of  clotting  factors  in  patients 
with  demonstrated  deficiency.  If  prothrombin  time 
(PT)  and  activated  partial  thromboplastin  time 
(APTT)  are  less  than  1.5  times  normal,  transfusion 
is  rarely  indicated. 

If  PT  or  APTT  values  are  grossly  out  of  range  and 
inconsistent  with  clinical  indications,  suspect  heparin 
contamination  and  retest.* 


For  volume  expansion. 

As  a nutritional  supplement. 
Prophylactically  with  massive  blood 
transfusion. 

Prophylactically  following  cardiopulmonary 
bypass. 


* Per  recommendation  of  hematologist  Jack  Alperin,  MD,  associate  director, The  University  ofTexas  Medical  Branch  Blood  Bank, 
Galveston. 

Additional  transfusion  guidelines: 

Practice  guidelines  for  blood  component  therapy:  a report  by  the  American  Society  of  Anesthesiologists  Task  Force  on  Blood  Compo- 
nentTherapy.  Anesthes/o/ogy.  1996;84:732-747. 

Consensus  conference:  perioperative  red  blood  cell  transfusion.  JAMA.  1988:260:2700-2703. 

Practice  strategies  for  elective  red  blood  cell  transfusion.  American  College  of  Physicians.  Ann  Intern  Med.  1992;116:403-306. 
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But  it’s  shortsighted  to  look  only  at  one  side  of  the  equation, 
Mr  Teague  suggests.  “The  cost  of  detection  is  nothing  com- 
pared with  the  cost  of  treatment.  And  in  terms  of  treating  hep- 
atitis C,  the  numbers  will  make  AIDS  look  pale  in  comparison.” 

Safety  madness 

“The  public,  the  government,  and  our  colleagues  expect  a 
zero-risk  supply  and  that’s  what  they’re  hoping  to  achieve 
with  all  this  testing,”  Dr  Sutor  said.  “But,  in  reality,  what 
we’re  doing  is  adding  very  small  incremental  increases  in 
safety  for  enormous  costs.” 

The  most  telling  case  in  point  is  the  introduction  of  the 
HfV  p24  antigen  test,  mandated  by  the  FDA  in  1996.  The  test 
has  added  billions  of  dollars  of  cost  to  the  system  while  de- 
tecting only  three  new  documented  cases  of  HIV. 

“Safety  and  adequacy  of  supply  have  always  been  and  will 
always  be  our  first  concern,”  said  Nancy  Larsen,  transfusion 
service  manager  at  Baylor  Medical  Center  in  Dallas.  “But  I 
personally  believe  we’re  in  an  era  of  super  safety,  and  that 
we’re  actually  in  an  overreactive  mode,”  added  Ms  Larsen,  a 
medical  technologist  since  1966. 

Along  with  the  actual  testing  itself,  donors  are  now  being 
screened  and  limited  by  so-called  “deferral  questions,”  the 
latest  having  to  do  with  “mad  cow  disease.”  People  who  lived 
in  the  United  Kingdom  for  6 months  or  more  any  time  be- 
tween 1980  and  1996  are  no  longer  eligible  to  give  blood  be- 
cause of  fears  the  virus  that  causes  the  disease  could  be 
transmitted  through  transfusions.  This  is  despite  the  fact  that 
there  is  no  clinical  test  for  “mad  cow  disease,”  and  it  has 
never  been  demonstrated  that  it  can  be  contracted  through 
blood  transfusion. 

Dr  Sutor  found  that  in  the  first  SVi  months  of  asking  the 
“mad  cow  disease”  questions,  205  donors  who  had  previ- 
ously donated  1,441  times  were  deferred. 

ABC  estimates  that  this  question  alone  will  eliminate 
2.2%  of  all  the  nation’s  donors,  or  some  300,000  pints  a year. 

“Every  time  you  make  the  blood  supply  safer  you’re  re- 
ducing the  donor  pool,”  Mr  Teague  said. 

Mr  Cothran  says  the  blood  banking  industry  is  concerned 
about  recent  regulatory  focus  on  “theoretical  potential  risks 
versus  known  scientifically  demonstrated  risks.  We  do  en- 
courage the  FDA  to  base  its  decisions  on  sound  science  and 
not  speculative  theories.” 

Calling  himself  something  of  a “lone  wolf  among  blood 
bankers,”  Mr  Teague  says  he  “does  not  lament  the  decision 
regarding  the  ‘mad  cow  disease’  question.  I well  remember 
my  colleagues  and  I talking  about  the  theoretical  risk  of  what 
we  now  know  as  AIDS  in  the  early  ’80s.” 

Changing  donation  patterns 

Not  only  are  regular  donors  being  discouraged,  new  donors 
aren’t  coming  to  the  plate  to  replace  them.  Military  veterans 
and  people  who  remember  wartime  conflicts  are  among  the 
nation’s  most  prolific  and  stable  blood  donors.  They  remem- 


“While  blood  is  safer  than  everj 
the  use  of  blood  is  still  a 
double-edged  sword.lt  can  save 
lives,  but  it  can  also  cause 
problems  and  oomplications.”^ 

ber  the  calls  to  donate  blood  almost  as  part  of  their  patriotic 
duty,  while  many  of  today’s  young  people  have  never  even: 
read  about  the  Vietnam  War.  Mr  Cothran  and  others  realize 
they  need  more  creative  means  to  raise  awareness  and  moti- 
vate people  to  give  blood  even  once,  much  less  on  an  ongo-| 
ing  basis.  I 

“Tragedies  bring  out  the  donors  in  droves,  such  as  last] 
year’s  A&M  bonfire  disaster,”  Mr  Cothran  said.  “They  mayj 
not  be  able  to  write  a check  for  $100,  but  they  can  donate  a 
pint  of  blood  to  help  and  they  do.  Our  challenge  is  to  make 
those  who  respond  aware  of  the  continuous  need  and  turn 
them  into  regular,  repeat  blood  donors.” 

It  was  another  tragedy  — the  1997  tornado  that  devas- 
tated the  small  town  of  Jarrell  — that  prompted  one  of 
Austin’s  most  prominent  citizens  to  donate  blood  at  the 
Blood  and  Tissue  Center  of  Central  Texas.  Luci  Baines  John- 
son, an  Austin  businesswoman  and  daughter  of  former  Pres- 
ident Lyndon  B.  Johnson,  stood  in  line  for  2 hours  to  donate 
blood  for  the  storm  victims.  “The  blood  center  is  an  effort 
that  is  critical  to  the  well-being  of  us  all.  It’s  about  helping 
one  another  by  giving  one  of  the  most  precious  possible  gifts, 
the  gift  of  life.  Blood  costs  nothing  to  give,  yet  the  gift  is 
priceless,”  said  Ms  Johnson. 

Dr  Sutor,  chair  of  the  TMA  Committee  on  Blood  and  Tis- 
sue Usage,  says  changing  regulations  and  today’s  lifestyles 
make  it  more  difficult  to  attract  new  donors  and  keep  regu- 
lar ones.  “We’re  demanding  more  of  our  donors  and  asking 
more  questions,  some  of  which  are  personal,  invasive,  and 
offensive  to  some  people.” 

A series  of  questions  regarding  sexual  behavior  are  quite 
explicit,  such  as,  “In  the  past  12  months,  have  you  given 
money  or  drugs  to  anyone  to  have  sex  with  you?” 

“The  nature  of  the  questions  are  so  repugnant  to  some  of 
our  donors  that  they  have  simply  stopped  giving,”  Mr  Teague 
said.  He  says  he  lost  a 46-gallon  donor  who  had  given  more 
than  300  times  for  this  very  reason. 

The  available  donor  pool  is  also  changing.  Dr  Sutor  points 
out.  More  people  are  working  out  of  their  homes  and  the 
demands  on  time  are  at  all-time  highs.  It’s  harder  to  convince 
companies  to  allow  workers  to  take  the  time  to  give  bloodi 
so  corporate  blood  drives  are  less  common.  Younger  genera- 
tions, she  says,  are  less  aware  of  the  need  for  blood,  so  they  I 
haven’t  made  the  commitment  to  give. 
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Reimbursement  inequities 

And  just  as  physicians  are  suft'ering  the  woes  of  dwindling  re- 
imbursement patterns  among  all  payers,  hospitals  also  are 
taking  major  hits  on  blood. 

Speaking  before  the  US  Department  of  Health  and  Human 
Services  (HHS)  Advisory  Committee  on  Blood  Safety  and 
Availability  for  the  American  Hospital  Association  (AHA), 
A.J.  Marengo-Rowe,  MD,  emphasized  that  the  current 
bundling  system  for  DRG  pricing  does  not  have  a separate  in- 
dex that  captures  changes  in  blood  prices  over  time.  “AHA  is 
exploring  and  will  recommend  a change  in  the  market  bas- 
ket time  series  to  include  one  that  measures  the  changes  in 
blood  prices  over  time,”  said  Dr  Marengo-Rowe,  director  of 
special  hematology  and  transfusion  services  at  Baylor  Med- 
cal  Center  in  Dallas. 

At  this  same  meeting,  he  said  AHA  members  expect  leuko- 
eduction  and  nucleic  acid  testing  to  drive  blood  prices  up 
S45  to  $55  above  the  current  $80  to  $120  per  pint.  The  short- 
ige  is  adding  to  costs,  detailing  that  in  1999,  Baylor’s  volume 
ose  by  13%  while  its  transfusion  costs  increased  25%. 

! Mr  MacPherson,  of  ABC,  says  his  group  is  asking  Congress 
0 look  every  year  at  what  the  real  costs  of  health  care  are. 


Testing  the 
blood  supply 

Infection 

Test  Initiated 

Notes 

Syphilis 

1942 

Hepatitis  B surface  antigen 

1971 

HIV-1  antibody 

1985 

Detects  presence  within  30-40  days; 
second  generation,  10-14  days. 

HumanT-lymphotropic  virus  HTLV-1  antibody 

1986 

Alanine  aminotransferase  test  (ALT) 

1987 

Measures  liver  enzymes; 
drinking/exercise  can  elevate. 

j Hepatitis  B core  antibody 

1987 

HTLV-II  antibody 

1989 

Hepatitis  C virus  antibody 

1990 

Detects  within  70-90  days. 

HIV-2  antibody 

1992 

, HIV  p24  antigen 

1996 

Detects  within  8-10  days. 

Nucleic  acid  amplification  technology 
; (NAT)  testing  for  HIV  and  hepatitis  C 

1999 

Closes  window  for  HIV  to  7 days; 
detects  hepatitis  C virus  within  20-30  days. 

“Right  now,  there’s  a disconnect  between  the  FDA  and  IICFA 
lliealth  Care  Financing  Administration!,  both  of  which  are 
part  of  HHS.  Ihey’re  not  talking  to  each  other.  We’re  asking 
that  mechanisms  be  put  in  place  to  make  this  happen.  If  one 
agency  says  do  something,  add  this  test  or  process,  make  an- 
other agency  p;iy  for  it.” 

Heavily  regulated  system 

Blood  banks  are  under  enormous  pressures,  too.  They  are 
among  the  most  heavily  regulated  industries  in  the  country. 
“We  fall  under  the  purview  of  the  FDA  because  we  produce  an 
injectable  product  that  is  considered  a drug,  which  must  follow 
the  same  rules  as  pharmaceutical  companies,”  Dr  Sutor  said. 

Catherine  A.  Mazzei,  MD,  medical  director  of  the  Blood 
and  Tissue  Center  of  Central  Texas,  outlines  the  various 
agencies  that  control  the  nation’s  blood  banking  industry. 
Each  of  these  agencies  inspects  blood  banks  as  a part  of  their 
regulatory  processes.  The  FDA  registers  blood  banks,  which 
must  be  licensed  by  FDA  (a  more  involved  process)  to  ship 
their  products  across  state  lines.  In  addition,  the  laboratories 
and  lab  personnel  must  comply  with  the  Clinical  Laboratory 
Improvement  Act.  Then,  professional  accreditation  is  pro- 
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vided  by  the  American  Association  of  Blood  Banks  and, 
sometimes,  in  the  case  of  hospital  blood  banks,  the  College 
of  American  Pathologists. 

Supply  side  economics 

while  Dr  Sutor  appreciates  the  dilemma  that  hospitals  are 
facing  with  reimbursements  that  do  not  match  actual  costs, 
she  points  out  another  lose-lose  trend.  “What  we’re  seeing  is 
hospitals,  because  they’re  desperate  to  save  money,  asking  us 
for  the  most  complex  components  (such  as  granulocytes) 
while  shopping  the  Internet  and  other  suppliers  for  the  com- 
mon things  at  sale  prices.  That’s  hurting  us,  because  the  com- 
mon components  (red  cells,  platelets,  and  plasma)  are  our 
bread  and  butter.” 

Ms  Larsen  says  that  she  has  shopped  the  Internet  for  prod- 
ucts and  that  she  relies  on  several  suppliers  for  components, 
D'pically  the  most  common  ones.  These  are  supplemental  ef- 
forts only,  though,  in  order  to  maintain  inventory.  She  indi- 
cates that  the  Internet  allows  participating  suppliers  to 
declare  excess  inventory,  help  others  around  the  country,  and 
reduce  waste. 

Running  a blood  bank  is  no  cheap  undertaking.  Apheresis 
equipment,  for  example,  costs  roughly  $50,000  a unit.  Add  to 
that  capital  investment  ongoing  expenses  that  include  a $100 
one-time-use  kit  needed  for  every  collection,  and  2 to  4 hours 
of  a technician’s  time  to  operate  the  apheresis  equipment. 

The  economic  pressures  on  the  nation’s  blood  supply  are 
being  felt  by  all  parties. 

How  physicians  can  help 

Fernando  A.  Guerra,  MD,  director  of  health  for  the  City  of 
San  Antonio  Metropolitan  Health  District,  is  a member  of  the 
HHS  Advisory  Committee  for  Blood  Safety  and  Availability. 
He  says  regulation  by  the  FDA  and  other  agencies  offers  the 
greatest  assurances  of  blood  safety  in  the  history  of  medi- 
cine. “But  all  of  this  carries  enormous  cost  and  increased  re- 
sponsibility for  making  the  appropriate  therapeutic  decisions 
that  offer  the  greatest  benefit  to  the  patients.”  Dr  Guerra 
urges  his  colleagues  to  postpone  or  substitute  transfusion 
therapy  when  there’s  a possibility  that  a condition  may  be 
managed  another  way. 

Physicians  can  intervene  in  other  ways  to  promote  a sta- 
ble blood  supply: 

Accurate  and  cautious  ordering 

Jack  Alperin,  MD,  associate  director  of  The  University  of 
Texas  Medical  Branch  Blood  Bank,  says  one  mistake  com- 
monly made  is  ordering  fresh  frozen  plasma  or  cryropredpi- 
tate  to  treat  bleeding  disorders  based  on  falsely  abnormal  lab 
results.  For  example,  blood  for  laboratory  testing  may  be  col- 
lected from  patients  with  an  indwelling  venous  access  kept 
open  with  heparin,  an  anticoagulant.  Coagulation  tests,  such 
as  the  prothrombin  time  (PT)  or  the  activated  partial  throm- 
boplastin time  (APTT)  will  be  excessively  prolonged  if  the 


blood  for  testing  is  contaminated  with  heparin.  “So  the  va- 
lidity of  test  results  that  are  not  consistent  with  clinically  ap- 
parent symptoms  should  be  questioned,”  he  said. 

“Another  problem  is  ordering  transfusions  for  only  minor  ab- 
normalities of  the  clotting  test  results  when  the  true  clinical  sig- 
nificance of  the  abnormal  result  is  questionable,”  said  Dr  Sutor. 

“While  blood  is  safer  than  ever,  the  use  of  blood  is  still  a 
double-edged  sword,”  Dr  Alperin  said.  “It  can  save  lives,  but  i 
it  can  also  cause  problems  and  complications.  People  still  diej; 
from  blood  transfusions.  There  may  be  things  in  the  bloodlj 
that  we  do  not  understand.  Blood  is  a loaded  gun  that  ma>i' 
go  off  at  any  time,  causing  harm  in  the  future.”  He  added' 
that  blood  should  be  used  with  great  caution  to  avoid  com-ji 
plications  and  waste.  j 

Proactive  promotion  i! 

Dr  Kalmin  believes  physicians  are  among  the  most  effective' 
awareness  builders  and  motivators.  “I  think  people  give  blood  i 
if  they’re  asked  to  give  blood,  particularly  by  physicians.” 

Mr  Teague  agrees.  “Physicians  talking  to  their  patients 
about  blood  donation  works  because  patients  believe  theii 
physicians  are  the  most  powerful  and  believable  source  of  in- 
formation,” he  said. 

“One  has  to  look  at  the  blood  bank  as  a valuable  commu- 
nity resource,”  Dr  Kalmin  urged.  “You’re  not  supporting  the 
blood  bank  by  donating,  you’re  supporting  the  health  care 
services  in  the  community.” 

No  help  from  technology  yet 

Despite  years  of  research  with  some  promising  results,  “the 
only  factory  that  produces  blood  is  the  human  body,”  Di 
Kalmin  said. 

Current  research  involves  clinical  investigation  in  the  de- 
velopment of  red-cell  substitutes  that  could  be  used  for  acute 
trauma  patients  and  those  undergoing  surgery,  with  or  with- 
out normovolemic  hemodilution.  Researchers  are  investigat- 
ing the  possibility  of  producing  cell-free  hemoglobin 
solutions  that  approximate  the  oxygen-carrying  and  delivery 
capacity  of  cellular  hemoglobin,  and  developing  perfluoro- 
carbon  emulsions  as  synthetic  oxygen  carriers. 

However,  because  of  the  complexity  of  this  research,  most 
experts  believe  that  synthetic  blood  products  will  not  be 
available  for  years  to  come. 

Mr  MacPherson  believes  that  all  parties  involved  need  to 
work  together  to  preserve  the  nation’s  blood  supply  as  a pre- 
cious and  irreplaceable  resource.  Otherwise,  we  can  look  for- 
ward to  severe  and  chronic  shortages  in  the  future.  “We  all 
have  to  remember,  too,  that  despite  the  regulatory  and  eco- 
nomic pressures,  our  bottom  line  always  has  been  and  will 
remain  patient  care.  And  shame  on  us  if  we  forget  that.”  ★ 


Laurie  Stoneham  is  an  Austin  freelance  writer. 
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A class  of  their  own 

Physicians  reluctantly  consider  joining  lawsuits  against  HMOs 


hen  the  Texas  Medical  Asso- 
ciation’s House  of  Delegates 
convened  May  25  in  San 
Antonio  during  TexMed 
2000,  it  had  before  it  a reso- 
lution that  most  physicians 
would  have  thought  im- 
probable just  5 years  ago.  The  resolution, 
sponsored  by  the  Denton  County  Medical 
Society,  called  on  TMA  to  promote  a class 
action  lawsuit,  participate  in  an  existing 
class  action  lawsuit,  or  pursue  other  legal 
actions  against  managed  care  plans  on 
behalf  of  member  physicians. 

The  House  did  not  approve  the  resolu- 
tion as  written.  Instead,  it  adopted  a rec- 
ommendation made  by  the  Reference 
Committee  on  Socioeconomics  after 
hearing  extensive  testimony  on  the  reso- 
lution the  day  before.  > > 


By  Ken  Ortolon,  Associate  editor 
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The  reference  committee  recommen- 
dation was  that  TMA  “evaluate,  facili- 
tate, and,  where  prudent,  participate  in 
legal  actions  in  the  best  interest  of  its 
member  physicians  against  companies 
providing  health  insurance  products  in 
the  State  of  Texas  which  do  not  comply 
with  the  Texas  Insurance  Code  in  pro- 
cessing claims  for  medical  services  and 
seek  appropriate  recovery  for  actual 


damages,  penalties,  punitive  damages, 
and  other  equitable  or  injunctive  relief.” 

Delegates  also  approved  a reference 
committee  recommendation  that  a 
Denton  County  proposal  that  the  TMA 
Council  on  Legislation  “seek  legislative 
relief  from  the  abuses  of  the  insurance 
industry”  be  referred  to  the  Council  on 
Socioeconomics  for  further  study. 
“Your  reference  committee  feels  that 
the  Council  on  Socioeconomics  is  a 
more  appropriate  place  for  this  issue  to 
be  followed,”  the  committee  said  in  its 
report  to  the  House  of  Delegates. 

Frederick  L.  Merian,  MD,  of  Victoria, 
chair  of  the  TMA  Board  of  Trustees, 
told  delegates  he  attended  the  refer- 
ence committee  hearing  on  the  resolu- 
tion and  was  well  aware  of  physicians’ 
feelings  on  the  matter.  “We  hear  you,” 
he  said,  adding  that  the  issue  needs 
further  study. 

Trustee  Bohn  D.  Allen,  MD,  of  Ar- 
lington, assured  delegates  that  the 
council  will  “proceed  to  do  what’s  in  the 
best  interest  of  this  House  and  the  physi- 
cians of  Texas.  We  take  this  seriously 
and  we  will  pursue  it  to  its  fullest.” 

Paul  B.  Handel,  MD,  of  Houston, 
chair  of  the  Council  on  Socioeconom- 
ics, says  the  impact  of  class  action  liti- 
gation on  the  association’s  hassle  factor 
log  and  related  programs  is  unknown. 
He  says  the  council  favors  a one-two 
approach  of  advocacy  and  then  litiga- 
tion. “Our  advocacy  needs  to  be  ongo- 
ing, and  litigation  is  absolutely  a court 
of  last  resort.” 

Dr  Handel  says  his  main  concerns 


are  “what  happens  if  we  lose?”  and  “if 
we  win,  what  have  we  won?” 

A last  resort 

Physicians  traditionally  have  been  re- 
luctant to  turn  to  the  courts  to  seek  so- 
lutions to  their  problems.  Indeed, 
doctors  have  been  among  the  leading 
advocates  of  tort  reforms  to  reduce  the 
number  of  lawsuits  — specifically  friv- 


olous, nonmeritorious  cases  — clog- 
ging the  courts.  And,  physicians  have 
been  reluctant  to  sue  health  plans  for 
fear  of  being  deselected  or  suffering 
some  other  type  of  retaliation. 

But  the  Denton  County  Medical  Soci- 
ety resolution  and  an  explosion  of  class 
action  lawsuits  against  health  mainte- 
nance organizations  (HMOs)  across  the 
country  — many  with  doctors  as  the 
plaintiffs  — may  signal  a change  in 
physicians’  attitudes  toward  using  the 
courts  as  a venue  for  change.  In  fact, 
some  physicians  say  managed  care  com- 
panies’ refusal  to  abide  by  legislative 
and  regulatory  reforms  enacted  over  the 
past  several  years  by  numerous  states 
has  left  them  with  little  choice  but  to 
seek  relief  from  the  judicial  system. 

As  of  late  May,  at  least  23  state  and 
national  class  action  lawsuits  had  been 
filed  against  many  of  the  nation’s 
largest  health  plans.  Several  cite 
unique  legal  theories  that  accuse  the 
plans  of  fraud  or  extortion  under  the 
Racketeer  Influenced  and  Corrupt  Or- 
ganizations Act  (RICO).  Still  others  al- 
lege HMO  interference  with  the 
fiduciary  relationship  between  a physi- 
cian and  patient  under  the  federal  Em- 
ployee Retirement  Income  Security  Act 
of  1974  (ERISA).  (See  “The  Courts  of 
Last  Resort,”  March  2000  Texas  Medi- 
cine, pp  40-43.) 

The  original  class  action  suits  using 
these  legal  theories  were  filed  on  behalf 
of  patients  by  many  of  the  same  lawyers 
who  took  on  the  tobacco  industry  and 
negotiated  more  than  $200  billion  in 


settlements  for  the  states.  But  several , 
that  named  physicians  as  the  plaintiffs 
soon  followed.  More  likely  will  be  filed,! 
in  the  near  future  as  lawyers  and  physi-s 
dans  from  Texas,  California,  Connecti-  I 
cut,  Ohio,  and  other  states  examine  thej 
potential  for  such  suits. 

Waco  internist  Joe  Cunningham,; 
MD,  says  physicians  are  tired  of  the 
health  plans  thumbing  their  noses  at: 
state  managed  care  reforms  that  physi- 
cian and  consumer  groups  worked  sO' 
hard  to  enact. 

Connie  Barron,  associate  director  of 
legislative  affairs  for  TMA,  says  one 
HMO  delayed  paying  all  claims  until 
the  Texas  Department  of  Insurance 
came  up  with  a definition  of  a “clean 
claim,”  a process  that  took  9 months 
from  the  time  the  prompt  payment  law 
took  effect  last  September.  (See  “Clean 
Claims,  pp  26-31.)  She  says  health 
plans  have  taken  a “so  sue  us”  stance, 
confident  that  their  bluff  won’t  be 
called  or  that  they  can  get  the  state  re- 
forms tossed  out  as  preempted  by 
ERISA. 

“We’ve  made  a lot  of  efforts  to  try  to 
address  the  problems  with  managed 
care,  from  the  patient  protection  laws 
enacted  in  1997  to  the  physician  nego- 
tiation law  passed  last  year.  The  prob- 
lem is  the  HMO  industry  has  managed 
to  thwart  the  intent  of  most  of  those 
regulations,”  said  Dr  Cunningham, 
who  is  a consultant  for  at  least  two 
groups  of  attorneys  that  have  filed  class 
action  suits. 

Doctors  file  suit 

Archie  Lamb,  JD,  a plaintiff’s  attorney 
in  Birmingham,  Ala,  has  filed  one  case 
on  behalf  of  a small  physician  group  in| 
Mississippi  and  four  national  class  ac-j 
tion  suits  on  behalf  of  any  physician  ini 
the  United  States  who  has  treated  any 
enrollee  of  Aetna,  CIGNA,  Humana,  or 
Prudential  Healthcare.  1 

I 

In  the  Mississippi  lawsuit,  Mr  Lambj 
says  UnitedHealthcare  owes  the  six-i 
physician  group  $365,000  in  unpaid' 
claims.  After  exhausting  Mississippi’s; 
administrative  appeals  process.  United^ 
offered  to  settle  the  case  for  $10,000.  j 

The  national  class  action  suits  cite| 
RICO  violations.  The  theory,  in  part,  is 


“Our  advocacy  needs  to  be  ongoing, 
and  litigation  is  absolutely  a court  of  last  resort.” 
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that  the  plans  have  committed  extor- 
tion under  RICO  in  that  contracting 
physicians  have  no  leverage  to  turn 
down  any  contract  that  is  offered  or  to 
enter  into  meaningful  negotiations 
over  those  contracts. 

“When  physicians  are  given  these 
contracts,  in  real  life  they  do  not  have 
any  bargaining  ability,”  said  Dr  Cun- 
ningham, who  deals  with  contracting 


sions,  including  a class  action  suit 
against  Harris  Methodist  IIMO  2 years 
ago,  alleging  illegal  financial  incentives 
in  Harris’  prescription  budgets.  Harris 
was  ordered  to  pay  restitution  to  the 
physicians  and  also  pay  a substantial  fine 
to  TDI.  (See  “Cowtown  Showdown,” 
April  1998  Texas  Medicine,  pp  38^1.) 

Mr  Young  also  has  advised  Attys  Gen 
Dan  Morales  and  John  Cornyn  in  de- 


“After you’ve  been  a victim  enough  times,  you  start 
feeling  like  you  need  to  fight  back.’’ 


"issues  daily  as  executive  director  of 
Providence  Health  Alliance,  a 210- 
physician  501(a)  corporation.  “It’s  not 
I'like  they  can  sit  down  and  negotiate 
"these  things.” 


Georgia’s  approach 

' In  Georgia,  the  state  medical  society 
has  joined  the  fray.  In  February,  the 
■ Medical  Association  of  Georgia,  the 
i American  Medical  Association,  and 
three  pediatricians  filed  a class  action 
ijsuit  against  Aetna  for  allegedly  violat- 
ing that  state’s  prompt  payment  law.  In 
i April,  three  other  health  plans  — Pru- 
I'dential,  UnitedHealthcare  of  Georgia, 
l^and  Coventry  Healthcare  of  Georgia  — 
[■were  named  in  three  similar  suits, 
j David  Cook,  JD,  general  counsel  for 
the  Medical  Association  of  Georgia, 
jjsays  the  association  felt  it  had  to  take 
j that  step  because  violations  of  the 
’[prompt  payment  law  were  simply  too 
I widespread. 

I Georgia’s  law  requires  health  plans  to 
jlpay  clean  claims  within  15  working  days 
ijor  proAdde  an  itemized  list  of  what  infor- 
tlmation  is  needed  to  process  that  claim. 

' “The  bottom  line  is  that  insurers 
|have  not  been  honoring  that  at  all,”  Mr 
fICook  said.  “We  filed  these  cases  be- 
yCause  our  doctors  were  out  on  a limb.” 
I A similar  suit  was  filed  in  Fort  Worth 
in  late  May,  alleging  violations  of  Texas’ 
prompt  payment  statute.  That  case  was 
filed  by  Fort  Worth  attorney  George 
[Parker  Young,  JD,  on  behalf  of  a class  of 
[area  physicians.  Mr  Young  has  repre- 
[sented  physicians  on  numerous  occa- 


Tel 800.880.1300 


fending  Texas’  landmark  managed  care 
liability  laws  in  both  federal  district  court 
and  on  appeal  in  a case  filed  by  Aetna. 

The  only  hope 

At  first  blush,  it  would  appear  that 
physicians  face  running  afoul  of  their 
traditional  tort  reform  allies  with  this 
newfound  support  of  class  actions  suits. 
However,  Ralph  Wayne,  president  of 
the  Texas  Civil  Justice  League  (TCJL), 
says  that’s  not  the  case,  even  though 
TCJL  likely  will  pursue  class  action  re- 
form in  the  Texas  Legislature  in  2001. 

“I  don’t  see  it  as  any  conflict,”  Mr 
Wayne  said.  “Nobody  in  our  group 
wants  to  do  away  with  class  action  law- 
suits. We  just  want  to  draw  some 
guidelines  on  it.” 

Dr  Cunningham  says  he  realizes 
turning  to  plaintiff’s  lawyers  to  sue 
HMOs  may  be  quite  a leap  for  the 
physician  who  has  been  a lifelong  con- 
servative and  has  shied  away  from  the 
court  system. 

“But  you  know  what?  After  you’ve 
been  a victim  enough  times,  you  start 
feeling  like  you  need  to  fight  back.  And 
if  you’re  going  to  advocate  for  your  pa- 
tients — which  I believe  is  a funda- 
mental duty  of  being  a physician  — 
you  need  to  advocate  for  them  aggres- 
sively. And,  that’s  why  we  have  a judi- 
cial system.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o(gtexmed.org. 
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Delegating  authority 

AG  addresses  the  relationship  between  physicians  and  CRNAs 


© Stone,  Ben  Edwards 


Medical  professionals  have 
reached  different  conclusions 

I 

about  whether  the  selection 
and  administration  of  anesthe- 
sia by  a certified  registered 
nurse  anesthetist  (CRNA) 
should  be  classified  as  profes- 
sional nursing  or  as  a delegated  practice 
of  medicine.  As  a result,  other  issues  have 
arisen,  including  how  much  a physician 
needs  to  be  involved  in  such  cases  and 
which  medical  board  possesses  proper 
authority  over  them.  > > 


By  Clayton  Devin,  JD,  and  C.  J.  Francisco,  JD 
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Debate  over  the  issue  flared  reeently 
when  the  Health  Care  Financing  Admin- 
^istration  said  it  plans  to  allow  state  law 
to  dictate  whether  nurse  anesthetists 
may  administer  anesthesia  to  Medicare 
I patients  without  physician  supervision. 
iXexas  anesthesiologists  are  seeking  con- 
gressional intervention  to  block  the  plan. 
(See  “HCFA  To  Drop  Doctor  Supervision 
of  CRNAs,”  April  2000  Action,  pi.) 

On  September  28,  1999,  Texas  Atty 
Gen  John  Cornyn  issued  Opinion  No. 
JC-0117  in  response  to  a request  from 
the  Texas  State  Board  of  Nurse  Examin- 
ers. As  restated  by  the  attorney  general, 
the  board’s  position  is  summarized  as 
follows:  “The  Board  of  Nurse  Examiners 
has  ‘for  many  years,’  considered  the  se- 
lection and  administration  of  anesthesia 
and  the  care  of  an  anesthetized  patient 
by  a certified  registered  nurse  anes- 
thetist to  be  the  practice  of  professional 
nursing  rather  than  the  delegated  prac- 
itice  of  medicine  requiring  oversight/su- 
pervision by  a physician”  (1). 

Attorney  General  Cornyn  responded, 
“We  conclude  that  your  construction  is 
correct  only  in  part.  Under  the  Nursing 
Practice  Act  . . . and  under  the  Medical 
Practice  Act  . . . the  practice  of  profes- 
jsional  nursing  includes  the  selection  and 
jadministration  of  anesthesia  and  the  care 
|of  an  anesthetized  patient  by  a CRNA, 
but  only  when  those  tasks  are  delegated 
by  a physician.  Accordingly,  we  generally 
Iconclude  that  the  Board  of  Nurse  Exam- 
liners  has  authority  to  regulate  the  selec- 
tion and  administration  of  anesthesia 
'and  the  care  of  an  anesthetized  patient 
by  a CRNA.  We  further  conclude  that  nei- 
ther the  Nursing  Practice  Act  nor  the 
Medical  Practice  Act  requires  a physician 
to  delegate  the  selection  or  administra- 
tion of  anesthesia  or  the  care  of  an  anes- 
Ithetized  patient.  If  a physician  does  so, 
however,  the  delegating  physician  is  not 
required  as  a matter  of  law  to  directly  su- 
Ipervise  the  CRNA,  but  he  or  she  may 
'choose  to  do  so”  (1). 

Delegation  and  supervision 

The  attorney  general’s  opinion  deals 
with  three  separate  questions. 

Kre  the  administration  of  anesthesia  and 
'the  care  of  an  anesthetized  patient  by  a 
ICRNA  the  performance  of  delegated  med- 
ical acts? 


Yes.  Mr  Cornyn’s  opinion  is  entirely  con- 
sistent with  an  opinion  issued  by  the 
Texas  State  Board  of  Medictil  Examiners 
(TSBME)  on  September  9,  1998.  The 
board  concluded:  “The  (TSBME]  fully 
supports  the  opinion  in  Dr  Levy’s  letter. 
We  agree  that  the  administration  of 
anesthesia  is  the  practice  of  medicine 
and  that  this  act  may  be  delegated  to  a 
properly  trained  and  qualified  CRNA.  In 
addition,  the  delegating  physician  re- 
mains ultimately  responsible  for  the  acts 
delegated  to  the  CRNA  under  the  physi- 


cian’s delegated  authority.  In  the  opinion 
of  the  board,  the  Medical  Practice  Act 
does  not  confer  independent  authority 
to  CRNAs  to  independently  administer 
anesthesia  outside  the  supervision  of  a 
delegating  physician”  (2). 

The  attorney  general’s  opinion  finds 
that  a CRNA  may  select  and  administer 
anesthesia  only  when  those  acts  have 
been  delegated  by  a physician,  and 
that  there  is  nothing  in  the  Medical 
Practice  Act  or  the  Nursing  Practice  Act 
that  requires  a physician  to  delegate 
those  acts.  Therefore,  that  decision  is 
left  to  the  physician’s  own  judgment. 

The  word  “delegate”  is  a term  of  art 
as  used  in  the  Medical  Practice  Act.  By 
including  a specific  requirement  that  a 
physician  delegate  the  selection  and 
administration  of  anesthesia  to  a 
CRNA,  the  legislature  recognized  that 
these  are  medical  acts  that  may  be  del- 
egated in  the  exercise  of  sound  judg- 
ment by  a physician  (3). 

That  the  attorney  general  did  not 
make  a specific  finding  that  the  selec- 
tion and  administration  of  anesthetic 
agents  is  the  practice  of  medicine  is  not 
surprising  since  the  Medical  Practice 
Act  has  given  TSBME  the  authority  to 


determine  wliich  acts  conslitute  the 
practice  of  medicine  (3).  The  board, 
acting  under  the  authority  conferred  by 
the  Medical  Practice  Act,  concluded  in 
its  opinion  that  the  administration  of 
anesthesia  is  the  practice  of  medicine. 

When  a CRNA  selects  and  administers 
anesthesia,  is  this  the  practice  of  profes- 
sional nursing,  subject  to  regulation  by 
the  Board  of  Nurse  Examiners? 

Yes.  As  noted  by  the  attorney  general’s 
opinion,  the  definition  of  “professional 


nursing”  contained  in  the  Nursing 
Practice  Act  includes  the  performance 
of  acts  delegated  by  a physician  (4). 
That  definition  specifically  includes  a 
reference  to  sections  157.052,  157.053, 
157.054,  157.058,  and  157.059  of  the 
Texas  Occupations  Code.  That  statute 
explicitly  allows  a physician  to  dele- 
gate anesthesia-related  services  to  a 
CRNA  in  a licensed  hospital  or  ambula- 
tory surgical  center. 

The  attorney  general’s  opinion  further 
notes:  “We  believe  that  these  tasks  are 
within  the  practice  of  nursing  for  a 
CRNA,  but  only  when  the  tasks  are  prop- 
erly delegated  to  the  CRNA  by  a physi- 
cian. The  Medical  Practice  Act  authorizes 
the  CRNA,  ‘pursuant  to  the  physician’s 
order  and  in  accordance  with  facility 
policies  or  medical  staff  bylaws,’  to  ‘se- 
lect, obtain  and  administer’  an  anesthetic 
and  to  ‘maintain  the  patient  within  a 
sound  physiologic  status.’  See  Tex  Occ 
Code  Ann  Section  157.058(c).  Consis- 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


The  attorney  general’s  oiiinion  finds 
that  a CRNA  may  select  and  administer  anesthesia 
only  when  those  acts  have  been  delegated  by 
a physician,  and  that  there  is  nothing  in  the 
Medical  Practice  Act  or  the  Nursing  Practice  Act 
that  requires  a physician  to  delegate  those  acts. 
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tently  with  the  Medical  Practice  Act,  the 
Nursing  Practice  Act  explicitly  defines 
the  term  ‘professional  nursing’  to  include 
the  selection  and  administration  of  anes- 
thesia when  delegated  by  a physician  un- 
der Section  157.058  of  the  Texas 
Occupations  Code.  Id  § 301.002(2)  (G). 
In  that  regard,  the  Medical  Practice  Act 
excepts  from  its  coverage  professional 
nurses  practicing  strictly  within  the  Nurs- 
ing Practice  Act.  See  Id  § 151.052(4).” 


“Finally,”  the  attorney  general’s  opin- 
ion says,  “Section  157.058(d)  of  the  Oc- 
cupations Code  directs  us  liberally  to 
construe  a physician’s  authority  to  dele- 
gate anesthesia-related  tasks  to  a CRNA 
‘to  permit  the  full  use  of  safe  and  effective 
medication  orders  to  use  the  skills  and 
services  of  certified  registered  nurse  anes- 
thetists.’ Tex  Occ  Code  Ann  §157. 058(d). 
The  Medical  Practice  Act  thus  contem- 
plates the  full  use  of  CRNAs,  exempts  CR- 
NAs  from  the  Medical  Practice  Act  in 
executing  anesthesia-related  tasks  that 
are  within  the  scope  of  the  practice  of 
nursing,  and,  we  think,  leaves  the  regula- 
tion of  such  tasks  as  performed  by  CRNAs 
to  the  Board  of  Nurse  Examiners.  Of 
course,  a physician  need  not  delegate  the 
selection  or  administration  of  anesthesia 
or  the  maintenance  of  an  anesthetized 
patient  in  the  first  place”  (1). 

Must  a physician  who  delegates  anesthe- 
sia-related tasks  to  a CRNA  directly  su- 
pervise the  CRNA’s  selection  and 
administration  of  anesthesia? 

No.  Section  157.058  of  the  Texas  Occu- 
pations Code  does  not  require  that  a 
physician  directly  supervise  a CRNA’s  se- 
lection and  administration  of  anesthe- 
sia. The  extent  of  physician  involvement 
is  left  to  the  physician’s  professional 


judgment  in  light  of  other  federal  and 
state  laws,  facility  policies,  medical  staff 
bylaws,  and  ethical  standards  (1). 

The  attorney  general  concluded, 
“The  fact  that  the  provision  of  anesthe- 
sia-related services  performed  by  a 
CRNA  is  within  the  practice  of  nursing 
and  is  subject  to  regulation  by  the  Board 
of  Nurse  Examiners  does  not  bear  on  the 
extent  to  which  a physician  who 
chooses  to  delegate  anesthesia-related 


tasks  must  supervise  the  CRNA’s  per- 
formance. We  conclude  that  the  Medical 
Practice  Act  does  not  require  a physician 
to  directly  superintend  the  CRNA  in  the 
performance  of  delegated  anesthesia-re- 
lated tasks.  Nor,  on  the  other  hand,  does 
it  absolve  a physician  from  responsibility 
for  an  imprudent  delegation”  (1). 

Further,  the  attorney  general  noted 
that  the  legislature’s  choice  of  “.  . . the 
term  ‘delegate’  denotes  a deputization  of 
one  person,  eg,  a CRNA,  to  act  as  the 
agent  of  the  other,  eg,  the  physician”  (1). 

Physicians  still  responsible 

Attorney  General  Cornyn’s  opinion  also 
cites  other  relevant  portions  of  the  Med- 
ical Practice  Act,  which  provide  that  a 
physician  may  delegate  medical  acts  to  a 
nonphysician,  but  the  physician  remains 
responsible  for  the  outcome  of  the  dele- 
gated acts  (5).  This  is  the  same  interpre- 
tation of  a physician’s  obligations  as 
provided  by  TSBME  in  its  opinion. 

The  attorney  general  has  provided 
several  examples  of  other  statutes  or 
regulations  that  require  direct  supervi- 
sion of  a CRNA  to  whom  the  physician 
has  delegated  the  selection  and/or  ad- 
ministration of  anesthesia. 

The  analysis  provided  by  the  attor- 
ney general’s  opinion  also  considers 


where  a physician  delegates  to  a CRNA  I 
the  authority  to  select  and  administer; 
anesthesia.  In  doing  so,  the  attorney, 
general  noted  that  Section  157.058  of' 
the  Occupations  Code  is  limited  to  ad- 
ministering anesthesia  in  a licensed  > 
hospital  or  ambulatory  surgical  setting. 
That  portion  of  the  statute  does  noti 
specifically  address  other  settings,  such 
as  outpatient  procedures  in  a physi- 
cian’s office.  For  issues  related  to  those 
settings,  the  attorney  general  cited  Sec-  j 
tion  157.002  of  the  Texas  Occupations! 
Code,  which  does  provide  authority  to 
a physician  to  delegate  medical  acts  to 
a properly  trained  and  qualified  non- 
physician (5).  In  doing  so,  the  delegat- 
ing physician  remains  responsible  for 
the  outcome  of  the  delegated  acts. 

Attorney  General  Gomyn  has  clarified 
the  ambiguity  surrounding  the  delegation 
of  medical  acts  to  nonphysicians;  in  this 
case,  the  selection  and  administration  of 
anesthetics  and  care  of  anesthetized  pa- 
tients. In  doing  so,  the  opinion  has  con- 
firmed that  anesthesia-related  services  are 
the  practice  of  medicine,  and  that  physi- 
cians may  delegate  these  acts  to  properly 
trained  and  qualified  CRNAs.  The  extent 
to  which  the  delegating  physician  is  re- 
quired to  supervise  the  performance  of 
the  delegated  acts  is  a complicated  ques- 
tion that  requires  reference  to  a broad 
spectrum  of  legal  authority.  However,  re- 
gardless of  whether  the  delegating  physi- 
cian is  required  to  directly  supervise  the 
CRNA,  the  delegating  physician  remains 
responsible  to  TSBME  and  to  the  patient 
for  acts  performed  by  a CRNA  under  the 
physician’s  delegated  authority.  ★ 
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This  study  describes  the  effectiveness  of 
cardiovascular  risk  screening  for  elderly 
patients  of  a primary  care  practice  in  a 
rural  community.  A controlled  trial  sam- 
ple of  44  eligible  patients  was  screened  in 
a primary  care  practice  setting  in  August 
1998.  All  patients  completed  health  risk 
questionnaires;  93%  of  the  44  had  labo- 
ratoiy  work  and  a complete  physical  ex- 
amination. Cost  comparisons  were  made 
between  the  cost  of  the  health  screening 
and  the  cost  of  hospitalization  for  cardio- 
vascular disease  in  Fort  Worth,  Tex. 
Within  the  sample  population,  the  mean 
age  was  67.9  years  (±  8.1).  A high 
prevalence  of  obesity  among  females 
(53%),  hypertension  (58.5%),  lipid  dis- 
orders (63.4%),  and  elevated  glucose  lev- 
els (19.5%))  was  found.  Preventive  health 
screenings  and  programs  can  be  cost-ef- 
fective in  identifying  and  managing  ma- 
jor disease  (cardiovascular  diseases,  lipid 
disorders,  and  diabetes)  and  in  prevent- 
ing potential  costly  hospitalizations. 
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tasse-Hencke, Osteopathic  Health  System  of 
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Community  intervention  to  screen  risk  of  cardiovascular 
diseases  in  a rural  Texas  community 


ALBERTO  COUSTASSE-HENCKE,  MD,  MPH 
YOLANDA  CERVANTES,  MS,  HCA 

INTRODUCTION 

n 1986,  Paul  Frame,  MD,  published 
six  recommendations  for  preventive 
medicine: 

• The  potential  condition  for  pre- 
vention must  have  a significant 
effect  in  the  quality  and  duration 
of  life; 

• There  must  be  acceptable  evaluation 
and  treatment  measures; 

• The  disease  must  have  an  asympto- 
matic period  during  which  early  de- 
tection and  treatment  effectively 
reduce  morbidity  and  mortality; 

• Treatment  during  the  asymptomatic 
period  must  reach  therapeutic  re- 
sults that  are  superior  to  those  ob- 
tained when  treatment  is  applied 
after  the  symptoms  appear; 

• The  tests  that  are  necessary  for  the 
early  detection  of  the  disease  during 
the  asymptomatic  period  must  be 
easy  and  simple  for  the  patient  and 
its  assessment  and  usefulness  must 
show  a reasonable  cost;  and 

• The  frequency  of  the  disease  and  the 
detection  method  effectiveness  must 
be  sufficient  to  justify  the  procedure 
cost  (1,2). 

The  Canadian  Medical  Association 
Journal  in  1979  published  a work  by 
the  Canadian  Task  Force  on  the  Peri- 
odic Health  Examination,  evaluating 
78  potential  conditions  of  prevention. 
The  article  defended  quality  and  effec- 
tiveness evidenced  in  early  detection  to 
reduce  morbidity,  discarding  with  it 
several  measures  and  preventive  check- 
ups that  were  unjustifiable  (3,4).  The 
American  Cancer  Society  produced  a 
document  with  recommendations, 
combined  with  those  of  the  Canadian 
task  force,  for  the  establishment  of  pre- 
ventive medicine  programs  dealing 
with  the  value  of  community  health 
education,  physical  checkups,  and  lab- 
oratory tests. 

In  the  United  States,  the  leading 
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causes  of  death  in  the  senior  population 
are  cardiovascular  diseases.  Preventive 
health  programs  must  be  adjusted  be-l 
cause  of  this  high  prevalence.  Most  epi-i 
demiological  studies  that  have- 
evaluated  cardiovascular  disease  (CVD)  i 
risk  factors  have  measured  either  mor-i 
tality  or  morbidity  of  CVD  as  endpoints.: 
Cardiovascular  risk  factors  to  be  consid-| 
ered  are  obesity,  hypertension,  diabetes,! 
and  hypercholesterolemia  — labeled  thei 
“deadly  quartet”  by  the  Centers  for  Dis-i 
ease  Control  and  Prevention.  The  pre- 
vention of  complications  will  bring 
additional  benefits  to  patients,  not  only 
regarding  their  health  and  life  quality 
but  also  with  respect  to  their  economic 
situation,  a benefit  that  corresponds  also 
to  the  cost  containment  mode  of  the 
government  and  the  health  insurance 
system.  Earlier  detection  and  elimina-] 
tion  of  coronary  risk  factors  are  crucial.  I 

Therefore,  an  elderly  population  wasi 
screened  for  CVD  during  a general  prac-i 
tice  health  screening  program  (health- 
fair)  in  a Texas  rural  community.  A com- 
munity care  coordination  model  was  de- 
signed to  promote  wellness  and 
individual  independence,  prevent  fur- 
ther health  deterioration,  and  reduce  the 
fragmentation  of  health  care  services. 

Elderly  patients  who  were  caregivers 
presented  symptoms  of  elevated  blood 
pressure  and  depression  in  a primary 
care  clinic.  Missed  clinic,  diagnostic,  or 
specialty  referral  appointments  were 
common.  Some  patients  were  noncom- 
pliant  with  medications  because  of  pro- 
hibitive costs  or  lack  of  understanding. 
These  concerns  led  to  the  development 
and  piloting  of  this  program,  which  cre- 
ated mechanisms  for  improved  health 
status  through  earlier  identification  of 
these  wellness  barriers. 

METHODOLOGY 

A health  fair  approach  was  adapted  to 
screen  a specific  elderly  population  in 
this  rural  community  through  the  use 
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Table  1.  Health  screening  characteristics  of  41  study  patients  in  a community  care  coordination  project  in  a 
rural  Texas  community. 


Number 

Percent 

Mean  ± SD 

Age,  y 

67.85  ± 8.09 

Females 

30 

73.2 

Race/ethnicity 

white 

37 

90.2 

Black 

3 

7.3 

Hispanic 

1 

2.5 

Marital  status 

Single 

2 

4.9 

Married 

20 

48.8 

Divorced 

4 

9.7 

Separated 

11 

26.8 

Widowed 

2 

4.9 

No  report 

2 

4.9 

Total  cholesterol,  mg/dL 

216.93  ± 40.01 

Low-density  lipoprotein  cholesterol,  mg/dL 

120.76  ± 21.11 

High-density  lipoprotein  cholesterol,  mg/dL 

53.57  ± 14.34 

LDL-C:HDL-C  ratio,  mg/dL 

4.371  ± 1.579 

Trigylcerides,  mg/dL 

238.9  ± 291.8 

Glucose,  mg/dL 

124.98  ± 53.82 

Systolic  pressure,  mm  Hg 

137.86  ± 22.23 

Diastolic  pressure,  mm  Hg 

82.83  ± 10.15 

Body  Mass  Index 

30.74  ± 6.40 

Sodium,  mEq/L 

139.32  ± 2.50 

Potassium,  mEq/L 

4.2683  ± 0.3718 

Calcium,  mEq/L 

9.4927  ± 0.4891 

Creatinine,  mg/dL 

0.9049  ± 0.3263 

of  various  assessment  tools.  Eligible 
clinic  patients  ranging  in  age  from  60 
years  to  91  years  who  had  visited  the 
clinic  during  the  previous  2 years  were 
sent  a letter  of  introduction  from  the 
recently  appointed  physician.  The  pa- 
tients were  asked  to  complete  a nutri- 
tional risk  assessment  questionnaire,  a 
medical  questionnaire,  and  a health 
risk  assessment.  They  were  asked  to  re- 
turn the  complete  information  within  a 
designated  time  frame  of  2 weeks.  Per- 
sonalized health  profits  were  compiled 
for  each  patient. 

A follow-up  telephone  call  was 
made  to  those  patients  who  did  not  re- 
turn their  questionnaires.  If  the  pa- 
tients wanted,  assistance  was  provided 
to  complete  the  assessments. 

Patients  were  invited  to  participate 
in  two  complimentary  health  screen- 
ings at  the  clinic.  These  included  a 
physical  examination  by  the  physician, 
laboratory  work  including  tests  of  he- 
moglobin and  hematocrit,  a chemistry 
panel,  and  a cholesterol  panel.  The 
clinic  staff  recorded  blood  pressure, 
[weight,  height,  and  laboratory  meas- 
|urements  of  the  41  patients  who  re- 
turned the  survey. 

The  criteria  used  for  the  definition 
of  CVD  risks  were  as  follows: 

Body  Mass  Index  = weight/height  x 
height  (kg  per  m^)  for  men  and 
women,  respectively,  is  defined  in  four 
categories:  desirable  weight  is  20  to 
I 24  kg/m^  for  men  and  19  to  23  kg/m^ 
for  women;  overweight,  24  to  27.8 
j kg/m^  and  23  to  27.3  kg/m^;  obese, 
I 27.8  to  40  kg/m^  and  27.3  to  40 
kg/m^;  and  morbidly  obese,  40  kg/m^ 
1 or  more  for  either  men  or  women  (5). 
1 

Hypertension  = defined  as  systolic 
blood  pressure  equal  to  or  higher 
I than  140  mm  Hg  or  diastolic  blood 
pressure  equal  to  or  higher  than  90 
mm  Hg  or  use  of  any  hypertensive 
' medication  (Joint  National  Commit 


tee  on  Prevention,  Detection,  Evalu- 
ation, and  Treatment  of  High  Blood 
Pressure). 

The  routine  chemistry  tests  were  done 
on  “Model  Olympus  5200,  Olympus  Cor- 
poration, Tokyo,  Japan,”  while  the  high- 
density  lipoprotein  (HDL)  testing  was 
done  on  “Model  Olympus  800,  Olympus 
Corporation,  Tokyo,  Japan.”  The  refer- 
ence values  of  the  chemistry  panel  used 
for  ranges  on  test  results  were  obtained 
from  a national  corporation. 

The  cost  of  cardiovascular  diseases 
was  obtained  by  researching  the  diag- 
nosis-related group  (DRG)  data  from 
CaduCIS  Net  Outcome  Report  (data 
source:  Medicare  Inpatient-HCFA  1996) 
in  three  different  kinds  of  hospitals  in 


Fort  Worth,  Tex.  The  cost  of  inpatient 
hospitalization  for  hypertension  (DRG 
134),  myocardial  infarction  (MI)  alive 
(DRG  121),  MI  expired  (DRG  123), 
angina  pectoris  (DRG  140),  stroke 
(DRG  14),  and  transient  ischemic  at- 
tack (TIA)  (DRG  15)  was  determined 
for  a public  hospital,  an  osteopathic 
teaching  hospital,  and  a private  com- 
munity hospital. 

RESULTS 

The  community’s  elderly  population 
(older  than  60  years)  represented  ap- 
proximately 8%  of  the  total  popula- 
tion for  this  city.  According  to  the 
1900  census,  97%  of  the  elderly  were 
of  white  descent.  In  74%  of  the  house- 
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holds,  persons  aged  65  years  and 
older  were  women  living  alone.  Fifty- 
three  percent  of  the  community’s  pop- 
ulation aged  65  years  and  older  had 
mobility  and  self-care  limitations. 

Clinical  data  reveal  that  approxi- 
mately 145  patients  seen  in  the  clinic 
each  year  are  aged  60  years  or  older. 
This  number  represents  slightly  less 
than  20%  of  this  Texas  rural  community 
population  that  is  older  than  60  years. 

Health  screening  results 
Results  of  the  health  screening  are 
shown  in  Table  1.  Forty-one  patients  at- 
tended the  two  special  health  fairs,  rep- 
resenting 28%  of  the  regular  elderly 
patients  seen  in  the  clinic  each  year.  The 
mean  age  of  the  group  was  68  years; 
73%  of  these  were  women  and  90% 
were  white.  Among  the  female  partici- 
pants, the  prevalence  of  the  overweight, 
obesity,  and  morbid  obesity  was  15%, 
48%,  and  5%,  respectively.  Among  the 
male  participants,  the  prevalence  of  the 
overweight,  obesity,  and  morbid  obesity 
was  8%,  18%,  and  0%,  respectively  (Fig 
1).  The  prevalence  of  hypertension 
found  was  59%  (Fig  2).  Sixty-three  per- 
cent of  the  population  had  a total  cho- 
lesterol value  equal  or  greater  than  200 
mg/dL.  Twenty-one  percent  had  a cho- 
lesterol/HDL-C  ratio  greater  than  5,  and 
29%  had  triglycerides  greater  than  200 
mg/dL  (Fig  3).  The  fasting  glucose  level 
found  was  15%  with  a level  of  115-180 
mg/dL  and  20%  had  a value  greater 
than  180  mg/dL  (Fig  4).  Additionally, 
we  found  that  7%  and  10%  had  anemia 
between  females  (hemoglobin  less  than 
12)  and  males  (hemoglobin  less  than 
13.8),  respectively. 

Results  of  Health  Risk  Assessment  (Life 
Test™) 

Results  of  the  Health  Risk  Assessment 
are  presented  in  Table  2.  In  a popula- 
tion whose  mean  age  is  almost  68 
years,  only  56%  had  had  a medical 
checkup  within  the  last  year.  Fifteen 


Fig  1.  Body  Mass  Index  (BMI)  comparison  by  gender  in  patients  in  a rural  Texas  community. 
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Fig  2.  Prevalence  of  hypertension  in  patients  in  a rural  Texas  community. 
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Fig  3.  Lipid  levels  in  patients  in  a rural  Texas  community. 
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I Table  2.  Mediail  care  among  study  patients  in  a community  care  coordination  project  in  a rural  Texas  com- 
munity. 


Medical 

Checkups 

Years  Since 
Last  Checkup 

No.  (%) 

Medical 

Checkups 

Years  Since 
Last  Checkup 

No.  (%) 

Complete 

0* 

6 (15) 

Resting/stress 

0 

8 (20) 

medical 

1 

23  (56) 

electrocardiogram 

1 

18  (44) 

2 

6 (15) 

2 

3 (7) 

3 

1 ( 2) 

3 

2 (5) 

4-1- 

4 (10) 

4+ 

8 (20) 

Immunizations 

0 

7 (17) 

Colon/rectal 

0 

8 (20) 

1 

22  (54) 

examination 

1 

18  (44) 

2 

3 ( 7) 

2 

4 (10) 

3 

1 ( 2) 

3 

1 ( 2) 

4 + 

7 (17) 

4-1- 

9 (22) 

Blood  pressure 

0 

8 (20) 

Prostate 

0 

0 ( 0) 

1 

25  (61) 

examination 

1 

6 (67) 

2 

1 ( 2) 

(men  only) 

2 

2 (22) 

3 

0 ( 0) 

3 

0 ( 0) 

4-1- 

6 (15) 

4+ 

1 (11) 

Cholesterol 

0 

6 (15) 

Mammogram 

0 

7 (22) 

1 

28  (68) 

(women  only) 

1 

16  (50) 

2 

3 ( 7) 

2 

5 (16) 

3 

1 ( 2) 

3 

0 ( 0) 

4-1- 

2 ( 5) 

4 + 

2 ( 6) 

Blood  glucose 

0 

11  (27) 

Pelvic  examination 

0 

4 (13) 

1 

21  (51) 

(women  only) 

1 

14  (44) 

2 

2 ( 5) 

2 

3 ( 9) 

3 

1 ( 2) 

3 

3 ( 9) 

4-1- 

5 (12) 

4-1- 

5 (16) 

Eye  examination 

0 

6 (15) 

Perform  testicle 

1 

21  (51) 

self-examinations 

2 

8 (20) 

(men  only) 

3 (33) 

3 

4 (10) 

4 + 

1 ( 2) 

Perform  breast 

self-examinations 

Dental  examination  0 

11  (27) 

(women  only) 

25  (78) 

1 

20  (49) 

2 

5 (12) 

3 

1 ( 2) 

4 + 

3 ( 7) 

* Never  had  an  examination 


ipercent  had  never  had  an  examination 
land  2%  had  not  been  examined  within 
the  last  3 years.  Twenty  percent  re- 
Iported  they  had  never  checked  their 
blood  pressure,  and  15%  reported  that 
they  had  done  so  more  than  3 years 
earlier.  Those  reporting  that  they  had 
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never  had  a cholesterol,  blood  glucose, 
or  resting/stress  electrocardiographic 
examination  were  15%,  27%,  and 
20%,  respectively.  The  average  number 
of  times  of  not  performing  vigorous  en- 
durance exercise,  stretching  exercise, 
and  strengthening  exercises  per  week 

Volume  96  ★ Number? 


were  54%,  39%,  and  37%,  respectively. 
The  Life  Test  also  showed  a current 
personal  history  of  cancer  (18%),  heart 
disease  (32%),  stroke  (7%),  and  dia- 
betes (16%).  Finally,  only  10%  re- 
ported current  use  of  tobacco  products. 

Results  of  Nutritional  Risk 
Questionnaire 

Results  of  the  Nutritional  Risk  Ques- 
tionnaire (7)  are  shown  in  Table  3.  The 
results  reflected  that  41%  of  respon- 
dents reported  their  nutritional  status 
was  within  normal  range,  35%  were  at 
a moderate  nutritional  risk,  and  24% 
were  at  a high  nutritional  risk. 

Results  of  Medication  Questionnaire 
Thirty-six  percent  of  respondents  re- 
ported that  they  were  taking  more  than 
four  prescriptions  on  a daily  basis 
(Table  3).  Thirty-three  percent  had  re- 
ceived prescriptions  for  medications 
from  more  than  one  doctor.  Eighteen 
percent  stated  that  their  doctors  had 
changed  their  medicine  more  than 
twice  in  the  past  year.  Nineteen  percent 
reported  experiencing  trouble  getting 
their  medicine  because  of  the  cost. 
Twenty-one  percent  reported  that  they 
consumed  alcoholic  beverages. 

Cost  of  cardiovascular  diseases  in  three 
hospitals  in  Fort  Worth,  Tex 
The  costs  for  treatment  of  patients  with 
cardiovascular  diseases  are  shown  in 
Table  4.  While  the  average  costs  to 
treat  ranged  from  $2273  to  $7037,  the 
cost  to  screen  24  hypertensive  senior 
patients  in  this  health  fair  with  their 
current  health,  exercise,  and  medica- 
tion regimen  was  only  $4048,  or 
$168.66  per  hypertensive  patient. 

DISCUSSION 

High  blood  pressure  ranks  among  the 
most  common  risk  factors  associated 
with  cardiovascular  disease.  Nearly  60% 
of  our  study  participants  were  hyperten- 
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Table  3.  Assessment  of  nutritional  risk  and  medication  practices  among  study  patients  in  a community  care 
coordination  project  in  a rural  Texas  community. 


Measure 

Questionnaire 

No.  (%) 

Nutritional  Risk  Assessment* 

Nutritional  Status  GOOD 

15 

(41) 

Nutritional  Risk  MODERATE 

13 

(35) 

Nutritional  Risk  HIGH 

9 

(24) 

Source:  The  Nutrition  Screening  Initiative 

Medication  Assessmentt 

Take  more  than  four  prescriptions  on  a daily  basis 

(36) 

Take  over-the-counter  medication  (aspirin,  ibuprofen,  cold/allergy) 

(90) 

Receive  prescriptions  for  medications  from  more  than  one  doctor 

(33) 

Get  their  medications  from  more  than  one  pharmacy 

(17) 

Report  more  than  two  medical  conditions 

(54) 

Stated  they  understood  what  each  of  their  medications  was  for 

(95) 

Reported  they  take  their  medications  as  prescribed  by  the  doctor 

(98) 

Reported  they  have  trouble  getting  their  medicine  because  of  cost 

(19) 

Have  trouble  getting  their  medications  because  of  transportation 

( 5) 

Stated  their  doctor  had  changed  their  medicine  more  than  twice  in 

the  past  year 

(18) 

Reported  that  they  consume  alcoholic  beverages 

(21) 

* Out  of  44  patients,  37  completed  the  risk  assessment 
t 42  patient  responses 


sive.  Estimates  based  on  the  National 
Health  and  Nutrition  Examination 
(NHANES  III)  indicate  that  approxi- 
mately 50  million  (1  in  every  4)  adults  in 
the  United  States  have  high  blood  pres- 
sure. These  estimates  were  based  on  ob- 
servation of  antihypertensive  drug 
usage,  a systolic  blood  pressure  equal  to 
or  higher  than  140  mm  Hg,  or  diastolic 
blood  pressure  equal  to  or  higher  than  90 
mm  Hg  taken  at  a single  evaluation.  Al- 
though not  ideal,  a single  blood  pressure 
measurement  does  allow  for  the  prelimi- 
nary identihcation  of  persons  who  may 
be  at  risk  of  cardiovascular  disease  (8). 

According  to  a new  analysis  of  the 
NHANES  III,  as  body  mass  index  (BMI) 
levels  rise,  average  blood  pressure  and 
total  cholesterol  levels  increase  and  av- 
erage HDL  or  good  cholesterol  levels 
decrease.  Men  in  the  highest  obesity 
category  have  more  than  twice  the  risk 
of  hypertension,  high  blood  cholesterol, 
or  both,  compared  with  men  of  normal 
weight.  Women  in  the  highest  obesity 


category  have  four  times  the  risk  of  ei- 
ther or  both  of  these  risk  factors. 

All  types  of  obesity  were  prevalent 
among  this  senior  sample  of  the  Texas 
rural  community  with  a mean  age  of  al- 
most 68  years.  At  53%,  women  showed 
an  especially  high  prevalence.  The  fact 
that  61%  of  the  sample  also  had  total 
cholesterol  values  higher  than  the 
American  Heart  Association  guidelines 
and  that  57%  were  at  nutritional  risk 
shows  that  secondary  and  tertiary  pre- 
vention should  be  strongly  recom- 
mended in  this  community.  In  addition, 
59%  of  the  sampled  seniors  were  hy- 
pertensive, 16%  reported  current  dia- 
betes, 33%  were  physically  inactive, 
and  10%  smoked.  Healthier  eating 
habits  and  less  sedentary  lifestyles  can 
reduce  the  risk  of  CVD,  especially  in 
the  senior  population. 

All  overweight  and  obese  adults  (18 
years  and  older)  with  a BMI  of  25  or 
greater  are  considered  at  risk.  Persons 
with  a BMI  between  25  and  29.9  are 


considered  overweight,  while  individu- 
als with  a BMI  of  30  or  greater  are  con- 
sidered obese.  Treatment  of  overweight 
is  recommended  only  when  patients 
have  two  or  more  risk  factors  or  a high 
waist  circumference.  Programs  should 
focus  on  altering  dietary  and  physical  ac- 
tivity patterns  to  prevent  development  of 
obesity.  Treatment  of  obesity  in  seniors 
should  focus  also  on  producing  substan- 
tial weight  loss  over  a prolonged  period. 
Finally,  the  presence  of  comorbidities  in 
overweight  and  obese  patients  should  be 
considered  in  determining  treatment. 

CONCLUSIONS 

Various  factors  affect  senior  citizens’  re- 
sponse to  health  fairs.  In  this  study,  cli- 
mate, transportation,  and  lack  of 
interest  resulted  in  low  participation  or 
lack  of  follow-through  or  both.  The  two 
health  fairs  were  sponsored  in  the  espe- 
cially hot  summer  of  1998,  and  many 
people  were  out  of  town  when  the  fairs 
were  held.  This  may  explain  the  low  re- 
sponse rate  indicating  that  only  28% 
took  advantage  of  the  free  checkups. 

The  risk  of  CVD  is  increased  because 
of  elevated  cholesterol,  obesity,  hyper- 
tension, and  diabetes  in  this  Texas  ru- 
ral community,  although  a primary 
care  physician  is  available.  Many  of 
these  patients  belonged  to  capitated 
managed  care  plans  in  which  preven- 
tion is  purported  to  be  central  to  their 
success.  This  raises  the  question  of 
whether  the  primary  care  physician  is 
responsible  for  monitoring  this  best  by 
manipulating  medicine  and  convincing 
patients  to  change  their  lifestyles  and 
become  more  compliant  or  whether  the 
patient  shares  some  or  most  of  this  re- 
sponsibility. This  study  suggests  that 
both  the  patient  and  the  physician 
demonstrated  limited  aggressiveness  in 
managing  CVD  risk  factors. 

The  cost  of  the  health  fair  was  $4048 
and  the  average  cost  of  screening  for  in- 
dividual participants  was  $92.  The  total 
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Table  4.  Costs  of  treating  cardiova.scular  disease 

in  three  hospitals,  Fort  Worth,  Tex  (in  dollars^ 

* 

Hospital  1 

Hospital  2 

Hospital  3 

Raw 

Average 

Standard 

Average 

Hypertension,  DRG  134 

Total  cost 

10  cases 

2,529  3,472 

12  cases 

1,705  2,647 

17  cases 

2,586  2,772 

2,273.33 

2,963.67 

Stroke,  DRG  14 

Total  cost 

109  cases 

5,031  4.707 

181  cases 

3,617  4,932 

49  cases 

4,276  5,264 

4,308.00 

4,967.67 

Myocardial  infarction  alive, 

DRG  121 

Total  cost 

25  cases 

8,387  7,384 

60  cases 

5,513  6,147 

16  cases 

7,212  7,212 

7,037.33 

6,914.33 

Myocardial  infarction  expired, 

DRG  123 

Total  cost 

14  cases 

5,361  9,444 

28  cases 

3,827  6,352 

11  cases 

10,148  7,952 

6,445.33 

7,916.00 

Angina  pectoris,  DRG  140 

Total  cost 

16  cases 

2,917  3,657 

56  cases 

2,608  2,683 

20  cases 

3,441  2,214 

2,998.67 

2,851.33 

Transient  ischemic  attack, 

DRG  15 

51  cases 

3,698  2,818 

42  cases 

2,651  3,069 

14  cases 

3,017  2,885 

3,122.00 

2,924.00 

Heart  failure  and  shock, 

DRG  127 

133  cases 

4,408  4,573 

277  cases 

3,541  4,327 

143  cases 

4,846  4,838 

4,265.00 

4,579.33 

* Raw  and  comorbidity  adjusted  standardized  costs  of  treating  the  cardiovascular  diseases  are  given  for  each  hospital. 
Source:  Medicare  Inpatient-HCFA  1996 


cost  of  the  screening  program  at  the  fair 
|was  relatively  small  in  comparison  with 
the  potential  decrease  in  hospitalization 
costs.  Secondary  and  tertiary  preven- 
tion has  been  estimated  to  prevent  at 
least  one  hospitalization  per  person  for 
hypertension,  MI,  and  stroke,  resulting 
in  savings  of  almost  five  times  the  cost 
of  this  intervention.  The  goal  of  pro- 
moting and  maintaining  improved 
physical,  mental,  and  social  well-being 
for  an  elderly  population  can  be 
achieved  through  screening  and  educa- 
tion programs  on  cholesterol,  obesity, 
hypertension,  and  diabetes. 

Although  this  population  sample 
was  small,  it  may  represent  other  rural 
senior  communities.  Further  studies 
should  be  conducted.  The  ability  to 
conduct  a true  cost: benefit  analysis  will 
be  feasible  through  continued  follow- 
up of  this  population  and  measurement 
of  CVD -related  morbidity  and  mortality. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA.  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Clinics 


Gonzalez  & Sanchez,  PA 

I Diagnostic  and  Therapeutic  Preventive  Healthcare 
I Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

I Diplomate  American  Academy  of  Pain  Management 

• Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
' Differential,  diagnostic,  and  therapeutic  nerve  blocks 
Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scoit,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


Xochitl  B.  Sanchez.  MD 


Diplomate  American  Board 
I Anesthesiology 
■ 7777  Forest  Lane 
Suite  C-538 
Dallas,  Texas  75230 


Anesthesiology 

(972)  566-4890 
Answered  24  hours 
Fax  (972)  566-4894 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  510 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 


Edward  A.Talmage,  MD,  FACPM 

i Diplomate  American  Board  of  Anesthesiology 
4 Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

I Diagnostic  & Therapeutic  Nerve  Blocks 
t Neurolytic  Procedures  Neuromodulation 

1 Radio  Frequency  Lesioning 

I Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
1 (281)496-1006 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Ophthalmology 


Orthopedic  Surgery,  Pediatric 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 
Mark  D.  Miller,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 


http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Steven  J.  Mackey,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
William  D.  Lowe,  MD,  PA 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  a 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 
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Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

I'  CancerTherapy  and  Research  Center 
j 7979  Wurzbach  Road,  San  Antonio,  Texas  78229 
1 (210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 16 

Air  Force  Health  18 

All-Med  Services 18 

American  Physicians  Insurance  Exchange 31 

Autoflex  Leasing  Inc Inside  Front  Cover 

Clinic  Pro  Software 13 

Cockrell  & Associates  13 

Cunningham  Group  6 

D.  Merriwether  & Associates 9 

Scott  & White  Back  Cover 

Searle  Pharmaceutical 7i8 

Sharp  & Cohos,  PC  14 

Superior  Leasing 5 

Texas  Children’s  Hospital  10 

Texas  Medical  Association 

Physician  Services 19 

Summit  2000  12 

Web  site  25 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

US  Physical  Therapy 14 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be  considered  an 
endorsement  or  approval  by  the  Texas  Medical  Association  of  the  product  or 
service  involved. 
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OPPORTUNITIES 

AVAILABLE 


Emergency  Medicine 

EM  opportunity  for  full  or  part  time  physician 
in  beautiful  Texas  Hill  country.  Both  12  and  24 
hour  shifts  available  for  12,000  ER.  24  hr.  lab  /MRl 
and  well  trained  nursing  staff.  Work  in  a team  envi- 
ronment with  our  experiences  ER  physicians.  Con- 
tact MEPA/EmCare,  Anne  Biggs,  Physician  Consul- 
tant, 1-800-362-2731,  ext.  2766  or  email 
anne_biggs@emcare.com.  EOE 

Texas:  MULTI  SPECIALTY  GROUP  seeking 
FT  and  PT  Emergency  Physicians.  Practice  in 
a BRAND  NEW,  nationally  recognized  facility.  40,000 
annual  patient  volume;  36  hr  physician  coverage 
plus  12  hr  urgent  care  coverage.  BC/  BP  in  EM  or 
PC  preferred.  Bi-lingual  in  Spanish  required.  Earn 
excellent  compensation,  includes  benefit  package. 
Contact  Lasca  Pierson  at  MEPA/EmCare;  (800)  362- 
2731;  Fax  (214)  712-2008;  or  email:  lasca_pierson 
@emcare.com  EOE 

NEW  MEXICO:  GREAT  RATES  for  Emergency 
medicine  opportunity  at  community  hospital.  Full- 
time, BP/BC  EM  and  PC,  employee  status,  competi- 
tive salary,  benefit  package.  Contact:  Lasca  Pierson 
at  EmCare  /MEPA  Region,;  (800)  362-2731;  e-mail: 
lasca_pierson  @emcare.com  EOE 

Seeking  FT  BP/BC  PC  with  emergency  medi- 
cine experience.  ED  annual  vol.  of  11,000.  Excel- 
lent nursing  and  supportive  medical  staff.  Highly 
competitive  compensation.  Only  30  minutes  from 
Tulsa.  Enjoy  a mild  climate,  strong  family  values 
and  good  friends.  Contact:  Lasca  Pierson,  MEPA; 
(800)  362-2731;  Fax:  (214)  712-2008;  or  email 
lasca j)ierson@emcare. com  EOE 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC. 

Annual  ED  volume  is  18,000.  Productivity  incentive, 
paid  mal  practice,  employee  benefits  available. 
Contact  Lasca  Pierson  at  Emcare,  (800)  362-2731 
X.  2035,  or  fax  CV  to  (214)  712-2008,  lasca_pierson 
@emcare.com  EOE 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


Family/General  Practice 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work. 
Competitive  salary  and  benefits.  Call  Lisa  Abell  at 
1 (888)  K-CLINIC  or  fax  CV  to  (972)  256-1882 

FP  doctor  needed  for  East  Texas  community. 

Please  call  for  more  information,  Jerry  (800)  460- 
8159. 

Part-time  family  physician  required  for  at  least 
two  half  days  per  week  in  busy  office  within  twenty- 
five  minutes  drive  from  Austin.  Call  (512)  376- 
5247  for  information. 

Hospitalist 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  Join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100% 
inpatient  medicine  positions  offer  competitive  earn- 
ings, benefits  and  a well-defined  work  schedule. 

Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager,  Physi- 
cian Development  at  (800)  777-0938,  or  fax  cur- 
riculum vitae  to  (502)  580-4066. 

Exciting  Hospitalists  opportunity  available 
just  45  minutes  East  of  Dallas,  in  historic  town. 
Seeking  three  FT  and  PT  BE  or  BC/ABIM.  Wonder- 
ful opportunity  for  career  minded  hospitalist.  July 
1st  start  up  date.  Excellent  compensation  package 
with  incentives  and  retirement  options  available. 
Contact  MEPA/Emcare,  Anne  Biggs,  1-800-362- 
2731,  x.  2766;  email:  anne_biggs@emcare.com. 
Visit  our  website  at  EmCare.com 


Internal  Medicine 

Growing  community  50  minutes  from  Dallas. 

Join  two  employed  internists  in  new  office  space. 
Modern  168-bed  hospital.  Contact  Laura  Brown, 
(800)  338-7107;  fax  CV  (414)  427-7251;  email 
lbrown@foxhillassociates.com. 


Locum  Tenens 


Int  ^im 

P H Y S I C 1 A N S 


Time  for 
a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
I location.  We  offer  long-  and 

0 short-term  assignments, 

1 flexibility,  weekly  pay  and 

£ expense  reimbursement 
5 for  physicians. 

2 Call  Us  Today  At: 

I (800)  531-1122 

www.interimphysicians.com 


60 


Texas  Medicine  ★ July  2000 


www.texmed.orr 


Classified  Directory 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871  71 16, 
or  contact  Lisa  Abell  at  (972)  255-5533  or  (888)  K- 
CLINIC. 


OB/GYN 

OB/GY N Practice — Two  female  group  seeking  a 
third  doctor.  Please  contact  office  manager,  South- 
side  Women’s  Center,  PA.  5920  Saratoga  Blvd.,  Ste. 
570,  Corpus  Christi,  Texas  78414.  Call  (361)  985- 
8100.  Offices  are  set  up  to  receive  third  doctor. 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
: Dallas.  Telephone  (972)  964-2626. 


I Orthopedic  Surgeon  Needed  for  office  practice 
I in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
I no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
i Usa  Abell  at  (972)  255-5533  or  (888)  K-CLINIC. 

[Texas:  Dallas-Fort  Worth  area.  Group  practice 
' opportunity.  Fee-for-service  market.  Patient  base  is 
I primarily  commercial  insurance.  General  orthope- 
dic practice,  sports  medicine  available.  Fellowship 
I not  required.  Established  patient  referral  partem, 
i College  community  with  regional  hospital.  Close 
proximity  to  Dallas-Fort  Worth.  Contact:  Wade 
I Christoffel,  Fox  Hill  Associates,  (800)  338-7107, 
i Fax:  (414)  427-7251,  E-Mail:  fha@execpc.com. 

; Internet:  http://www.execpc.com/~fha. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest  not- 
for-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Neurology  - CMH 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  — MMC 

• Family  Practice  - MFHC’s 

• Rheumatology  - MMC 

• Perinatology  - MMC 

For  information  or  to  apply, 
contact  Susan  Coghurn: 
Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancoghurn@mhd.com 
PO.  Box  655999 
Dallas,  TX  75265-5999 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

September  2000  August  1 , 2000 
October  2000  September  1 , 2000 
November  2000  October  1 , 2000 


Pediatric 


Cook  Children’s  „ 

Physician  Network 

Pediatric  Opportunities 

Fort  Worth/Arlington  Area 

We  have  several  exciting  opportunities  for  experi- 
enced board-certifieiVboard-eligible  pediatricians 
to  join  Cook  Children’s  Physician  Network 
(CCPN),  North  Texas’  largest  network  of  pediatri- 
cians. A current  Texas  license  is  preferred  for  all 
positions 

• Pediatric  Practice  in  Mansfield,  Texas  - 

The  selected  candidate  would  join  an  estab- 
lished pediatrician  in  a growing  community 
located  near  both  Dallas  and  Fort  Worth.  She 
enjoys  a wonderful  reputation  in  the  commu- 
nity and  has  a very  busy  practice.  First  call  is 
taken  by  the  network’s  telephone  nurse  triage 
system.  Call  is  shared  among  nine  physicians. 

• Pediatric  Urgent  Care  - The  ideal  candidates 
would  be  board-certifiecPboard-eligible  in 
pediatrics.  Experience  in  a primary  care 
setting  with  a special  interest  in  providing 
urgent  care  is  preferred.  Monthly  schedule 
would  include  eight.  12-hour  shifts  and  eight. 
8-hour  shifts  and  no  call  coverage. 

• Community  Clinics  - We  have  several 
openings  in  our  community  clinics,  which 
are  located  in  medically  underserved  areas. 

The  ideal  candidates  will  be  board-certified 
/board-eligible  in  pediatrics.  Community  clinic 
physicians  enjoy  limited  after-hours  and 
weekend  coverage.  Bilingual  is  a plus. 

• Part-time  opportunities  - We  have  openings 
available  for  board-certifiecVboard-eligible 
pediatricians  looking  to  join  a practice  on  a 
part-time  basis. 

CCPN  is  a pediatric  physicians'  organization  that 
is  part  of  Cook  Children’s  Health  Care  System, 
which  offers  delegated  credentialing  and  integrat- 
ed managed  care  contracting  that  meet  the 
specific  needs  of  pediatricians  and  pediatric 
specialists.  CCPN  offers  malpractice  coverage, 
health  and  dental  insurance  and  an  excellent 
retirement  program. 

For  more  information  about  these 
opportunities,  call  Holly  Fox  at 
(817)  810-1716.  You  may  also  fax  your 
curriculum  vitae  to  (817)  870-7979. 
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Radiology 

The  Veterans  Affairs  North  Texas  Health 
Care  System  (VANTHCS)  in  Dallas,  Texas  is 

actively  recruiting  fellowship-trained  radiologists 
with  an  interest  in  teachings,  research  and  excellent 
clinical  care.  We  are  looking  for  board  certified 
fellowship-trained  subspecialists  in  musculoskeletal 
imaging,  thoracic  imaging  and  neuro-imaging.  Our 
VA  Medical  Center  is  affiliated  with  the  University 
of  Texas  Southwestern  Medical  Center  (UTSWMC) 
at  Dallas  and  our  Radiology  Department  is  fully 
integrated  with  the  Department  of  Radiology  at 
UTSWMC.  UTSWMC  is  a part  of  a large  and 
dynamic  medical/educational  complex  including  a 
school  of  medicine,  dentistry  and  allied  health. 
Faculty  rank  at  the  University  of  Texas  Southwest- 
ern Medical  School  will  be  based  on  qualifications. 
The  Radiology  Department  at  VANTHCS  recently 
moved  into  a brand  new  $100  million  dollar  Clini- 
cal Addition.  Our  Radiology  Department  is  a fully 
digital  department  with  filmless  radiology,  web  dis- 
tribution of  images  to  referring  physicians,  and 
state-of-the-art  equipment,  A competitive  salary 
with  benefits  is  offered.  Candidates  should  submit 
their  letter  of  intent  and  a copy  of  their  curriculum 
vitae  to:  Andre  J.  Duerinckx,  M.D.-Ph.D.,  Chief  of 
Radiology  Service  (114),  VA  North  Texas  Health 
Care  System,  4500  S.  Lancaster  Road,  Dallas,  Texas 
75216,  Phone:  (214)  857-0185,  Fax:  (214)  857- 
0173,  VA  North  Texas  Health  Care  System  is  an 
Equal  Opportunity  Employer. 

FOR  SALE  OR  LEASE 
Equipment 

For  Sale;  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 

Used  Echo  Machines  for  sale  (2);  HP  Sonos  500 
with  Color  Doppler,  ATL  Interspect  XL  with  doppler 
(no  color).  Call  (817)  277-9107  for  information. 

Office  Space 

Austin-Cedar  Park  Family  Medical  building 

equipped,  3,900  sq,  ft.  In  the  heart  of  major  popu- 
lation area.  Also  available,  5,000  sq.  ft.  class  A 
office  available  for  lease.  Jerry  Sisemore  (512) 
267-7772;  www.highlandlakes-realtors.com 

Practices 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes. 

For  information,  fax  (281)  242-3397. 


For  Sale  - Ophthalmology  practice  in  Austin, 
Texas.  Fully  equipped  three  lanes,  rebuilt  office  and 
adjacent  optical  shop.  Beautiful  facility  in  the 
northwest  corridor.  Superb  location  and  visibility. 
Excellent  established  clientele.  Major  hospitals  in 
vicinity.  Fax:  (512)  331-8839. 

General,  Occupational  & Urgent  Care  prac- 
tice: Established  20  years.  3600  sq.  ft.  Presently 
staffed  by  me  and  2 PT  MD’s.  Perfect  for  2 FT  MD’s. 
6 exam  rooms,  lab,  x-ray,  2 MD  offices,  2 adm. 
offices.  Open  7 days  a week.  I’m  retiring.  Drennon 
Stringer,  MD.  (972)  980-1010. 

Pediatric  practice  for  sale  on  Texas  border. 

Please  call  Jerry  Lewis  at  (800)  460-8159  for  more 
information. 

Private  practice  for  sale.  Exclusive  North  Dal- 
las. Twenty  years  established.  General  medicine 
and  varicose  veins.  Send  responses  to  Ad-1219, 
Texas  Medicine,  401  W.  15th  Street,  Austin,  Texas 
78701. 

LEGAL  SERVICES 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Health  Care  litigation 


Restraint  of  Trade  Litigation 
Peer  Review  Defense 
Licensure  Hearings 
Medicare  & Medicaid  Compliance 
Sale  S Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 

Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

‘Not  certified  by  the  Board  of 
Legal  Specialization  by  choice 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Introduction  to  PV 

July  28-29 

\ 'ascular  .Accreditation 

Aiig.  5 

Eniergeiuy  Medicine 

July  20-22 
Sept.  7-9 

Advanced  Emergency  Medicine 

July  7-8 

Abdominal  (5  Day) 

July  24-28 
Sept.  11-15 

OB/GYN  (5  Day) 

July  31- 
Aug.  4 

Sept.  18-22 

Prostate 

Aug.  12 

Echo/Cardiac  Doppler 

July  10-17 

Endovaginal 

Aug.  18-19 

US  for  Surgeons 

Aug.  25-27 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion: minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 


www.ahecQnline.com 


TexasMedicine 


Here’s  what’s  coming 
in  the  August  issue 
of  Texas  Medicine. 


We’ll  Explore 


Physician  prescribing  practices 
Defined  contributions 
Texas  Cancer  Registry 
TexMed  2000  highlights 

For  more  information,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383. 

or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  wivw.texmed.org. 


You  know  what 
hsmpens  when  you 
don't  advertise? 


NOTHING. 


Tex 


TexasMedical 

Association 


Texas  Medicine  magazine  reaches  over  36,000  physicians  throughout 
the  state.  Make  things  happen  for  your  business  by  informing  them  about 
your  products  and  services.  To  advertise  in  Texas  Medicine  please  call 
(.312)  370-1393  or  (512)  370-1423,  or  fax  (512)  370-1693 
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TMA  Planner 


September  15-16,  2000 

TMA  Summit  2000:  Advocacy,  Policy, 

Professionalism 

Renaissance  Austin  Hotel 


February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  3-5,  2001 
Tex  Med  2001 

George  R.  Brown  Convention  Center 
Houston 


July  2000 

July  11 

Abilene 

Beginner  ICD/CPT  Coding 

July  11 

Dallas 

Clean  Claims  Seminar 

July  12 

Houston 

Beginner  ICD/CPT  Coding 

July  13 

Bryan/ 

College  Station 

Beginner  ICD/CPT  Coding 

July  19 

Houston 

Clean  Claims  Seminar 

July  19 

Austin 

Basics  of  PubMed  MEDLINE  Searching 

July  25 

Pampa 

Alcohol  and  Other  Drug  Use  Among  Physicians 

July  25 

Tyler 

Beginner  ICD/CPT  Coding 

July  26 

Austin 

Clean  Claims  Seminar 

July  26 

Dallas 

Beginner  ICD/CPT  Coding 

July  26 

San  Antonio 

Clean  Claims  Seminar 

August  2000 

August  9 

Midland/Odessa 

Beginner  ICD/CPT  Coding 

August  10 

Fort  Worth 

Beginner  ICD/CPT  Coding 

August  16 

Austin 

Basics  of  PubMed  MEDLINE  Searching 

August  25 

Houston 

Nicotine  Dependence  and  Its  Treatment 

August  28 

Lancaster 

Nicotine  Dependence  and  Its  Treatment 
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The  fight  to  protect  your  professional  reputation 
is  a medical  emergency  few  physicians  are 
prepared  to  handle.  Increasing  medical 
liability  claims  frequency  and  severity  in  Texas 
are  raising  your  chances  of  a costly  court- 
room appearance  that  will  take  time  away 
from  your  patients  and  family. 


And  we  have  an  enviable,  long  term  track 
record  of  success  in  the  courtroom.  Skilled 
law  firms  and  TMLT  claim  professionals  guide 
you  personally  through  each  step  of  the  legal 
process.  Because  TMLT  is  Texas-based,  we 
know  the  Texas  legal  environment  and  Texas 
trial  venues.  This  is  an  advantage  out-of-state 
carriers  just  don't  have. 


An  experienced  ally  can  make  the  critical 
difference.  TMLT  has  closed  over  21,000 
claims  during  the  twenty  years  we  have  been 
defending  Texas  physicians. 


If  you  were  facing  a lawsuit,  wouldn't  you 
want  a TMLT  claim  professional  beside  you 
in  the  courtroom? 


Choose  the  best  defense 
Choose  TMLT. 


I I Texas  Medical  Liability  Trust  ‘Austin,  Texas  • 800‘580‘8658 


www.tmlt.org 


p'  Scott  and  White  uses  the  Electron  Beam  (Ultrafast)  Computed  Tomography 

(EBCT),  the  most  advanced  technology  available  for  the  early  detection  of  coronary  artery 
disease.  The  results  of  a heart  scan  using  EBCT  are  interpreted  by  radiologists  and  cardiologists 
conjunction  with  other  risk  factor  analysis  to  determine  individuals’  current  risks  for  a heart  attack. 
The  information  is  especially  useful  in  devising  a comprehensive  preventive  plan  by  our  staff  of  cardi- 
ologists  in  conjunction  with  a patient  and  his  or  her  personal  physician. 


Eor  more  information,  call  800-792-3710. 


Scott  & Wliite  Memorial  Hospital  & Clinic 
2401  South  31st  Street,  Temple,  TX  76508 


www.sw.org 


Physician  Referral  Network  (800)  792-3368 
Appointments  (800)  792-3710 


School  clinic  funding  • Defined  contributions  • Cancer  registry 


AUTO  *********  ALL  FOR  ADC  945 

UN^V^CALIFORNIA  SAN  FRANCISCO  S96 
LIBRARY  SERIALS  DEPARTMENT 
530  PARNASSUS  AVE 

SAN  FRANCISCO  CA  94122-2723  

Nil  Mill  llllllllll  ill! 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


y V hether  it’s  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "hard  to  find"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


1*888*234*1234 


Are  you  and  your  doctors 
^ettin^ your  money’s  worth? 

TMATT  Financial  Services,  Inc.  can  give  you  and  your  doctors  the  very  best: 


■ comprehensive  financial  planning  ■ investment  planning 

■ risk  management  counseling  ■ asset  protection  options 

■ insurance  services  ■ professional  counselors 


..  .All  at  a very  low  cost.  Some  services  are  even  FREE! 


Contact  us  now  for  more  information: 

1-800-880-8181,  Dept.  2208 

weekdays  between  7:30  a.m.  and  5:30  p.m. 
or  by  e-mail:  jprescott@tmait.org 


Cover  Story 

Writing  prescriptions 

The  good  old  days  when  a physician  prescribed  a drug  because  it  was  appro- 
priate for  treating  the  patient’s  ailment  are  gone  forever.  Like  everything  else  in 
medicine  today,  it’s  a lot  more  complicated.  Drug  companies  that  advertise  di- 
rectly to  consumers,  restrictive  managed  care  formularies,  and  influence  — 
some  of  it  not  altogether  proper  — by  pharmaceutical  representatives  are  play- 
ing an  increasing  role  in  the  decision-making. 

By  Laurie  Stoneham 
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ByThomas  E.  Colonna,  PhD,  JD;  DesenciaThomas,  MD 


Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  the  Texas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  the  Texas  Medical  Association. 
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Law 

The  courts  and  HMOs  34 

There  was  a little  something  for  everyone  in  recent  decisions  by  the  US  Supreme 
Court  and  the  5th  Circuit  Court  of  Appeals  on  the  issue  of  suing  health  mainte- 
nance organizations.  Organized  medicine,  managed  care,  state  regulators,  and 
consumer  groups  all  had  something  to  cheer  about.  But  the  decisions  also  wrote  a 
prescription  for  continued  legal  and  legislative  challenges  to  managed  care. 

By  Walt  Borges 


Legislative  Affairs 

School  clinic  funding  40 

A fight  is  brewing  between  state  lawmakers  and  the  state  health  commissioner 
over  funding  of  school-based  health  clinics.  The  brouhaha  is  over  the  health  de- 
partment not  funding  new  clinics  while  developing  new  rules  to  carry  out  legisla- 
tive mandates.  Critics  say  the  department  is  dragging  its  feet. 

By  Ken  Ortolon 


Medical  Economics 

Defined  contributions  53 

I A new  trend  in  health  insurance  on  the  horizon  called  defined  contributions  may 
well  revolutionize  how  the  treatment  you  give  your  patients  is  covered.  The  idea  is 
to  give  employees  a defined  amount  of  money  to  buy  health  coverage.  Proponents 
i say  it  will  give  employees  more  choice  and  help  employers  hold  down  their  costs. 

By  Laurie  Stoneham 


i Public  Health 

Cancer  reporting  58 

The  Texas  Cancer  Registry  is  outdated  and  woefully  underfunded  and  under- 
‘ staffed,  costing  the  state  millions  of  dollars  in  research.  But  a special  workgroup 
formed  by  the  Texas  Medical  Association  is  trying  to  put  the  registry  back  on  track 
and  make  it  an  effective  tool  for  preventing,  identifying,  diagnosing,  and  treating 
cancer  in  Texas. 

By  Alice  Adams 
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You  work  all  day  every  day 


different 

lease 


...at  a Car  Dealership? 


We  can  make  a Tailor-Made  Lease  for  you. 
Long  term,  short  term,  high  mileage,  low 
mileage...your  options  are  virtually  endless. 


Looks  Like  You're  Ready  for  Hassle 
Free  Shopping  by  Phone 


Jot  interested  in  wasting 
he  next  4 hours  of  your  life 
>t  a car  dealership?  Lucky 
or  you,  we  can  get  you  any 
Tiake,  any  model,  any  time. 
In  most  cases  the  next  day. 
We'll  even  deliver  your  new 
car  or  truck  to  your  front 
door.  — 


With  the  little  time  you  have 
off  do  you  want  to  waste  it... 


mileage 


If  you  are  currently  over  mileage  limits  you 
don’t  have  to  pay  the  penalty.  Trade  your 
vehicle  in  to  us  - we’ll  make  up  the  difference. 


There  is  no  need  to  be  alarmed  by  normal  wear 
and  tear.  We  can  get  the  maximum  value  for 
your  vehicle. 


You  don’t  need  to  spend  the  cost  for  repair  of 
the  vehicle  you’re  trading  in.  We  can  do 
repairs  on  the  vehicle  at  a fraction  of  the  cost 
that  you  would  have  to  pay. 


wear  & tear 


repairs 


Proud  to  be  one  of  the  largest 
auto  groups  in  the  U.S. 


V 


A Van  Tuyl  Company 


CALL  TOLL  FREE 

800-988-0994 

OR 

972-994-0994 

713-333-7777 


<^UPERIOR^ 

~ of  Texas  “ 

www.superiorLeasing.  com 


Preienting  heart  & brain  attack 


Project  WATCH,  a new 
cardiovascular  disease  and 
stroke  prevention  education 
program,  aims  to  knock  the 
No.  1 and  No.  3 killers  of 
Texans-heart  disease  and 
stroke-off  the  charts.  The 
project  focuses  on  the  five 
leading  preventable  risk 
factors  for  heart  and  brain 
attacks:  Weight,  Activity, 

T obacco,  Cholesterol,  and 
High  blood  pressure. 

For  more  information,  call 
(800)  880-1300,  ext.  1382, 
or  (512)  370-1382;  or 
e-mail  watch@texmed.org. 


Tex 
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From  Your 
President 


The  power  of  the  pen 


By  Jim  Rohack,  MD,  TMA  president 

Eighty  percent  of  medical  costs  are 
controlled  by  a physician’s  pen, 
according  to  a RAND  study  in 
1994.  Since  obtaining  pharma- 
ceuticals requires  that  pen-to- 
prescription  pad  reflex,  the  patient’s 
influence  on  the  physician’s  choice  of 
drug  has  changed  in  the  last  5 years. 


same  discounts  — the  phenomenon  of 
market  share  rebates  has  now  evolved. 
Thus,  the  percent  of  the  rebate  is  tied  to 
the  market  share  of  the  drug  used, 
thereby  changing  the  pressures  and  re- 
strictions. The  frustration  level  of  physi- 
cians and  patients  rises  if  the  drug 
desired  is  not  on  a formulary  and  the 
hassle  to  obtain  it  is  onerous. 

As  a result  of  labor  unions  striking 
for  tangible  benefits,  health  insurance 
has  changed  over  the  last  century  from 
catastrophic  coverage  to  first  dollar 
comprehensive  coverage.  By  having 
their  families  covered  by  first  dollar  in- 
surance, workers  were  able  to  see  the 
worth  of  union  membership. 

An  emerging  trend  of  employers 
providing  their  employees  with  health 
care  insurance  through  a defined  con- 
tribution and  having  the  employee 


The  frustration  level  of  physicians  and  patients  rises 
if  the  drug  desired  is  not  on  a formulary 
and  the  hassle  to  obtain  it  is  onerous. 


Before  drug  formularies  evolved  as  a 
way  to  control  costs,  pharmaceutical 
companies  marketed  exclusively  to  in- 
dividual physicians  to  influence  their 
prescribing  habits.  In  this  issue  of  Texas 
Medicine,  Austin  writer  Laurie  Stone- 
ham  explores  the  changes  and  the  re- 
sulting challenges  that  have  been 
created  by  these  formularies,  and  the 
pharmaceutical  companies’  efforts  to 
market  their  drugs  directly  to  con- 
sumers through  advertising. 

Formulary  committees  are  now  the 
focus  of  the  pharmaceutical  representa- 
tives’ marketing  efforts  because  inclu- 
sion on  a formulary  can  mean  significant 
sales.  As  opposed  to  the  past,  when  man- 
ufacturers gave  discounts  on  drugs  to  be 
put  on  the  formulary  — with  state  regu- 
lations requiring  Medicaid  to  get  the 
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shop  for  his  or  her  individually  owned 
product  is  the  theme  of  another  Texas 
Medicine  article  this  month.  With  our 
state  leading  the  nation  in  uninsured 
patients,  ways  to  address  this  problem 
will  attract  the  attention  of  the  Texas 
Legislature.  A defined  contribution  is 
one  concept  that  has  begun  to  get  more 
attention  nationally  as  well. 

Now  that  health  plans  offer  “cover- 
age” instead  of  “insurance,”  controlling 
the  continually  rising  costs  of  health 
care  will  be  the  focus  of  much  discus- 
sion in  this  presidential  election  year. 
Our  Texas  Medical  Association  will  be 
at  the  table  for  our  members  and  the 
patients  we  serve.  ★ 


www.texmed.org 
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MILLIONS 
HAVE  ALREADY 
DISCOVERED 
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(CELECOXIB  CAPSULES) 


lOOmg 


200  mg 


Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
and  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity^ 

CO  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
urticaria,  or  allergic-type  reactions  after  taking  aspirin 
or  other  NSAIDs. 


Serious  Gl  toxicity  can  occur  with  or  without 
warning  symptoms  in  patients  treated 
^ NSAIDs. 


*IMS  America.  National  Prescription 
Audit.  July.  1999. 

flfeose  see  brief  summary 
of  prescribing  information 
on  the  adjacent  page. 


.■S' , 


I 1 999  Searle 

SEARLE 


OA:  the  convenience  of  qd...the  option  of  bid 


RA:the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gi)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gi  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES —Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  Celebrex  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  ora!  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  ^150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24).  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  530  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  5 50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  Celebrex,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  52%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased. 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia.  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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Letters 


Profits  versus  patients 


The  recent  decision  by  the  Supreme 
Court  protecting  for-profit  health 
maintenance  organizations  from 
medical  liability  lawsuits  in  fed- 
eral court  and  protecting  profits 
before  patient  care  should  serve  as  a 
clarion  call  to  all  Americans  who  believe 
in  freedom,  liberty,  and  justice.  (See 
“Undermining  ERISA,”  pp  34-38.)  The 
justices  may  know  the  law,  as  did  the 
court  in  the  Dred  Scott  decision  denying 


human  rights  to  slaves,  but  they  are  as 
ignorant  of  justice  as  that  court. 

I appreciate  the  wonders  and  oppor- 
tunities of  this  great  nation,  but  some- 
thing alien  is  afoot,  seriously  afflicting 
our  thinking  and  threatening  our  way  of 
life.  It  may  be  true  that  the  business  of 
America  is  business,  but  it  is  not  true  that 
the  only  responsibility  of  business  and 
corporations  is  to  make  the  maximum 
possible  profit.  There  must  be  a purpose 
to  a business  and  to  a profit.  Businesses 


and  corporations  have  a responsibility  to 
their  customers,  employees,  the  environ- 
ment, and  the  community  at  large. 

This  is  a fundamental  distinction  be- 
tween the  followers  of  Milton  Friedman 
and  the  basic  decency  of  the  average 
American.  This  unjust  decision  by  the 
court  goes  to  the  heart  of  the  matter. 
Health  care  is  not  a business  similar  to 
making  widgets  or  computer  chips. 
Health  care  is  a public  good,  in  the  same 
vein  as  education,  public  transportation 
and  housing,  national  security,  and  law 


and  order.  While  no  reasonable  person 
would  question  reasonable  profits  for 
pharmaceutical  manufacturers  or  con- 
tractors who  build  public  roads,  no  one 
can  make  a comparable  reasonable, 
moral,  or  ethical  argument  for  prioritiz- 
ing corporate  profit  over  patient  care. 

We  are  a country  founded  on  the 
principles  of  freedom,  justice,  liberty, 
and  equal  opportunity  for  all.  Profit  care 
— for-profit  medical  care  superseding 
patient  care  — is  incompatible  with  the 


American  way  of  life.  For-profit  health 
insurance,  which  denies  patients  neces- 
sary care  to  preserve  corporate  profit,  is 
unconscionable  and  indefensible.  Spe- 
cial interests,  greedy  corporations,  the 
ever-shrinking  American  Medical  Asso- 
ciation, fear  mongers,  and  antigovem- 
ment  zealots  have  unashamedly  fought 
off  national  health  insurance  since  the 
Truman  administration. 

We  are  a great  nation.  We  may  not 
always  get  it  right  the  first  time,  but 
eventually  we  get  there.  When  we 
watch  professional  sports,  it  seems  un- 
believable that  just  a short  time  ago, 
professional  athletes  were  white  men 
only.  Hopefully,  sooner  rather  than 
later,  we  will  find  it  unbelievable  that 
at  one  time  this  nation  did  not  have  na- 
tional health  insurance  for  every  single 
citizen.  The  Supreme  Court  decision 
can  only  hasten  the  end  of  this  terrible 
and  tragic  human  American  injustice. 

Gerald  Frankel,  MD 

1441  Redbud  Blvd,  Ste  261 
McKinney,  TX  75069 

TSBME  does  regulate 


Dr  Cyrus  Peikari  raises  important  is- 
sues in  his  letter  about  the  regula- 
tion of  health  care  Web  sites.  (See 
“TSBME  Regulation  Needed,” 
May  2000  Texas  Medicine,  p 10.) 
He  asks  that  ±e  Texas  State  Board  of 
Medical  Examiners  (TSBME)  step  in  “be- 
fore the  consumer  drowns.” 

I would  like  to  assure  Dr  Peikari  and 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  It  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b(^texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  Include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  editor  and  editorial  advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of  the  Texas 
Medical  Association. 


The  justices  may  know  the  law,  as  did  the  court  in  the 
Dred  Scott  decision  denying  human  rights  to  slaves, 
but  they  are  as  ignorant  of  justice  as  that  court. 
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Discount  Medical 
Supercenter 

HCFA  1500  (2500  qty/frt  pd)  $47/ctn 

SOFTWARE 

Smart  CIaims(print  HCFAs) $79.00 

Tracks  History  and  Resubmits 

Time  Clock  (employee  time) $ 39.00 

Medical  Billing  Software $985.00 

Complete  system-Print  HCFAs/File  Electronic, 
collections.etc.  Coast  to  Coast  Since  1988 

Best  Software  Value  On  The  Market 

Call  for  a complete  working 
Demo  with  manual. 

A L L - M E D Services 

209  West  Alfred  Street 
Tavares,  FL  32778 

Phone  1-800-858-5768 
Fax  1-800-759-0599 
www.all-med.net 


Make  dreams 
come  true. 

You  can  make  a difference! 

Help  a minority  student  fulfill 
the  dream  to  join  the  field  of 
medicine.  Contribute  to 
scholarships  for  qualified, 
underrepresented  minorities 
accepted  to  Texas  medical 
schools.  Donations  are  tax- 
deductible  under  federal  law. 

For  more  information, 
call  (800)  880-1300,  ext. 
1375,  or  (512)  370-1375, 
or  send  an  e-mail  to 
marcia_c(gtexmed.org. 

Give  to  the  TMA  Minority 
Scholarship  Program  Today! 


TMA  Minority  Scholarship  Program 


Increasing  access  to  Texas  medicine 


your  other  readers  that  TSBME  has 
“stepped  in”  and  is  addressing  this  is- 
sue. In  December,  the  board  approved  a 
policy  on  Internet  prescribing  that 
states,  in  part:  “It  is  unprofessional  con- 
duct for  a physician  to  initially  prescribe 
any  dangerous  drugs  or  controlled  sub- 
stances without  first  establishing  a 
proper  physician-patient  relationship.” 

The  policy  goes  on  to  define  a proper 
physician-patient  relationship  as  one 
that  requires  the  physician  to  verify  that 
the  person  requesting  the  medication  is 
in  fact  the  person  he  or  she  claims  to  be; 
to  establish  a diagnosis  through  the  use 
of  accepted  medical  practices  such  as  a 
patient  history,  mental  status  examina- 
tion, physical  examination,  and  appro- 
priate diagnostic  and  laboratory  testing; 
to  discuss  with  the  patient  the  diagnosis 
and  the  evidence  for  it,  and  the  risks 
and  benefits  of  various  treatment  op- 
tions; and  to  ensure  availability  of  the 
physician  or  coverage  for  the  patient  for 
appropriate  follow-up  care.  It  concludes 
that  “an  online  or  telephonic  evaluation 
by  questionnaire  is  inadequate.”  The 
board  has  the  authority  under  the  Med- 
ical Practice  Act  to  take  disciplinary  ac- 
tion for  unprofessional  conduct  if  it 
finds  a violation  of  this  policy. 

The  issues  of  Internet  health  care  sites 
and  Internet  prescribing  are  complex  and 
require  cooperation  among  government, 
the  health  care  community,  and  con- 
sumers to  try  to  shore  up  some  of  the 
weaknesses  in  the  regulatory  dam  of  pub- 
lic protection.  The  Federation  of  State 
Medical  Boards  is  part  of  a federal  task 
force  initiative  in  dealing  with  this  in- 
creasing problem.  I have  testified  before 
the  US  Senate  Committee  on  Health,  Ed- 
ucation, Labor,  and  Pensions  in  support 
of  state-based  discipline  of  physicians 
who  practice  improperly  online.  Some 
progress  is  being  made.  One  example  is 
the  Verified  Internet  Pharmacy  Practice 
Site  (VIPPS)  program  that  consumers  can 
use  to  verify  that  an  online  prescription 
Web  site  meets  the  standards  of  the  Na- 
tional Association  of  Boards  of  Pharmacy. 

Thank  you  for  the  opportunity  to 
provide  an  update  on  this  important  is- 
sue. To  see  the  full  text  of  the  board’s 
Internet  prescribing  policy,  see  our  Web 
site  at  www.tsbme.state.tx.us.  From  the 


home  page,  go  to  “Policy  Statements  & 
Guidelines.” 

Bruce  A.  Levy,  MD,  JD 

Executive  Director 

Texas  State  Board  of  Medical  Examiners 


Editor's  Note:  Since  writing  this  letter,  Dr  Levy  has  as- 
sumed his  new  position  as  deputy  executive  vice  pres- 
ident of  the  Federation  of  State  Medical  Boards. 

End  of  the  beginning 


The  announcement  on  June  26  of 
the  successful  “draft”  mapping 
the  human  genome  is  the  culmi- 
nation of  billions  of  dollars  and 
millions  of  hours  of  labor  on  the 
part  of  many  such  as  those  working  at 
Baylor  College  of  Medicine’s  Human 
Genome  Sequencing  Center  in  Houston. 
However,  this  announcement  is  just  the 
tip  of  the  iceberg.  Work  will  continue, 
perhaps  for  the  entire  21st  century.  In 
fact,  the  entire  genome  will  not  be  pre- 
cisely and  completely  mapped  until : 
sometime  in  2002  or  2003.  Only  after 
this  final  mapping  has  occurred  can  the 
fruits  of  these  labors  be  applied. 

The  first  use  of  this  new  knowledge 
will  be  to  test  patients  for  their  risk  of  i 
acquiring  certain  diseases  such  as  dia- 
betes or  cancer.  Only  later  will  this  new 
knowledge  be  used  to  design  treatments 
tailored  to  the  genetic  makeup  of  each 
individual.  Even  later  will  come  the  abil- ' 
ity  to  change  genes  at  the  molecular  I 
level  to  prevent  disease.  This  is  because  i 
knowledge  about  the  DNA  sequence 
does  not  tell  us  about  the  properties  of  a 
given  gene  or  genes  or  their  roles  in  the  i 
overall  functioning  of  the  human  body.  ^ 
As  Francis  Collins,  the  Human  Genome 
Project  director,  said  when  the  an- : 
nouncement  was  made,  “It’s  the  end  of ; 
the  beginning.  Together  we  must  de-  j 
velop  the  advances  in  medicine  that  are  i 
the  real  reason  for  doing  this  work.” 

Michael  E.  Speer,  MD 

Associate  Professor  of  Pediatrics 
Baylor  College  of  Medicine 


Editor's  Note:  More  information  on  the  genome  break- 
through will  be  published  in  the  September  issue  of 
Texas  Medicine. 
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Because  she  has  a lot 
on  her  plate  every  day... 


As  part  of  a balanced  diet  and  a healthy  lifestyle,  lean  beef  can  give  your  female  patients  what  they  need 
to  help  meet  the  demands  of  their  day.  Three  ounces  of  beef  has  50%  of  the  protein,  1 4%  of  the  iron, 

39%  of  the  zinc,  and  37%  of  the  vitamin  B-1 2 needed  to  meet  recommended  Daily  Values. 

Nutrients  that  work  as  hard  as  she  does 

NEW  STUDY:  Lean  red  meat  is  similar  to  lean  white  meat  in  lowering  serum  cholesterol.  Look  in  the  Archives  of  Internal  Medicine 
(6/28/99  issue),  or  go  to  www.beefnutrition.org  for  a reprint  and  free  patient  education  materials. 


©1999  The  Beef  Board  and  National  Cattlemen's  Beef  Association  18-900 


IT'S  WHAT’S  FOR  DINNER.* 


CREENiNc  Protocol 


TfiE  Umvirsitn  oi  Tl\as  System 

Tevas-Mfvico  Border  He.mth  Coordisation  Office 

Universif\  oi  Tlw^.-Pasi  Avilkican 

1201  West  Umvprsitn  Drivf 

Edinburg,  Texas  785J9 

Phone:  936/301 -36H7 

Fax:  956/381-3688 

E-mail:  TMBHCO&PANAM.EDU 

WWW.I’AN  AM.FDU/dEPT/tMBHCO 


Acanthosis  Nigricans 

Acanthosis  nigricans  is  a skin  marker  that  results  from  hyperinsulinemia,  a condition 
where  higher  than  normal  insulin  concentrations  remain  in  the  bloodstream. 
Hyperinsulinemia  is  a compensatory  result  of  insulin-resistance,  which  creates  a 
potential  risk  for  the  development  of  Type  2 diabetes.  Acanthosis  nigricans  usually 
manifests  itself  on  the  nape  of  the  neck,  but  can  also  appear  on  the  knuckles,  elbows, 
axillae,  knees,  abdomen,  thighs  and  soles  of  the  feet. 


Photo  courtesy  of  Dr.  Charles  Stuart 


Scientists  have  also  found  that  having  high  insulin  levels  over  long  periods  of  time  can  increase  the  risk  of  cardiovascular 
problems,  hypertension,  elevated  lipids,  as  well  as  obesity.  In  females,  high  insulin  levels  may  increase  the  risk  of 
developing  Polycystic  Ovarian  Syndrome  which  is  characterized  by  amenorrhea  (irregular  menstrual  cycles),  hirsutism 
(extreme  facial  hair),  severe  acne,  enlarged  ovaries,  obesity,  and  insulin-resistance. 


In-Depth  Medical  Assessment  of 
Conditions  Related  to  Obesity 

The  following  table  provides  a listing  of  medical  findings 
related  to  obesity  paired  with  their  potential  conditions. 
In-  Depth  Medical  Assessment  oe  Conditions  Related  to  Obesity 
Findings  Potential  Conditions 

Physical  Examination 


Source:  Barlow,  SE,  Dietz,  WH.  Obesity  Evaluation  and  Treatment: 

Expert  Committee  Recommendations.  Pediatrics.  1998;  102  (3):  e29. 

Fasting  Plasma  Insulin 

Fasting  insulin  has  been  determined  as  a valid  measurement  of 
insulin  resistance.  The  normal  range  for  fasting  plasma  insulin 
is  2 to  1 2 uU/mL. 

Fasting  Plasma  Insulin 

Normal  Range:  2-12uU/mL 

Source:  Stuart,  CA,  Cilkison,  CR,  Keenan,  BS,  Nagamani,  M.  Hyperinsulinemia 
and  Acanthosis  Nigricans  in  African  Americans.  Journal  of  the  National  Medical 
Association.  1997;89(8):  523-527. 

Therapeutic  Action 

There  are  no  current  pharmacological  interventions  available 
for  acanthosis  nigricans.  However,  studies  have  shown  that 
weight  management  and  exercise  can  decrease  fasting  plasma 
insulin  concentrations.  As  a result,  risks  associated  with  insulin 
resistance  tend  to  decrease  and  acanthosis  nigricans  markers 
tend  to  fade. 

Therapeutic  action  for  the  child  should  include: 

. weight  management 
• exercise 


CPT  Codes 

The  following  codes  are  provided  to  facilitate  the 
classification  of  acanthosis  nigricans  and  other  obesity- 
related  conditions: 

’ 701 .2  Acquired  Acanthosis  Nigricans 
‘ 251.1  Hyperinsulinemia/insulin  resistance 
‘ 790.2  Nonclinical  diabetes 

• 783.1  Abnormal  weight  gain 

• 401.9  Hypertension 

' 272.2  Mixed  Hyperlipidemia 

• 272.1  Hypertriglyceridemia 

' 626.0  Irregular  menstrual  cycle 

• 611.1  Gynecomastia 

• 278.8  Obstructive  sleep  apnea 

• 794.6  Abnormal  endocrine  function  test 

Nutritional  Counseling 

If  weight  management  is  recommended,  it  is  also 
advised  that  nutritional  counseling  be  included  for  the 
child.  Under  CPT  code  701 .2  "Acquired  Acanthosis 
Nigricans",  dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child. 

Dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child  and 
family  under  CPT  code  701 .2 
"Acquired  Acanthosis  Nigricans". 
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A tale  of  two  testicles 


Good  morning,  Grady.  Please  have  a 
seat.  It’s  been  2 months  since  the  sur- 
gery and  your  3 weeks  of  radiation  are 
almost  finished.  How  are  you  feeling? 

I still  feel  a little  sore  sometimes.  I know  it 
was  necessary  to  have  the  surgery  and  ra- 
diation, but  did  you  have  to  cut  off  one  of 
my  juevos  and  shave  my  nether-regions? 
I know  it’s  crazy,  but  I sometimes  feel  like 
half  the  man  I once  was.  Also,  I’m  getting 
a little  tired  of  people  telling  me  that  I’m 
so  lucky  that  it  was  just  testicular  cancer. 
Lucky  that  I have  cancer???  Although 
the  operation  and  radiation  treatments 
presumably  killed  the  cancer,  I feel  that  I 
will  always  have  cancer,  kinda  like  a re- 
covering alcoholic  is  always  an  alcoholic. 

Well,  Grady,  as  I’ve  told  you  before,  if 
you  have  to  have  a cancer  in  your  life, 
that  is  the  one  to  get.  Overall,  it  has  a 
cure  rate  prognosis  greater  than  90%, 
and  in  your  case,  because  you  caught  it 
so  early,  your  cure  rate  is  greater  than 
97%.  So  considering  those  odds,  an  or- 
chiectomy is  a small  price  to  pay.  Also, 
I do  want  you  to  remember  that  testic- 
ular cancer  is  the  most  common  cancer 


for  young  males  (occurring  in  3-4  per 
100,000  males). 

/ know,  doc.  The  problem  is  that  I still 
stay  up  at  night  thinking  about  why  I 
got  this  cancer.  I mean,  why  me?  And 
whom  can  I talk  to?  Normally  I don’t  re- 
ally care  what  people  think  of  me,  but  I 
get  very  uncomfortable  trying  to  talk 
about  my  cancer.  At  first,  I thought  I was 
just  being  vain  because  of  the  location. 
But  it’s  more  than  that.  I’ve  always  been 
reluctant  to  talk  about  my  most  personal 
subjects,  and  I especially  don’t  want  the 
sympathy  and  whispering  when  I pass 
people  in  the  halt.  I don’t  want  my  can- 
cer to  be  the  first  thing  on  a person’s 
mind  when  thinking  about  me. 

People,  or  women?  I have  known  you 
way  too  long  to  be  fooled  by  you. 

Yes,  I guess  the  ladies  are  a big  part  of  it. 
I’ve  got  a 2-inch  scar  near  my  groin,  the 
radiation  has  left  a bald  stripe  down  my 
torso,  and,  like  I said  earlier,  sometimes 
I don’t  even  feel  like  a complete  man.  I 
dunno,  I feel  anxious  about  taking 
women  out  since  the  operation.  You 
know,  having  to  explain  that  scar  and 
why  I don’t  have  one  of  my  testicles 
makes  me  uneasy  about  asking  women 
out.  Maybe  I shouldn’t  feel  that  way.  But 
I’d  still  rather  have  both  of  my  testicles. 

Grady,  relax.  As  you  become  more  com- 
fortable with  your  environment,  you 
will  realize  that  you’re  making  a moun- 
tain out  of  a molehill.  Even  when  you 
were  a wide-eyed  little  kid,  you  always 


made  things  to  be  more  than  they  re- 
ally were.  In  this  case,  however,  it  was 
a blessing  that  you  have  always  been 
the  curious  type.  I remember  you  as  a 
kid,  always  wanting  to  read  something 
new  each  day.  While  your  sister  wanted 
to  read  about  Snow  White  every  night, 
your  mom  told  me  that  each  day  she 
would  go  to  the  library  for  a new  book 
for  you  to  read.  You  see,  Grady,  that  is 
the  difference  between  you  and  many 
of  the  other  young  men  who  may  have 
this  problem.  How  long  did  you  notice 
an  abnormality  in  your  testicle  before 
you  made  an  appointment  to  see  me? 

I don’t  know.  I guess  it  was  a little  over  a 
month. 

Do  you  know  the  average  time  most 
men  wait  before  they  go  see  a doctor 
about  a problem  they  have  noticed  in 
their  testicle? 

No. 

Three  to  6 months!  That  means  that 
the  average  male  has  either  a hard, 
painless  lump  in  the  testicle,  a feeling 
of  heaviness  on  one  side  of  the  scro- 
tum, or  a pain  or  dull  ache  in  the  scro- 
tum for  up  to  half  a year  or  more  before 
talking  to  anybody  about  it.  As  a doc- 
tor, I will  never  understand  why  there 
is  such  a delay.  Embarrassment,  ma- 
choism,  stupidity.  This  time-delay  gives 
the  disease  a head  start.  And  an  intrat- 
esticular  mass  has  a 95%  chance  of  be- 
ing cancerous,  which  means  that 
removal  of  the  testicle  is  almost  always 
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MEDICAL  MALPRACTICE  SOLUTIONS 


USI  Insurance  Services  Of  Texas 
5‘h  Largest  Insurance  Brokerage” 


Our  Healthcare  specialists  can  provide  competitive  quality  malpractice 
insurance  alternatives  to  your  current  coverage.  We  pride  ourselves  on 
the  knowledgeable  fast  service  we  offer  our  clients. 

Our  clients  include: 

• Individual  Practitioners 

• Group  Practices  of  Physicians  and  Surgeons 

• Multi-Specialty  Practices 

USI  Insurance  Services  of  Texas  has  provided  insurance  solutions 
for  137  years.  We  pride  ourselves  in  being  a “SINGLE  SOURCE” 

insurance  provider. 


necessary.  My  colleagues  need  to  in- 
crease education  to  our  male  patients 
about  testicular  examinations,  and  with 
some  open  and  frank  discussion,  I think 
some  of  that  hesitation  in  seeing  a doc-' 
tor  could  be  diminished.  As  a freshman 
in  high  school,  every  14-year-old  athlete 
is  required  to  receive  a complete  med- 
ical exam  before  participating  in  sports. 
This  would  be  an  excellent  opportunity 
for  the  physician  to  perform  a testicular 
exam  while  teaching  the  patient  what 
signs  to  watch  for.  And  this  is  an  excel- 
lent opportunity  for  you  to  be  a good  ex- 
ample to  other  people  who  might  be 
scared  of  having  testicular  cancer. 


For  Additional  information  contact: 
David  D.  Wood 

1422  A Stonehollow 
Kingwood,  Texas  77339 
Toll  Free:  (800)  856-9782 
or  (281)  358-9782 
Fax:  (281)  359-3625 
email:  dave@malpractice.com 


TexasMedicine 


Don’t  miss  one  word 
of  the  September  issue 
of  Texas  Medicine. 


We’ll  Explore: 


Physician  negotiations 
Human  Genome  Project 
Death  certificate  reliability 

For  more  information,  call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 


1 am  Grady  Alsabrook.  I’m  a third -yean 
medical  student  at  The  University  ofi 
Texas  Health  Science  Center  in  San  An-| 
tonio  who  is  recovering  from  testicular 
cancer.  1 wrote  this  article  in  the  hopes  | 
that  my  experience  can  increase  aware- ! 
ness  of  a cancer  that  is  very  easy  toi 
cure  if  detected  early.  j 

There  is  no  voodoo,  hex,  mojo,  or| 
evil  karma  that  made  me  more  suscep-| 
tible  to  getting  cancer.  If  it  can  happen: 
to  me  and  Lance  Armstrong  and  Tomi 
Green,  then  it  can  happen  to  anyone.  I i 
feel  as  if  I’ve  been  given  the  opportunity! 
to  influence  the  embarrassed  20-year- i 
old  kid  out  there  who  is  too  shy  to  talk: 
to  a family  member  or  trusted  physician  i 
about  an  abnormality  in  his  testicle. 

But  right  now  I just  want  to  be  like  i 
everyone  else.  I would  like  a girl  to  be; 
crazy  about.  1 want  to  be  able  to  hit  a 
curveball.  I also  want  two  healthy  tes- 
ticles, no  radiation  sickness,  and  to  sur-; 
vive  my  third  year  of  medical  school,  i 
You  know,  the  simple  things  in  life.  ★ ; 
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People 

'Houston  heart  surgeon  Denton  A.  Coo- 
ley, MD,  has  been  inducted  into  the 
I Texas  Science  Hall  of  Fame. 

i Concepcion  Diaz-Arrastia,  MD,  has  re- 

I’  ceived  a $65,000  Pfizer  Women’s  Health 
l and  the  Society  for  Women’s  Health  Re- 
I search  Scholars  Grant  for  Faculty  Devel- 
lopment  in  Women’s  Health.  Dr 
Diaz-Arrastia  is  a reproductive  physiol- 
logy  specialist  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  The 
[!  grants  program  fosters  scientific  ad- 
vancement and  promotes  the  careers  of 
individuals  in  the  field  of  women’s 
1 health  research.  Recipients  must  demon- 
' strate  strong  motivation  and  the  ability 
to  conduct  original  research  involving 
women’s  health  and  must  have  a faculty 
j appointment  at  a US  medical  school. 

! Former  American  Medical  Association 
President  Nancy  W.  Dickey,  MD,  has 
j been  appointed  acting  dean  of  the  Col- 
I lege  of  Medicine  at  Texas  A&M  Univer- 
sity System  Health  Science  Center.  Dr 
Dickey  is  the  program  director  of  the 
Family  Practice  Residency  Program  of 
the  Brazos  Valley. 

Two  Texas  psychiatrists,  Gary  L.  Etter, 
MD,  of  Fort  Worth,  and  Marshall  B.  Lucas, 
|i  MD,  of  Houston,  received  Exemplary  Psy- 


Denton A.  Cooley,  MD 


Marybeth  Ezaki,  MD 


chiatrist  awards  from  the  National  Al- 
liance for  the  Mentally  111  at  its  annual 
meeting  in  May.  They  were  honored  for 
making  substantial  contributions  to  clin- 
ical care  and  public  education. 

Two  University  of  Texas  Southwestern 
Medical  Center  faculty  members  have 
received  honors.  Marybeth  Ezaki,  MD, 
associate  professor  of  orthopedic  sur- 
gery, has  been  elected  vice  president  of 
the  American  Society  for  Surgery  of 
the  Hand.  Connie  Hsia,  MD,  will  serve 
as  a member  of  the  Respiratory  and 
Applied  Physiology  Study  Section,  a 
group  that  reviews  grant  applications 
submitted  to  the  National  Institutes  of 
Health.  Dr  Hsia  is  associate  professor 
of  internal  medicine. 

Carlos  R.  Hamilton,  Jr,  MD,  of  Houston, 
was  elected  secretary  of  the  American 
Association  of  Clinical  Endocrinologists 
at  the  group’s  annual  conference  in  May. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Connie  Hsia,  MD  David  D.  Madorsky,  MD 


Dan  McCoy,  MD  Shelly  Sekula 

Rodriguez,  MD 


Ophthalmologist  Douglas  Koch,  MD,  of 
Houston,  has  been  appointed  president 
of  the  American  Society  of  Cataract 
and  Refractive  Surgery.  He  has  been  on 
the  society’s  governing  board  for  the 
past  4 years. 

Members  of  the  Texas  Dermatological 
Society  Executive  Council  for 
2000-2001  are  David  D.  Madorsky,  MD, 
San  Antonio,  president;  Shelley  Sekula 
Rodriguez,  MD,  Houston,  president- 
elect; Michael  H.  Simpson,  MD,  El  Paso, 
vice  president;  D.  Scott  Miller,  MD,  Fort 
Worth,  secretary-treasurer;  Ronald  Pe- 
ter Rapini,  MD,  Lubbock,  society  trustee; 
Dan  McCoy,  MD,  Corsicana,  chair  of  the 
Legislative/Socioeconomic  Committee; 
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ClUdCSS  about 
lindina  one  hour 

of  ethics  CNE? 

It's  no  mystery  - contact  TMA  Library! 

To  order  a copy  ofTMA  Library ’s  Medical  Ethics 
and  Professionalism  module,  call  (800)  880-1300, 
ext.  1 542,  or  (5 1 2)  370- 1 542,  or  fax  (5 1 2)  370- 1 634, 
or  e-mail:  tma_library@texmed.org,  or  visit TMA’s 
Web  site  at  www.texmed.org  for  an  online  version. 


Tex 


TexasMedical 

Association 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  you  with  the 
solutions  to  your  medical  malpractice  insurance  problems. 


W e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Ji 


Ab^^eN 



Medical  Insurance  Services 


For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 

Announcement! 

New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 


Pamela  S.  Kennedy,  MD,  Lubbock,  resi- 
dent representative  to  the  society’s  Ex- 
ecutive Committee;  and  Lisa  A.  Garner,, 
MD,  Garland,  program  coordinator. 

Surgical  oncologist  Louis  E.  Neff,  MD, 
has  received  a 3-year  appointment  as, 
cancer  liaison  physician  for  the  cancer  ^ 
program  at  Memorial  Healthcare  Sys-j 
tem-Memorial  Hospital  Southwest  in;| 
Houston  from  the  American  College  of, 
Surgeons’  Commission  on  Cancer.  ; 

Community  activities,  including  remov- 
ing tattoos  from  youngsters  trying  to, 
get  out  of  gangs,  has  earned  Dallas  der- 
matologist Dennis  E.  Newton,  MD,  thej 
Golden  Triangle  Award  from  the  Amer- 
ican Academy  of  Dermatology.  | 

! 

Randy  Schaffer,  MD,  general  surgeryi 
resident  at  the  Houston  Veterans  Ad-j 
ministration  Medical  Center,  received 
the  “Best  Clinical  Paper”  Award  at  the 
annual  Association  of  VA  Surgeons 
conference.  His  paper  was  titled  “The 
Impact  of  a Case  Manager  on  Cardiac 
Evaluation  of  Vascular  Patients.” 

San  Antonio  neurosurgeon  Karl  W.j 
Swann,  MD,  has  been  appointed  to  thei 
Texas  Health  Care  Information  Council 
by  Gov  George  W.  Bush. 

Deaths 


Charles  R.  Allen,  MD,  88;  Center  Point; 
University  of  Wisconsin  Medical  School, 
1946;  died  June  6,  2000. 

Franke  S.  Browne,  MD,  81;  Wichita 
Falls;  Columbia  University  College  of 
Physicians  and  Surgeons,  1944;  died 
May  23,  2000. 

Enrique  M.  Camps,  MD,  74;  Houston; 
University  of  Havana,  Cuba,  1951;  died 
May  21,  2000 

William  A.  Cantrell,  MD,  79;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1943;  died  May  24,  2000. 

Dora  Chao,  MD,  86;  Houston;  Peking 
Union  Medical  College,  China,  1939; 
died  March  11,  2000. 
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' William  F.  Childres,  MD,  67;  Houston; 

' Baylor  College  of  Medicine,  1958;  died 
jMay  19,  2000. 

Jack  S.  DeBusk,  MD,  79;  Fort  Worth; 

! University  of  Nebraska  College  of  Med- 
I icine,  1946;  died  May  8,  2000. 

'Frank  R.  Denman,  MD,  78;  Lufkin;  Tu- 
! lane  University  School  of  Medicine, 

' 1944;  died  May  19,  2000. 

I George  E.  Felknor,  MD,  84;  Baytown;  Tu- 
lane  University  School  of  Medicine, 

1 1943;  died  June  7,  2000. 

Belton  G.  Griffin,  MD,  79;  Houston;  Tu- 
■ lane  University  School  of  Medicine, 
1944;  died  May  9,  2000. 

1 Vidal  Longoria,  MD,  88;  Brownsville; 

^ The  University  of  Texas  Medical  Branch 
at  Galveston,  1938;  died  May  30,  2000. 

Eugene  M.  Massad,  MD,  77;  Dallas;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1952;  died  June  25,  2000. 

William  F.  McLean,  MD,  81;  Austin;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1942;  died  May  18,  2000. 

Richard  G.  Norton,  MD,  79;  Lubbock; 
University  of  Iowa  College  of  Medicine, 
1945;  died  June  5,  2000. 

David  W.  Quick,  Jr,  MD,  84;  Beaumont; 
Creighton  University  School  of  Medi- 
cine, 1939;  died  April  30,  2000. 

1 Andrew  J.  Ryan,  MD,  71;  Houston;  Bay- 
lor College  of  Medicine,  1956;  died 
June  21,  2000. 

Otto  F.  Schoenvogel,  Jr,  MD,  76;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died  June 
3,  2000. 

Robert  G.  Umstattd,  MD,  73;  Austin; 
University  of  Pennsylvania  School  of 
Medicine,  1949;  died  June  14,  2000. 
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LEGAL  REPRESENTATION 

By  a Texas  Physician 


Brian  H.  Tew,  M.D.,  J.D. 

SHAREHOLDER 

Legal  representation  of  physicians 
involving;  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure), 
Economic  Credentialing, 
Managed  Care  Disputes. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  Pickering 

400  Two  Allen  Center  - 1200  Smith  St.  - Houston.  TX  77002 
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House  of  Delegates  debates 
dues,  cell  phones,  lawsuits 


A small  increase  in  dues,  plus 
lively  debate  over  using  hand- 
held cellular  telephones  while 
driving  and  a discussion  of  the 
Texas  Medical  Association’s 
participation  in  lawsuits 
against  managed  care  compa- 
nies, highlighted  action  in  the 
TMA  House  of  Delegates  during  TexMed 
2000  in  San  Antonio  May  26. 

Delegates  selected  a president-elect, 
three  members  of  the  TMA  Board  of 
Trustees,  the  Texas  delegation  to  the 
American  Medical  Association,  and  a 
new  speaker  and  vice  speaker.  They 
also  heard  an  address  by  noted  tobacco 
industry  whistle-blower  Jeffrey  S. 
Wigand,  PhD,  and  honored  several 
physicians  for  their  dedication  to  pa- 
tients and  the  practice  of  medicine. 

The  House  approved  without  discus- 
sion a recommendation  from  the  Refer- 
ence Committee  on  Financial  and 
Organizational  Affairs  that  it  approve  a 
TMA  Board  of  Trustees  proposal  to 
raise  annual  membership  dues  from 
$360  to  $395  for  active  members.  The 
$35  raise  equals  about  $2.91  per 
month  for  each  member. 

The  increase,  which  takes  effect 
January  1,  is  needed  to  sustain  TMA’s 
expanded  advocacy  role,  including  new 


activities  related  to  managed  care, 
trustees  said,  adding  that  no  further 
dues  hike  would  be  considered  for  the 
next  3 years. 

Even  with  the  increase,  trustees 
said,  TMA’s  dues  are  still  lower  than  the 
nine  other  largest  state  medical  associ- 
ations, most  of  which  have  dues  of 
more  than  $400. 

Talking  and  driving 

Controversy  over  driving  while  talking 
on  a handheld  cellular  telephone  flared 


when  the  House  considered  a report 
from  the  Reference  Committee  on  5ci- 
ence.  Education,  and  Public  Health. 
The  reference  committee  recommended 
the  House  approve  part  of  a proposal 
from  the  Committee  on  Emergency 
Medical  5ervices  and  Trauma  that  TMA 
distribute  research  on  the  subject,  and 
develop  an  educational  program  to  dis- 
courage physicians  and  other  drivers 
from  using  handheld  cell  phones  while 
behind  the  wheel.  The  trauma  commit- 


tee proposal  said  reports  show  driving 
while  talking  on  cell  phones  in  the 
United  5tates  each  day  accounts  for 
984  reported  collisions,  2 deaths,  317 
injuries,  99  years  of  lost  life  expectancy, 
$1  million  in  health  care  costs,  and  $4 
million  in  property  damage. 

But  the  reference  committee  recom- 
mended the  House  reject  the  trauma 
committee’s  proposal  that  TMA  support 
legislation  to  outlaw  driving  while  talk- 
ing on  a handheld  cell  phone.  The  refer- 
ence committee  report  to  the  House  cited 


testimony  during  a committee  hearing! 
the  previous  day  that  a physician’s  ability; 
to  use  a cell  phone  while  responding  to; 
medical  emergencies  is  vital. 

After  a lengthy  discussion,  the! 
House  narrowly  voted  to  refer  the  issue 
back  to  the  Committee  on  Emergency. 
Medical  5ervices  and  Trauma  for  fur- 
ther consideration,  even  though  com- 
mittee Chair  Donald  Gordon,  MD,  of 
5an  Antonio,  said  his  committee  didj 
not  want  it  back.  “We’ve  made  our  rec-i 


“Ten  years  from  now  we’ll  feel  about  this  the  same 
way  we  do  about  seat  belts,  and  cigarettes  and  cancer.” 
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ommendation,”  he  declared.  “There’s 
no  more  study  necessary.  We  know  this 
is  reckless  behavior.” 

The  House  debate  on  the  issue  cen- 
tered on  whether  using  cell  phones 
while  driving  really  is  dangerous  and 
whether  the  proposals  would  be  tanta- 
mount to  micromanaging  patients’  lives. 

Delegate  Donald  A.  Behr,  MD,  of 
Fort  Worth,  argued  that  the  trauma 
committee’s  recommendation  was 
“based  on  bad  science.”  He  said  the 
study  upon  which  the  committee  based 
its  recommendation  says  there  is  no 
difference  between  using  a handheld 
cell  phone  or  a hands-free  phone. 
“We’re  supposed  to  be  scientists  and 


this  isn’t  good  science,”  he  said. 

“The  science  is  there,”  countered 
Adolph  Giesecke,  Jr,  MD,  of  Dallas,  a 
trauma  committee  member  who 
helped  to  draft  the  resolution.  “Ten 
years  from  now  we’ll  feel  about  this  the 
same  way  we  do  about  seat  belts,  and 
cigarettes  and  cancer,”  Dr  Giesecke 
said.  “You  can  choose  to  accept  the  sci- 
ence or  not  accept  it,  that’s  your  op- 
tion. Statistically,  your  odds  of  having 
an  accident  are  four  times  higher  if 
you’re  talking  on  a cell  phone  while 
you’re  driving.  That’s  the  science.  It’s 
reckless  behavior  and  we  need  to  rec- 
ognize it  as  such.” 

Delegate  Scott  Aarons,  MD,  of  Bay- 


Dr Rohack  becomes 
135th  TM A president 


! 

Crediting  past  leaders  who  helped  build 
TMA  and  looking  ahead  to  challenges  it  will 
' face  in  the  new  century,  Jim  Rohack,  MD,  as- 
I sumed  the  TMA  presidency  during  TexMed 
] 2000.  He  is  a senior  staff  cardiologist  at 

! Scott  & White  Clinic  in  Temple,  medical  di- 
rector for  operations  at  the  Scott  & White 
j Health  Plan,  and  an  associate  professor  of 
I medicine  at  Texas  A&M  University  System 
Health  Science  Center  College  of  Medicine. 


munization,  and  anti-domestic  violence 
programs,  Dr  Rohack  said  that  tradition 
would  continue  with  Project  WATCH,  a 
joint  effort  ofTMA,  theTMA  Alliance,  and 
theTMA  Foundation. 

“Project  WATCH  will  focus  on  weight, 
activity,  cholesterol,  tobacco,  and  hyper- 
tension, but  specifically  the  rising  epi- 
demic of  obesity  in  our  children.  It  makes 
no  sense  to  have  the  school  curricula  man- 


“We  will  ask  that  the  physical  health  of  our  children 
be  just  as  important  as  point  and  click  with  a mouse.” 


"It  is  a humbling  honor  to  stand  before 
you  as  the  firstTMA  president  installed  In 
the  21st  century  and  the  new  millennium," 
he  said.  “It  reminds  us  that  we  are  all  prod- 
ucts of  our  past,  as  we  live  the  present  and 
reach  for  the  future.” 

Under  his  leadership,  Dr  Rohack  said, 
TMA  will  continue  to  work  to  ensure  that 
the  practice  of  medicine  is  “through  ac- 
credited education  and  not  an  expanded 
scope  of  practice  through  legislation,"  and 
thatTMA  will  support  in  Austin  and  Wash- 
ington “a  new  model  of  financing  that  pre- 
serves the  art  of  medicine  while  providing 
prevention  and  care  for  all." 

CitingTMA’s  past  public  health  efforts 
such  as  border  health,  organ  donation,  im- 


date  computer  skills  while  making  physi- 
cal education  optional.  This  legislative 
session,  we  will  ask  that  the  physical 
health  of  our  children  be  just  as  important 
as  point  and  click  with  a mouse.” 

Finally,  he  said,  TMA  will  evolve  as  an 
association.  During  his  presidency,  he  will 
ask  that  physicians  who  serve  on  councils 
and  committees  “be  Internet-enabled  so  we 
can  increase  our  efficiencies  of  communi- 
cation and  involvement  of  all  members 
across  this  great  state  and  decrease  spend- 
ing of  dues  dollars  on  postage  and  printing." 
He  added  that  to  “allow  future  leaders  to 
develop,"  he  would  ask  that  association  by- 
laws be  changed  to  limit  service  as  a coun- 
cil or  committee  chair  to  2 years. 


town,  said  be  listened  to  compact  discs 
and  talked  to  his  wife  while  driving  to 
San  Antonio  for  the  meeting.  “A  lot  of 
people  drive  to  work  listening  to  the 
radio.  At  what  point  do  we  infringe  on 
something  that  average  Americans  con- 
sider to  be  their  privacy  and  their  life? 
I think  we  need  to  be  very  careful  be- 
fore we  start  telling  people  what  they 
can  and  cannot  do,”  he  said. 

To  join  or  not 

On  the  lawsuit  issue,  the  House  approved 
two  recommendations  from  the  Refer- 
ence Committee  on  Socioeconomics.  The 
recommendations  were  made  after  the 
committee  heard  testimony  on  a resolu- 


New  TMA  President  Jim  Rohack,  MD,  of  Temple, 
right,  receives  the  presidential  pin  from  outgoing 
President  Alan  C.  Baum,  MD,  of  Houston,  during  the 
Presidents  Installation  Luncheon.  "TMA  has  and 
will  continue  to  evolve  to  meet  our  members’  needs," 
Dr  Rohack  said  during  his  inaugural  address. 


"If  each  of  us  in  this  room  and  the 
36,000  other  members  of  theTexas  Medical 
Association  and  the  9,000  members  of  our 
alliance  — with  the  help  of  the  best  med- 
ical association  staff  in  the  nation  — 
rededicate  ourselves  in  this  new  century 
and  new  millennium  that  it  is  for  the  pa- 
tient we  are  honored  to  serve,  then  the  his- 
torians 100  or  1,000  years  from  now  will 
look  back  and  say,  'They  done  good.'” 

Irene  Skor  of  The  Woodlands,  was  in- 
stalled as  president  of  theTMA  Alliance. 
She  said  the  alliance  will  continue  to  work 
with  the  TMA  membership  on  Project 
WATCH,  to  increase  membership,  and  to 
elect  candidates  who  support  legislation 
in  favor  of  medicine. 
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tion  from  Denton  County  Medical  Society 
urging  TMA  to  promote  a class  action 
lawsuit,  participate  in  an  existing  class 
action  lawsuit,  or  pursue  other  legal  ac- 
tions against  managed  care  plans  on  be- 
half of  physicians.  (See  “A  Class  of  Their 
Own,”  July  Texas  Medicine,  pp  43^5.) 

Instead  of  approving  the  Denton 
County  resolution,  the  reference  com- 
mittee proposed  — and  the  House 
agreed  — that  it  be  amended  to  recom- 
mend that  TMA  “evaluate,  facilitate, 
and,  where  prudent,  participate  in  legal 
actions  in  the  best  interest  of  its  mem- 
ber physicians  against  companies  pro- 
viding health  insurance  products  in  the 
State  of  Texas  which  do  not  comply 


with  the  Texas  Insurance  Code  in  pro- 
cessing claims  for  medical  services  and 
seek  appropriate  recovery  for  actual 
damages,  penalties,  punitive  damages, 
and  other  equitable  or  injunctive  relief.” 

Frederick  L.  Merian,  MD,  of  Victoria, 
the  new  chair  of  the  TMA  Board  of 
Trustees,  told  delegates  after  their  vote 
that  he  had  attended  the  reference  com- 
mittee hearing  on  the  resolution  and  was 
well  aware  of  physicians’  feelings  on  the 
matter.  “We  hear  you,”  he  said,  adding 
that  the  issue  needs  further  study. 

Other  matters 

In  other  action,  the  House  voted  to  rec- 
ommend that  TMA: 


• Encourage  the  American  Medical  As- 
sociation to  continue  working  with  na- 
tional specialty  societies  to  study  the 
scientific  validity  of  existing  medical 
care  guidelines  and  develop  recom- 
mendations for  developing  new  evi- 
dence-based guidelines,  and  that  TMA 
oppose  using  guidelines,  including 
those  published  by  Milliman  & Robert- 
son, that  are  based  on  economic  data 
rather  than  evidence-based,  scientifi- 
cally sound  medical  data; 

• Continue  to  work  for  adoption  of 
uniform  credentialing  standards; 

• Support  the  use  of  surplus  Texas 
Workers’  Compensation  funds  to 
provide  rehabilitation  services 


George  Alexander,  MD,  receives 
Distinguished  Service  Award 


George  Alexander,  MD,  left,  accepts  the  TMA  Dis- 
tinguished Service  Award  from  his  longtime  friend 
Merle  W.  Delmer,  MD,  of  San  Antonio.  “There's  one 
thing  I learned  from  Delmer  throughout  life  that  has 
helped  me  as  much  as  anything,"  Dr  Alexander  said. 
“I  learned  from  Merle  that  you  can  do  anything  in 
the  world  that  you  want  to  do  if  you  don't  care  who 
gets  the  credit.” 

The  wisecracks  and  nostalgia  flowed 
freely  during  the  opening  session  of  the 
TMA  House  of  Delegates  as  retired  Hous- 
ton family  physician  George  G.  Alexander, 
MD,  received  TMA’s  highest  honor,  the 
Distinguished  Service  Award. 

Dr  Alexander,  who  now  resides  in  Bell- 
ville,  was  honored  for  a lifetime  of  service 
to  organized  medicine.The  award  presenta- 
tion was  made  by  Dr  Alexander's  close 
friend,  San  Antonio  pathologist  Merle  W. 
Delmer,  MD,  who  used  a slide  show  (“You 
know  when  you  give  the  podium  to  a pathol- 
ogist you're  going  to  get  slides”)  to  give  the 
House  a good-natured,  tongue-in-cheek  re- 


view of  Dr  Alexander's  life,  from  infancy  to 
college  and  military  service  in  World  War  II 
to  his  career  as  a physician  and  his  exten- 
sive involvement  in  organized  medicine. 

“The  Distinguished  Service  Award  is  a 
symbol  of  meritorious  achievement  in  med- 
ical science,  public  service,  and  service  to 
the  profession,”  Dr  Delmer  said,  turning 
serious.  “Dr  Alexander  measures  up  to 
those  principles  perfectly.  His  career  is 
clearly  that  of  a leader  and  a role  model.  He 
is  a gifted,  diligent  spokesman  for  Texas 
medicine.  We're  fortunate  that  he  has  rep- 
resented us  so  well  in  so  many  ways.” 


Noting  that  he  admires  legendary  Uni- 
versity of  Texas  football  coach  Darrell 
Royal  and  adheres  to  the  coach's  admoni- 
tion to  “dance  with  the  one  who  brung  ya,” 
Dr  Alexander  accepted  the  award  by 
thanking  his  family,  his  medical  school 
professors,  the  Harris  County  Medical  So- 
ciety, the  House  of  Delegates,  the  Texas 
Delegation  to  the  American  Medical  As- 
sociation, pastTMA  executive  vice  presi- 
dents C.  Lincoln  Williston  and  Robert  G. 
Mickey,  and  current  EVP  Louis  J.  Good- 
man, PhD,  for  their  support.  “I  am  so  hon- 
ored to  have  been  a part  of  it  all,”  he  said. 


He  concluded  his  remarks  by  saying, 
“Remember,  when  you  die,  your  fingernails 
and  hair  grow  for  3 days,  but  the  phone 
calls  taper  off.” 

Dr  Alexander  was  nominated  for  the 
award  by  the  Harris  County  Medical  Soci- 
ety and  recommended  by  the  TMA  Board 
of  Councilors. 

A graduate  of  Baylor  College  of  Medi- 
cine, Dr  Alexander  has  held  many  leader- 
ship positions  within  organized  medicine. 
He  was  president  of  the  Harris  County  Med- 
ical Society  in  1974  and  TMA  president  in 
1984.  He  chaired  the  Harris  County  delega- 


tion to  the  House  of  Delegates  and  served 
as  president  of  the  Ninth  District.  He  also 
was  a member  of  theTM  A Delegation  to  the 
AMA  House  of  Delegates  for  16  years  and 
chaired  the  delegation  for  4 years. 

As  president  of  the  Harris  County 
Medical  Society,  Dr  Alexander  led  efforts 
to  establish  the  Gulf  Coast  Regional  Blood 
Center,  which  serves  a 17-county  area 
around  Houston.  He  also  served  for  20 
years  on  the  Board  of  Managers  of  the 
Harris  County  Hospital  District  and  was 
founding  chair  of  the  Greater  Houston 
AIDS  Alliance. 


“Remember,  when  you  die,  your  tjugernails  and  hair 
grow  for  3 days,  but  the  phone  calls  taper  off.” 
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through  Medicaid  and  the  Texas  Re- 
habilitation Commission; 

• Establish  a task  force  to  investigate 
medical  information  gathering,  dis- 
tribution, storage,  and  use,  and  is- 
sue a comprehensive  report  that 
physicians,  lawmakers,  and  the  pub- 
lic can  use  to  protect  privacy;  and, 

• Ask  the  Texas  Department  of  Health 
(TDH)  to  accept  a diagnosis  of  “un- 
known” or  “natural  causes”  when  an 
autopsy  is  not  required  and  an  imme- 
diate cause  of  death  is  speculative, 
and  encourage  TDH  to  provide  con- 
tinuing medical  education  for  accu- 
rate completion  of  death  certificates. 

Several  resolutions  were  referred  to 
jthe  Board  of  Trustees  for  further  study 
iand  reports  to  the  House.  Three  of  them 
iconcemed  a controversy  over  physician 
'privileges  at  a Laredo  hospital.  (See  “At 
Loggerheads  in  Laredo,”  June  1998 
Texas  Medicine,  pp  36^1.)  Those  reso- 
'lutions  recommended  that  TMA; 

• Ask  the  Federal  Trade  Commission 
to  investigate  and  take  action 
against  any  hospital  or  its  governing 
board  whose  restrictions  on  physi- 
cians’ hospital  privileges  or  limita- 
tions on  their  leadership  roles 
amount  to  restraint  of  trade; 

• Submit  a resolution  to  AMA  asking 
the  Sisters  of  Charity  to  require 
Mercy  Hospital  in  Laredo  to  cease 
limiting  medical  staff  privileges  or 
limiting  physicians’  participation  in 
medical  staff  matters;  and, 

• Encourage  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organi- 
zations to  insist  that  the  Mercy  Hos- 
pital Board  of  Directors  change  its 
policy. 

Also  referred  to  trustees  for  further 
study  were  resolutions  that  TMA: 

• Enlist  the  support  of  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio  Medical  School  in  es- 
tablishing a community-based  edu- 
cation model  in  Laredo;  and 

• Base  TMA  support  or  opposition  to 
medical  school  expansions  on  the 
schools’  compliance  with  commu- 
nity-based education  models. 


Charging  that  the  tobacco  industry  is  targeting  chil- 
dren, renowned  whistle-blower  Jeffrey  Wigand,  PhD, 
urged  members  of  the  House  of  Delegates  to  make 
sure  money  earned  from  settlement  of  lawsuits 
against  tobacco  companies  is  spent  on  health  care.  Dr 
Wigand’s  battles  with  his  former  employer,  Brown  & 
Will  iamson  Tobacco  Co,  were  chronicled  in  the  hit 
movie  The  Insider. 


Leaders  elected 

The  House  elected  outgoing  Speaker 
Tom  B.  Hancher,  MD,  of  Columbus, 
president-elect;  Susan  Wynn,  MD,  of 
Fort  Worth,  as  speaker  of  the  House; 
and  William  H.  Fleming  III,  MD,  of 
Houston,  as  vice  speaker. 

Ladon  W.  Homer,  MD,  of  Fort  Worth, 
and  Lyle  S.  Thorstenson,  MD,  of  Nacog- 
doches, were  reelected  to  the  Board  of 
Trustees,  while  C.  Bruce  Malone  III, 
MD,  of  Austin,  was  elected  as  a new 
board  member. 

Eleven  delegates  and  15  alternate 
delegates  to  the  AMA  were  elected. 

The  delegates  are  Drs  William  G. 
Gamel,  Austin;  Jim  Rohack,  Temple; 
David  Vanderpool,  Dallas;  Bernard  W. 
Palmer,  San  Antonio;  Joseph  P.  Annis, 
Austin;  Homer  and  Thorstenson;  Robert 


Outgoing  TMA  President  Alan  C.  Baum,  MD,  receives 
the  TMA  Young  Physician  Section's  Young-at-Heart 
Award  from  Melissa  Garretson,  MD,  of  Fort  Worth,  out- 
going chair  of  the  section.  Dr  Baum  was  honored  for 
encouraging  young  physicians’  involvement  within 
TMA  committees  and  councils  and  directing  the  focus 
of  TMA  activities  on  issues  relevant  to  young  physi- 
cians and  their  patients  during  his  tenure  as  president- 
elect and  president. 


P.  Carroll,  Nacogdoches;  Lawrence  A. 
Stone,  San  Antonio;  Ronald  G.  Munson, 
Mathis,  and  Josie  R.  Williams,  Austin. 

Alternate  delegates  are  Drs  Malone; 
Mary  W Geda,  Houston;  Robert  B. 
Morrow,  Sugar  Land;  James  L.  Sweatt 
III,  DeSoto;  Joe  H.  Cunningham,  Waco; 
Clifford  K.  Moy,  Austin;  Joel  S.  Dun- 
nington,  Houston;  A.  Tomas  Garcia  III, 
Houston;  Stephen  L.  Brotherton,  Fort 
Worth;  David  C.  Fleeger,  Austin;  Robert 
M.  Tenery,  Jr,  Dallas;  Vijay  N.  Koli,  San 
Antonio;  Asa  C.  Lockhart,  Tyler;  and 
Lenore  DePagter,  Temple,  resident 
physician;  and  Aaron  M.  Miller,  Lub- 
bock, medical  student. 

The  House  of  Delegates  also  elected 
Drs  John  P.  McGovern,  of  Houston,  and 
James  D.  Murphy,  of  Fort  Worth,  to 
emeritus  membership  in  TMA. 


Stephanie  Jones'  budding  ca- 
reer in  medicine  received  a 
boost  at  TexMed  2000  when 
TMA  President  Jim  Rohack, 
MD,  presented  her  with  a 
$5,000  check  as  the  second 
annual  recipient  of  the  TMA 
Minority  Scholarship  Award. 
Ms  Jones,  a graduate  of  Rice 
University,  will  attend  Baylor 
College  of  Medicine  this  fall. 
She  plans  to  practice  family 
medicine.  The  scholarship 
program  gives  financial  as- 
sistance to  qualified  minority 
students  to  attend  Texas 
medical  schools. 
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TEXPAC  Chair  David  Duffner,  MD,  of  Tyler,  was  the  re- 
cipient of  the  2000  C.  Frank  Webber,  MD,  Award  from 
the  TMA  Medical  Student  Section.  Dr  Duffner  was 
cited  for  his  efforts  to  elect  candidates  who  support  or- 
ganized medicine’s  efforts  on  behalf  of  patients  and 
physicians,  and  to  increase  medical  student  member- 
ship in  TEXPAC. 


Shaine  Muller,  right,  a student  at  The  University  of 
Texas  Southwestern  Medical  School  at  Dallas,  ac- 
cepts the  TMA  Medical  Student  Chapter  of  the  Year 
Award  from  outgoing  TMA  Medical  Student  Section 
Chair  Brad  Butler.  The  award  is  given  each  year  to  the 
medical  student  chapter  that  exemplifies  leadership, 
dedication,  and  service  to  TMA,  AM  A,  and  all  Texans. 


Three  Texas  educators  received  first  place  Excellence 
in  Science  Teaching  awards  from  Michael  Speer,  MD, 
chair  of  the  TMA  Council  on  Scientific  Affairs.  The 
awards  honor  outstanding  science  teachers  who  en- 
courage their  students  to  pursue  an  education  in  sci- 
ence. Pictured  from  left  are  Susan  Sanders,  Lufkin;  Dr 
Speer;  and  Sandra  Geisbush  and  Carol  Frawley,  both 
of  San  Antonio. 


Columbus  physician  named 
TMA  president-elect 


He's  been  a school  board  member,  a 
mayor,  and  speaker  of  the  TMA  House  of 
Delegates,  and  this  time  next  year  Tom  B. 
Hancher,  MD,  will  be  the  president  ofTMA. 
Dr  Hancher  was  chosen  as  TMA  presi- 
dent-elect by  the  House  of  Delegates.  He 
will  succeed  Jim  Rohack,  MD,  as  president 
during TexMed  2001  next  May  in  Houston. 

Dr  Hancher,  a board-certified  internal 
medicine  and  geriatric  medicine  specialist 
in  Columbus,  said  managed  care  would  be 
a dominant  issue  during  his  tenure. 


School  in  1964  and  from  UT  Austin  in  1968. 
He  received  his  medical  degree  from  The 
University  of  Texas  Medical  Branch  at 
Galveston  in  1972.  Dr  Hancher  completed 
his  internship  at  the  University  of  Indiana 
and  his  residency  in  internal  medicine  at 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio.  He  has  been  in  pri- 
vate practice  in  Columbus  since  1976. 

Dr  Hancher  has  been  active  in  Colum- 
bus civic  affairs  for  almost  20  years.  From 
1981  to  1984,  he  served  on  the  Columbus  In- 


“Patient  choice  of  physician  will  be  a critical  issue, 
as  will  who’s  going  to  make  the  decisions 
regarding  care — the  patient  and  his  or  her 
physician  or  the  insurance  company.” 


“We  will  continue  to  see  managed  care 
issues  be  foremost  in  physicians'  minds,” 
he  said.  “Patient  choice  of  physician  will 
be  a critical  issue,  as  will  who's  going  to 
make  the  decisions  regarding  care  — the 
patient  and  his  or  her  physician  or  the  in- 
surance company.  Those  issues  are  very 
important  because  of  the  effect  they  will 
have  on  quality  of  care." 

Known  for  his  wit  and  passion  for  The 
University  ofTexas  Longhorns,  Dr  Hancher 
was  graduated  from  Columbus  High 


dependent  School  District  Board  of 
Trustees,  and  in  1995  he  was  elected  the 
city's  mayor,  serving  a 4-year  term.  Dr 
Hancher  also  has  served  as  a director  of  the 
Columbus  Ouincentennial  Commission. 

He  also  has  a long  history  of  involve- 
ment in  organized  medicine,  from  his  days 
as  a delegate  to  TMA  from  the  Colorado- 
Fayette  County  Medical  Society  to  mem- 
bership on  the  TMA  Health  Manpower 
Committee  and  Council  on  Socioeconom- 
ics to  chair  of  the  TMA  Small  Districts 


Columbus  internist  Tom  B.  Hancher,  MD,  who  ended 
his  term  as  speaker  of  the  TMA  House  of  Delegates 
at  TexMed  2000,  was  unanimously  elected  TMA  pres- 
ident-elect by  the  House.  “I  want  this  House  to 
know  that  this  is  the  greatest  honor  that  I have  ever 
had,”  Dr  Hancher  said. 


Caucus  and  theTMA  Committee  on  Physi- 
cian Workforce. 

From  1994  to  1997,  he  was  vice  speaker  of 
TMA's  House  of  Delegates.  Since  1997  he 
has  been  speaker  of  the  House.  Dr  Hancher 
also  serves  on  theTMA  Board  ofTrustees. 

Dr  Hancher  became  a fellow  of  the 
American  College  of  Physicians  in  1991, 
and  in  1999  he  received  the  Colorado 
County  Economical  Development  Corp 
Award  of  Excellence. 

He  also  is  a member  of  the  American 
Society  of  Internal  Medicine, Texas  Acad- 
emy of  Internal  Medicine,  and  the  Ameri- 
can Geriatric  Society. 
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Rabbi  Harold  S.  Kushner,  author  of  the  best-seller 
When  Bad  Things  Happen  to  Good  People,  auto- 
graphs a copy  of  his  book  for  Ed  W.  Schmidt,  MD,  of 
Odessa,  after  his  appearance  at  the  opening  general 
session.  Rabbi  Kushner  said  during  his  presentation 
that  physicians  could  truly  help  seriously  ill  or  terminal 
patients  by  recognizing  the  distinction  between  curing 
and  healing.  "Curing  means  making  an  illness  go  away. 
Healing  means  giving  the  person  the  resources  to  deal 
with  an  illness  that  won't  go  away.  We  need  to  remem- 
ber that  what  we  can't  cure,  we  can  heal.  There  is  al- 
ways something  you  can  do,  even  if  the  only  thing  you 
can  do  is  sit  with  someone  and  help  them  cry.  Because 
if  you  don’t  do  that,  you  are  leaving  them  to  cry  alone 
and  nobody  deserves  that." 


TMA  Foundation  hosts 
An  Evening  in  Acapulco 


More  than  400  physicians,  their 
spouses,  and  corporate  guests 
“escaped  to  Mexico”  at  the  TMA 
Foundation’s  seventh  annual 
benefit.  An  Evening  in  Aca- 
pulco, during  TexMed  2000.  The  event 
began  with  a reception  and  silent  auc- 
tion, where  guests  bid  on  items  (many 
of  them  donated  by  county  medical  so- 
cieties and  alliances)  and  continued 
with  dinner  and  dancing  to  San  Anto- 
nio’s Max  Class  & the  Class  Act. 


TMA  Foundation  Chair  Mark  Kubala,  MD,  of  Beau- 
mont, left,  presents  the  foundation’s  Champion  of 
Health  Award  to  Ron  Anderson,  MD,  president  and 
chief  executive  officer  of  Parkland  Health  and  Hospi- 
tal System  in  Dallas. 


Intervening  before  a medical  crisis  "can  have  the  power 
of  a heart  attack,"  University  of  Rhode  Island  re- 
searcher James  O.  Prochaska,  PhD,  said  during  his 
presentation  at  the  opening  general  session,  adding  that 
"setting  realistic  goals  is  very  important  to  change."  Dr 
Prochaska  discussed  physicians'  roles  in  helping  pa- 
tients change  their  behavior  and  reduce  their  risk  for 
heart  disease  and  stroke.  Physicians  must  change  their 
attitudes  about  helping  patients  change,  he  said,  be- 
cause most  "historically  have  tended  to  give  up”  on  pa- 
tients and  believe  they  "will  not  or  cannot”  change. 
Doctors  need  to  try  harder  and  "appreciate  how  power- 
ful your  relationship  with  your  patients  can  be." 


Ron  Anderson,  MD,  of  Dallas,  presi- 
dent and  chief  executive  officer  of  Park- 
land Health  and  Hospital  System, 
received  the  Foundation’s  2000  Cham- 
pion of  Health  Award.  The  award  hon- 
ors individuals  or  organizations  for 
outstanding  service  to  the  public  in  pro- 
moting healthy  lives  and  communities. 

Proceeds  from  the  benefit  support 
the  foundation  and  the  TMA  prevention 
and  awareness  initiatives  it  funds.  The 
foundation’s  Board  of  Trustees  and  staff 
thanked  the  event’s  host  city  chairs,  J. 
Marvin  Smith  III,  MD,  and  his  wife,  Jill; 
the  corporate  sponsorship  chairs,  Paul 
H.  Smith,  JD,  and  his  wife,  Anne,  all  of 
San  Antonio;  and  the  following  corpo- 
rate sponsors;  Tenet  Healthcare  Founda- 
tion/Texas Region;  Harris  County 
Medical  Society;  Jackson  Walker  LLP; 
Luther  King  Capital  Management;  Luxor 
Jewelers  at  the  Colonnade;  Prudential 
Group  Insurance;  Rudd  and  Wisdom, 
Inc;  Texas  Medical  Liability  Trust;  Thor- 
ton, Summers,  Biechlin,  Dunham  & 
Brown,  LC;  Wells  Fargo  Bank  Texas,  NA; 
Vaughan,  Nelson,  Scarborough,  & Mc- 
Cullough; Austin  Orthopaedic  Clinic: 
Drs  Abell,  Lowry,  Flawn,  Hardwick  and 


Physicians  are  at  great  risk  for  serious  personal  and 
professional  problems  if  they  cannot  fmd  ways  to  man- 
age the  stress  inherent  to  the  practice  of  medicine, 
Midland  psychiatrist  Judy  Googins,  MD,  chair  of  the 
TMA  Committee  on  Physician  Health  and  Rehabilita- 
tion (PHR),  said  during  her  presentation  atthe  opening 
general  session.  "We  preach  all  sorts  of  prevention  to 
our  patients  and  then  don’t  practice  it  ourselves,"  she 
said.  Symptoms  of  stress  or  burnout  include  perfec- 
tionism, the  need  for  control,  an  exaggerated  sense  of 
responsibility,  difficulty  asking  for  help,  and  excessive 
or  unrealistic  guilt.  The  toll  can  be  drug  or  alcohol  ad- 
diction, stress  in  personal  relationships,  emotional  or 
behavioral  problems,  and  professional  consequences 
such  as  loss  of  colleagues'  respect  or  revocation  of  a 
medical  license.  Physicians  needing  help  should  call 
the  PHR  hotline  at  (800)  880-1640. 

Von  Rueden;  Alan  C.  Baum,  MD;  Bexar 
County  Medical  Society;  Community 
First  Health  Plans;  Cox  & Smith  Inc; 
Dallas  County  Medical  Society;  Bob  Em- 
mick,  MD;  Eidelity  Investments;  Free- 
man Decorating  Co;  and  Frost  Bank. 

Other  corporate  sponsors  include 
Fulbright  & Jaworski  LLP;  Dr  and  Mrs 
Earl  Grant;  Huguley  Health  System; 
MBNA  America  Bank,  NA;  Medtronic, 
Inc;  National  Data  Corp;  Oppenheimer, 
Blend,  Harrison,  & Tate,  Inc;  Prudential 
Healthcare;  ProMedCo  Management 
Co;  The  Quantitative  Group  of  Sa- 
lomon Smith  Barney;  Dr  and  Mrs  Jim 
Rohack;  Dr  and  Mrs.  J.  Marvin  Smith 
III;  St  Jude  Medical  Center;  TMA  Al- 
liance; Texas  Medical  Association  In- 
surance Trust;  Texas  Health  Resources; 
Texas  Indo-American  Physicians  Soci- 
ety (SW  Chapter);  Travis  County  Med- 
ical Society;  UNICARE  Life  & Health 
Insurance,  and  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 

The  foundation’s  next  benefit  will  be 
May  4,  2001,  during  TexMed  2001  in 
Houston.  For  more  information,  call  (800) 
880-1300  ext  1466,  or  (512)  370-1466; 
or  e-mail  heather_s@texmed.org.  ★ 


Tel  800.880.1300 


Texas  Medicine  Rounds 


23 


Exhibits  win  awards; 
sponsors  named 


The  Texas  Organ  Sharing  Alliance 
won  first  place  awards  for  the  best 
scientific  or  allied  health  category 
exhibit  and  for  the  best  allied 
medical  exhibit  primarily  of  an 
educational/promotional  nature  that  de- 
livers a message  of  interest  and  impor- 
tance to  the  profession  at  TexMed  2000. 

TMA  Physician  Services  and  TMA 
Alliance  placed  second  and  third,  re- 
spectively, in  the  latter  category. 

The  Texas  Poison  Center  Network 
won  a first  place  award  for  the  scien- 
tific exhibit  with  a grant  or  assistance 
from  a university,  hospital,  governmen- 
tal agency,  or  nonprofit  agency.  The 
Texas  Cancer  Council  was  second. 
TexMed  2000  sponsors  were; 

Platinum  ($10,000  or  more) 

Glaxo  Wellcome 
MBNA 

Physicians  on  Line 
Texas  Medical  Liability  Trust 
Texas  Medical  Association  Insurance 
Trust 

TIAA-CREF 

Gold  ($5,000  to  $10,000) 

Intel  Corporation 
Searle 

Wyeth-Ayerst  Laboratories 

Silver  ($2,500) 

Bristol-Myers  Squibb 
Proctor  & Gamble  Health  Care 
Texas  Beef  Council 

Bronze  ($1,000) 

American  Cancer  Society,  Texas  Division 
Baxter  Hyland/Immuno 
Blue  Bell  Creameries 
Charles  A.  Durham  Memorial  Lecture 
Fund 

Merck  & Co,  Inc 
Schering-Plough 

Texas  Medical  Association  Foundation 
Copper  ($500) 

American  Physicians  Insurance 
Exchange/Florida  Physicians 
Insurance  Company 
Centecor 
Pfizer,  Inc 


Phuc  Nguyen,  a student  at  the  University  of  North 
Texas  Health  Science  Center  at  Fort  Worth,  does  a 
blood  pressure  check  at  the  Project  WATCH  booth  at 
San  Antonio's  Marriott  Rivercenter  Mall.  Students 
from  several  Texas  medical  schools  staffed  the  booth 
during  TexMed  2000.  Project  WATCH  seeks  to  help  re- 
duce deaths  and  illness  from  heart  disease  and  stroke, 
the  state’s  Nos.  1 and  3 killers. 


Baseball  great  Orlando  Cepeda  autographs  a ball  for 
Austin  physician  Ira  Bell,  MD,  at  the  Schering-Plough 
Pharmaceuticals  booth  in  the  Exhibit  Hall  of  the  Henry 
B.  Gonzalez  Convention  Center  at  TexMed  2000.  Mr 
Cepeda  was  elected  to  the  Baseball  Hall  of  Fame  in  1999. 


Shamu  greets  a crowd  of  excited  youngsters  during  TMA  Day  at  Sea  World  in  San  Antonio.  Many  physicians  and 
their  families  took  advantage  of  San  Antonio’s  recreational  facilities  during  TexMed  2000. 


Ron  Myers,  vice  president  of  Wallingford  Computer 
Services  in  Austin,  explains  the  wide  range  of  com-  • 
puter  hardware  available  to  physicians  who  want  to 
participate  in  the  use  of  the  Internet  for  health  care.  > 
The  presentation  was  part  of  TexMed  2000’s  Technol-  ' 
ogy  Track  sponsored  by  Intel  Corporation.  Presenta- 
tions included  the  Internet’s  effect  on  the  | 
patient-physician  relationship,  the  use  of  e-mail  for ' 
communicating  with  patients  and  the  related  issues  of  ^ 
online  privacy  and  security,  Web  page  design,  the  use 
of  palmtop  computers  in  physicians'  personal  lives 
and  medical  practices,  and  how  to  select  an  Internet' 
service  provider.  Participants  also  took  advantage  of 
hands-on  technology  sessions. 
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mean  peace  of  mind. 


State  of  the  Art  Technology 
Patient  Verification  & Tracking  System 
Collection  Automation 
Imaging  & Recognition  Technology 


• Cost  Utilization 

• Up  to  Date  Filing  Guidelines 

• Interface  Compatibility 

• Logistic  Services 


For  more  information  call 

888.655.5494 


nannic  Automation 


AMA  House  tackles  divergent 
topics  at  Chicago  meeting 

By  Steve  Levine,  TM A communication  director 


Strong  words  on  issues  that 
unify  physicians  and  delicately 
worded  compromise  language 
on  topics  that  divide  the  house 
of  medicine  marked  the  149th 
Annual  Meeting  of  the  Ameri- 
can Medical  Association 
House  of  Delegates. 

More  than  100  Texas  physicians  and 
medical  students  representing  TMA  and 
various  sections  and  national  specialty 
societies  participated  in  the  June  11-15 
meeting  in  Chicago.  The  Texans  played 
numerous  important  roles  in  the  convo- 
cation but  ran  in  none  of  the  few  elec- 
tions for  AMA  leadership  positions  and 
submitted  just  one  of  the  nearly  300 
resolutions  the  House  considered. 

Media  pick  soaps, 
executions,  church 

Although  many  delegates  complained 
that  reporters  at  the  meeting  were  miss- 
ing the  “real  news”  on  issues  such  as  pa- 
tient safety  and  tax  reform,  the  news 
media  focused  its  lenses  and  micro- 
phones on  antimicrobial  soaps,  capital 
punishment,  and  Catholic  hospitals. 

The  House  called  on  the  US  Food 
and  Drug  Administration  to  speed  up  its 
evaluation  of  the  safety  and  efficacy  of 
antimicrobials  in  consumer  products 
such  as  soaps  and  lotions.  The  action 
came  in  support  of  an  AMA  Council  on 
Scientific  Affairs  report  that  concluded 
the  use  of  such  products  might  be  a po- 
tential source  of  antibiotic-resistant  or- 
ganisms. The  decision  raised  the  ire  of 
the  Cosmetic,  Toiletry,  and  Fragrance 
Association,  whose  protestations  kept 
the  issue  in  the  headlines  long  after  the 
delegates  left  Chicago. 

The  AMA  meeting  opened  on  the 
day  the  Chicago  Tribune  ran  a wide- 
ranging  article  on  whether  problems  in 
the  criminal  justice  system  might  have 


led  many  men  and  women  to  the 
states’  death  chambers  for  crimes  they 
did  not  commit.  Several  Texas  dele- 
gates complained  that  the  article  — 
with  its  extensive  coverage  of  death 
row  in  Texas  — was  designed  to  em- 
barrass Gov  George  W.  Bush  in  his  bid 
for  the  presidency. 


All  of  this  attention  coincided  with 
the  delegates’  consideration  of  an 
American  Association  of  Public  Health 
Physicians  resolution  calling  on  AMA  to 
back  a moratorium  on  the  death 
penalty.  The  House  dodged  the  political 
bullet  by  sticking  to  the  medical  issues, 
expressing  its  support  for  “the  availabil- 
ity and  use  of  all  appropriate  medical 
forensic  techniques,”  including  DNA 
testing,  in  the  criminal  justice  system. 

The  unprecedented  reference  com- 
mittee testimony  from  Chicago  Arch- 
bishop Francis  Cardinal  George  drew  the 
media’s  attention  to  the  House  debate 
on  the  availability  of  reproductive  health 
care  services  in  communities  where  the 
Catholic  church  owns  or  controls  all  of 
the  hospitals.  The  California  resolution 
called  on  AMA  to  support  legislation  re- 
quiring any  hospital  that  receives  public 
funds  to  provide  “a  full  range  of  repro- 
ductive services,  including  temporary  or 
permanent  birth  control.” 

While  supporters  maintained  that 


church  policy  impinged  on  the  avail- 
ability of  services  such  as  tubal  ligation 
in  some  communities,  other  delegates 
argued  that  the  resolution  would  vio- 
late AMA  policy  that  allows  physicians 
and  hospitals  to  adhere  to  their  per- 
sonal moral  principles.  Joe  Cunning- 
ham, MD,  of  Waco,  asserted  that  the 
resolution  would  send  AMA  “down  the 
slippery  slope  of  imposing  our  will  on 
somebody  else.” 

The  House  responded  by  reaffirming 
the  existing  AMA  policy  and  calling  on 
health  plans  to  be  responsible  for  pro- 
viding access  to  covered  reproductive 
services.  Texas  delegates  helped  to  draft 
further  compromise  language  that  di- 
rects AMA  to  support  “action  to  ensure 
continued  patient  access  to  pregnancy 


prevention  services  within  the  commu- 
nity” in  those  cases  where  hospital  merg- 
ers or  closings  otherwise  limit  the 
availability  of  those  services  in  hospitals. 

New  insurance,  patient 
safety  principles 

Delegates  adopted  a comprehensive 
package  of  principles  to  guide  AMA  sup- 
port for  individual  tax  credits  for  pur- 
chasing health  insurance.  This  would 
replace  the  current  tax  law  under  which 
employers  can  exclude  from  their  tax- 
able income  the  cost  of  providing  health 
coverage  to  their  workers.  Under  the 
guidelines,  tax  credits  would  be  refund- 
able, large  enough  to  ensure  that  most 
people  can  afford  health  insurance,  vary 
with  family  size,  and  contingent  on 
every  member  of  a family  having  health 
insurance.  Delegates  debated  and  even- 
tually adopted  a guideline  stating  that 
the  size  of  the  tax  credits  should  be  in- 
versely related  to  a family’s  income.  (See 
“More  Choice,  More  Voice,”  pp  53-56.) 


The  House  (lodged  the  political  hullet 
by  sticking  to  the  medical  issues,  expressing  its 
support  for  “the  availability  and  use  of  all 
appropriate  medical  forensic  technigues,” 
including  DNA  testing,  in  the  criminal  justice  system. 
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The  Institute  of  Medicine’s  (lOM’s) 
November  1999  report,  “To  Err  is  Hu- 
man,” once  again  attracted  significant 
attention  at  the  meeting,  with  a dozen 
resolutions  suggesting  ways  for  organ- 
ized medicine  to  respond  to  the  contro- 
versial medical  errors  study.  The  policy 
principles  that  delegates  adopted  were 
based  on  best  practices,  confidential  re- 
porting, and  protection  from  discovery 
in  malpractice  cases.  The  House  called 
on  AMA  to  thoroughly  analyze  the  lOM 
report  and  to  publicize  medicine’s  on- 
going efforts  to  improve  quality  and  re- 
duce medical  errors. 

Although  not  part  of  the  final  pack- 
age, most  delegates  appeared  to  agree 
with  one  New  Jersey  delegate’s  sugges- 
tion that  physicians  use  “patient  safety,” 
not  “medical  errors,”  to  discuss  the  is- 
sue. “He  who  controls  the  terminology 
controls  the  debate,”  the  delegate  said. 

Texans  focus  on  guidelines 

Texas’  lone  resolution,  which  stemmed 
from  a Harris  County  Medical  Society 
proposal  the  TMA  House  of  Delegates 
approved  in  May,  asked  AMA  to  study 
the  scientific  validity  of  current  medical 
guidelines,  develop  recommendations 
for  their  improvement,  and  oppose 
those  guidelines  that  are  “based  on  eco- 
nomic data  rather  than  evidence-based, 
scientifically  sound  medical  data.” 

While  the  House  decided  that  exist- 
ing AMA  policy  adequately  covered  the 
Texas  proposal  and  two  related  mat- 
ters, delegates  did  approve  New  York’s 
request  for  AMA  to  “formally  reject  the 
Milliman  & Robertson  guidelines  as  a 
clinical  standard  of  care.” 

Mention  of  the  Milliman  & Robert- 
son guidelines,  currently  the  focus  of  a 
lawsuit  involving  the  pediatrics  faculty 
at  The  University  of  Texas-Houston 
Health  Science  Center,  drew  the  dele- 
gates’ ire.  They  called  the  guidelines 
“the  club  that’s  used  to  beat  doctors 
over  the  head”  and  “an  unholy  docu- 
ment from  beginning  to  end.” 

Students  gain  AMA  posts 

With  a very  limited  number  of  leader- 
ship seats  on  the  line,  TMA  ran  no  can- 
didates for  election  at  this  AMA 
meeting.  However,  Brad  Butler,  a med- 
ical student  at  Texas  A&M  University 


System  College  of  Medicine,  was 
elected  speaker  of  the  AMA  Medical 
Student  Section,  and  Angela  Siler- 
Fisher,  a Texas  Tech  University  Health 
Sciences  Center  School  of  Medicine 
student,  was  elected  as  one  of  two 
Medical  Student  Section  delegates  to 
the  AMA  House.  Monique  A.  Spillman, 
MD,  a resident  physician  from  Hous- 
ton, was  appointed  to  fill  a 3-year  term 
as  the  resident  physician  on  the  AMA 
Council  on  Ethical  and  Judicial  Affairs. 

Randolph  D.  Smoak  Jr,  MD,  of 
South  Carolina,  was  installed  as  AMA 
president,  and  the  House  chose  Richard 
F.  Corlin,  MD,  of  California,  to  be  pres- 
ident-elect. 

The  Texas  delegation  announced 
that  TMA  President  Jim  Rohack,  MD, 
would  be  a candidate  for  the  AMA 
Board  of  Trustees  next  year.  Also,  at  the 
Chicago  meeting.  Fort  Worth  allergist 
Susan  Wynn,  MD,  chaired  the  House 
Reference  Committee  on  Medical  Ser- 
vice. Other  Texas  physicians  serving  on 
AMA  reference  committees  included 
Drs  Wm  Gordon  McGee,  of  El  Paso;  E. 
Randy  Eckert,  of  Austin;  Glen  R.  John- 
son, of  Houston;  and  James  F.  Arens,  of 
Galveston.  Charles  W.  Bailey,  MD,  of 
Houston,  served  as  chief  teller. 

Other  issues  merit  action 

Delegates  addressed  various  other  eco- 
nomic, legislative,  public  health,  and 
organizational  topics.  The  House: 


• Voted  to  “advocate  forcefully”  with 
the  Health  Care  Financing  Adminis- 
tration in  favor  of  a pilot  implementa- 
tion of  new  Medicare  evaluation  and 
management  (E&M)  guidelines  that 
eliminate  random  audits  of  E&M  serv- 
ices and  rely  heavily  on  peer  review  of 
any  suspected  noncompliance. 

• Asked  AMA  to  support  legislation 
that  increases  physician  payments 
under  Medicare  and  that  would  halt 
the  transition  “of  the  practice  ex- 
pense provisions  of  the  Medicare 
law  at  the  2000  level.”  Bohn  D. 
Allen,  MD,  of  Arlington,  called  the 
Medicare  transition  “a  flawed  sys- 
tem” and  told  delegates,  “This  is  the 
time  to  ask  for  more  money.” 

• Adopted  a series  of  principles  de- 
signed to  protect  the  rights  of  hospi- 
tal-based physicians  to  affect  the 
managed  care  contracts  negotiated 
by  hospitals  without  physician  input. 

• Supported  a new  policy  to  restrict 
ordering  and  interpretation  of  lab 
testing  to  “those  individuals  who 
possess  appropriate  clinical  educa- 
tion and  training”  and  who  work  un- 
der the  supervision  of  an  MD  or  DO. 

• Directed  AMA  to  serve  as  a resource 
for  helping  state  and  local  medical 
societies  file  class  action  lawsuits 
against  managed  care  organizations. 

• Took  the  first  steps  toward  adding  a 
nonphysician  member  to  the  AMA 
Board  of  Trustees.  ★ 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Duke  University  Medical  Center  researchers  say  a study  of  more  than  500  patients  be- 
tween ages  31  and  90  shows  no  correlation  between  early  detection  of  non-small  cell 
lung  cancer  tumors  less  than  3 cm  and  survival.  Chest,  6/00 


In  another  study  related  to  non-small  cell  lung  cancer,  researchers  at  Johns  Hopkins 
School  of  Medicine  say  patients  who  use  alcohol  and  smoke  have  a higher  frequency  of 
p53  mutations  than  patients  who  smoke  but  don’t  drink.  Cancer  Research,  6/15/00 

Phase-contrast  magnetic  resonance  (PC-MR)  imaging  can  accurately  measure  coro- 
nary blood  flow  and  assess  myocardial  function  at  the  same  time,  say  Swiss  re- 
searchers who  compared  PC-MR  imaging  with  positron  emission  tomography  in  16 
patients.  Circulation:  Journal  of  the  American  Heart  Association,  6/13/00 

Preeclampsia  may  be  caused  by  the  overproduction  of  neurokinin  B in  the  placenta 
early  in  pregnancy.  Nature,  6/15/00 

Kidney  failure  later  in  life  may  be  linked  to  low  birth  weight,  says  a Medical  University 
of  South  Carolina  physician  who  studied  1,200  dialysis-dependent  patients  in  that  state. 
Archives  of  Internal  Medicine,  5/23/00 

A National  Institutes  of  Health  study  of  40,022  postmenopausal  women  between  1987 
and  1989  refutes  the  link  between  dietary  fat  intake  and  the  risk  of  breast  cancer.  Jour- 
nal of  the  National  Cancer  Institute,  5/17/00 

Testicular  cancer  patients  treated  with  Cisplatin  have  a higher  risk  of  cardiovascular 
disease  than  other  men  do  during  the  second  decade  after  treatment,  and  the  risk  of 
heart  disease  may  be  higher  than  that  of  a recurring  malignancy,  Dutch  researchers  re- 
port. Journal  of  Clinical  Oncology,  4/00 

Researchers  in  Sweden  say  determining  the  severity' and  etiology  of  community-ac- 
quired pneumonia  in  hospitalized  patients  may  be  helped  by  measuring  serum  levels  of 
procalcitonin.  Infection,  3-4/00 

The  risk  of  stroke  doubles  in  women  with  the  Asn291  Ser  gene  mutation  in  lipoprotein 
lipase  but  does  not  increase  in  men,  Danish  scientists  say.  Circulation:  Journal  of  the 
American  Heart  Association,  5/23/00 

Central  brain  atrophy  appears  to  increase  in  women  receiving  estrogen  replacement 
therapy,  according  to  researchers  in  the  United  States,  Great  Britain,  and  Finland.  Jour- 
nal of  the  American  Geriatrics  Society,  5/00 


TMA  Summit  2000  scheduled 
September  15-16  in  Austin 


Managed  care  and  antitrust  is- 
sues, patient  safety,  and  politics 
will  be  among  the  topics  dis- 
cussed at  TMA  Summit  2000: 
Advocacy,  Policy,  Professional- 
ism on  Friday  and  Saturday,  September 
15-16,  at  the  Renaissance  Austin  Ho- 
tel. The  summit  is  the  first  combined 
TMA  Fall  Conference  and  House  of  Del- 
egates interim  session. 

The  summit  begins  at  6:30  am  Friday 
with  a “dawn  duster”  session  on  man- 
aged care  legal  issues  and  antitrust  legis- 
lation, feamring  George  Parker  Young, 
JD,  of  Fort  Worth,  and  Mark  Tobey,  JD,  an 
assistant  attorney  general  in  the  Antitrust 
Section  of  the  Texas  Attorney  General’s 
Office  Consumer  Protection  Division. 

The  opening  session  of  the  House  of 
Delegates  begins  at  8 am.  Reference 
committees  will  meet  when  the  House 
recesses. 

A luncheon  — hosted  by  the  Texas 
Medical  Liability  Trust  — is  scheduled 
for  noon.  The  luncheon  speaker  will  be 
Stephen  J.  Harvill,  of  Creative  Ventures 
in  Dallas.  He  will  discuss  building  a 
flexible  environment  based  on  the 
strengths  of  the  people  involved  to  deal 
with  rapid  changes  in  health  care. 

It  will  be  followed  by  the  confer- 
ence’s general  session  from  2 to  5 pm. 
Speakers  will  include: 

• American  Medical  Association  Presi- 
dent Randolph  Smoak,  MD. 

• Former  AMA  President  Nancy  W. 
Dickey,  MD.  A founding  member  and 
past  chair  of  the  National  Patient 
Safety  Foundation,  she  will  discuss 
improving  medical  outcomes  and  re- 
ducing errors. 

• Steve  H.  Murdock,  PhD,  chief  de- 
mographer for  the  Texas  State  Data 
Center  and  director  of  the  Center  for 
Demographic  and  Socioeconomic 
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Research  and  Education  at  Texas 
A&M  University. 

• Mariah  Scott,  general  manager  of 
Internet  Authentication  Services  in 
the  Internet  Health  Division  of  the 
Intel  Corporation.  She  will  discuss 
technology’s  impact  on  how  physi- 
cians practice  medicine. 

The  Texas  Medical  Association  In- 
surance Trust  will  host  a reception  from 
5:15  to  6:30  pm. 

Saturday’s  activities  begin  with  county 
I medical  society  and  district  caucuses  from 
6:30  to  8:45  am,  followed  by  the  meeting 
I of  the  House  of  Delegates  at  9 am. 

A box  lunch  will  begin  when  the 
House  adjourns  and  will  close  out  con- 
j ference  activities.  Speakers  will  be  Paul 
Burka,  executive  editor  of  Texas  Monthly 
magazine,  and  Harvey  Kronberg,  politi- 
cal analyst  and  editor  and  publisher  of 
Harvey  Kronberg’s  Quorum  Report.  They 
will  give  a state-of-the-state  political  re- 
port and  an  election  preview. 

The  conference  program  is  approved 
for  continuing  medical  education  credit. 
There  is  no  charge  for  TMA  members  and 
guests.  The  cost  for  nonmembers  is  $200. 

For  more  information,  call  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
e-mail  amy_e@texmed.org;  or  visit  the 
TMA  Web  site  at  tvww.texmed.org.  ★ 

House  to  vote  on 
amending  constitution 


The  TMA  House  of  Delegates  will 
vote  on  the  following  proposed 
amendments  to  TMA’s  Constitution 
and  Bylaws  in  September  (text  to 
be  added  is  underlined  and  text  to 
be  removed  is  crossed  through): 

Recommendation  1:  Amend  Article  VII, 
Board  of  Councilors,  as  follows: 

The  Board  of  Councilors  shall  consist  of 
one  member  from  each  councilor  dis- 
trict. All  questions  of  medical  ethics 
shall  be  referred  to  this  board,  as  pro- 
vided in  the  Bylaws.  The  Board  of 
Councilors  shall  supervise  component 
county  societies,  and  district  sociotioo, 
and  matters  pertaining  to  ouch  shall  bo 

referred  to  this  board. 


Recommendation  2:  Amend  Article  IX, 
Councilor  Districts  and  District  Soci- 
eties, as  follows: 

The  House  of  Delegates  shall  divide  the 
state  into  appropriate  councilor  districts 
and  provide  for  the  organization  and 

chartering  of  district  societies  as  will 

promote  the  best  interests  of  the  public 

and  the  profession.  Such  societies  shall 

be  composed  of  members  of  component 

county  societies  of  their  respective  coun 

cilor  districts,  for  the  primary  purpose  of 
electing  councilors  and  vice  councilors 

and  to  promote  the  best  interests  of  the 

public  and  the  profession.  ★ 

State  medical  board 
names  new  director 


Frank  M.  “Skip”  Langley,  MD,  JD, 
DVM,  of  Corpus  Christi,  became 
the  new  executive  director  of  the 
Texas  State  Board  of  Medical  Ex- 
aminers last  month.  Selected  in 
May  from  a field  of  more  than  50  can- 
didates after  a nationwide  search.  Dr 
Langley  replaces  Bruce  A.  Levy,  MD, 
JD,  who  resigned  to  become  deputy  ex- 
ecutive vice  president  of  the  Federation 
of  State  Medical  Boards. 

Dr  Langley,  58,  a 
native  of  Paris,  Tex, 
received  his  doctor 
of  veterinary  medi- 
cine degree  from 
Texas  A&M  Univer- 
sity in  1967.  He 
graduated  from  The 
University  of  Texas 
Medical  Branch  at  Galveston  in  1973  and 
completed  an  anesthesiology  residency 
at  John  Sealy  Hospital  in  1976.  He  has 
practiced  anesthesiology  in  Corpus 
Christi  since  1976  and  is  a diplomate  of 
the  American  Board  of  Anesthesiology. 
He  received  a law  degree  from  South 
Texas  College  of  Law  in  1990. 

Dr  Langley  was  the  medical-legal 
editor  of  the  Texas  Society  of  Anesthe- 
siologists Bulletin  from  1989  until 
1998.  He  is  an  adjunct  professor  at 
Texas  A&M  University,  Corpus  Christi, 
where  he  has  taught  graduate  courses 
in  health  law.  ★ 
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WHEN  tNEV'RE 
NOT  IN  YOUR  HAN 
WHOSE  HANDS 
WILL  DO? 


Texas  Children’s 
Newborn  Center 

• 48-bed  Level  ill  nursery 

• 72-bed  Level  II  nursery 

• More  than  25  neonatologists  | 

• Neonatologist  on  site  24  hour 
7 days  a week 

• Neonatal  nurses 

• Neonatal  nurse  practition^ 

• Respiratory  therapists 

• Nitric  oxide  therapy 
•ECMO 


%tiactation  support 
>lN]ysical  therapy 

• Pharmacists 
educators 

elopmental  care 
>pme  care  specialists 
Child  life  specialists 

• On-site  parent  accommofi 

• More  than  1200  pediatric  i 
wd  subspeciaiists 


One  of  the  most  important  decisions  you’ll  make  as  a physician  is  the  care  you  select  for  critically  ill  newborns. 

For  neonatal  care  that’s  second  to  none,  consider  Texas  Children’s  Flospital  in  Flouston,  Our  Newborn  Center 
treats  more  than  2500  newborns  annually.  It  offers  the  country’s  largest  Level  III  Nursery,  with  more  than 
350  dedicated  neonatologists,  nurse  practitioners,  nurses  and  respiratory  therapists  on  site  24  hours  a day. 

In  addition  to  pioneering  breakthroughs  in  nitric  oxide  and  surfactant  therapies,  Texas  Children’s  also  provides 
advanced  respiratory  therapies  such  as  high-frequency  venfilation  and  ECMO.  What’s  more,  this  care  is  available 
throughout  Texas  thanks  to  our  specialized  transport  units,  the  Kangaroo  Crew™ 

Each  Kangaroo  Crew  is  comprised  of  a team  of  neonatal  specialists  trained  in  transporting  critically  ill  newborns.  Using 
aircraft  and  ground  ambulances  equipped  as  portable  ICUs,  they  transport  these  fragile  lives  to  the  Newborn  Center. 

If  your  newborn  patients  require  specialized  treatment,  put  them  in  the  best  hands  you  can  - Texas  Children’s.  For 
information,  call  1-877-770-5550.  Texas  Children’s  Hospi 


Texa.s  Children’s  Hospital 

Kansaroo 


:rew 


1-877-770-5550 


Texas  Children’s  Hospital  Is  the  primary  pediatric  teaching  hospital  for  Baylor  College  ot  Medicine 
© 2000  Texas  Children's  Hospital 


Houston 

www.texaschildrenshospital.or 


“MedBytes”  in  August  features  Web  sites  giving  you  important  in- 
formation on  cancer.  (See  "Reporting  Cancer,”  pp  58-61.) 

CancerNet 

Visit  the  National  Cancer  Institute’s  CancerNet  at  cancernet.nci. 
nih.gov  for  up-to-date  cancer  information  reviewed  by  oncology 
experts.  The  site  is  designed  for  health  care  professionals,  pa- 
tients, and  basic  researchers,  and  has  links  to  information  such  as 
types  of  cancer,  treatment  options,  clinical  trials,  and  support.The 
site  also  provides  information  about  genetics,  causes,  risk  factors, 
and  prevention. 

Journal  of  the  National  Cancer  Institute 

This  online  journal  covering  cancer-related  issues,  located  at 
jnci.oupjournals.org,  allows  users  to  search  or  browse  through 
all  issues.The  site  also  gives  information  on  related  outside  links. 

M.D.  Anderson  Cancer  Center 

Go  to  M.D.  Anderson's  site  at  www.mdanderson.org  for  both 
professional  and  patient  information  on  the  latest  cancer  news. 
You’ll  find  links  to  practice  guidelines,  research  reports,  profes- 
sional education,  and  more. The  site  also  features  a listing  of  pa- 
tient care  centers  and  details  about  participating  in  clinical  trials. 


American  Cancer  Society 

The  American  Cancer  Society’s  site  at  www.cancer.org  gives 
front-page  status  to  the  latest  cancer  news  and  is  updated  fre- 
quently. In  addition,  you’ll  find  details  about  types  of  cancer,  pre- 
vention and  treatment  options,  chemotherapy,  radiation  therapy, 
and  alternative  methods,  and  media  alerts  and  news  releases. 

Cancer  News  on  the  Net 

This  public-oriented  site,  located  at  www.cancernews.com,  is 
one  you  might  want  to  recommend  to  your  patients. The  site  is  ded- 
icated to  bringing  patients  and  their  families  the  latest  informa- 
tion on  cancer  diagnoses,  treatment,  and  prevention.  The  site 
allows  users  to  register  for  a cancer  news  e-mail  newsletter,  and 
also  gives  links  to  information  about  different  kinds  of  cancer,  clin- 
ical trials,  and  recent  cancer  news. 

Texas  Cancer  Data  Center 

Visittcdc.mdacc.tmc.edu  for  links  to  cancer  resources  forTexans, 
Texas  cancer  demographics  and  statistics,  announcements,  events 
sponsored  by  the  center,  and  links  to  other  cancer  information 
sources.The  goal  of  the  organization  and  its  site  is  to  provide  an  in- 
formation service  dedicated  to  empowering  Texans  with  the  knowl- 
edge needed  to  reduce  the  human  and  economic  impact  of  cancer. 


Cancer  Gateway 

Located  at  www.cancergateway.org,  this  site  provides  links  to 
cancer  topics  for  the  health  care  professional  and  the  general  pub- 
lic, and  a special  section  for  children.  The  site  gives  information 
about  pain  management,  genetic  testing,  tobacco  use,  and  types  of 
screening.  One  section  covers  services  such  as  spiritual  support 
for  patients  and  their  families,  financial  assistance,  housing,  and 
transportation. 


Physician  Oncology  Education  Program 

Visit  TMA’s  recently  redesigned  Web  site  at  www.texmed.org 
and  click  on  “Health  and  Science,”  then  “Physician  Oncology  Ed- 
ucation Program.”  This  area  of  TMA’s  site  holds  cancer  informa- 
tion for  physicians,  such  as  cancer  prevention  and  detection, 
pediatric  cancer,  cancer  genetics,  and  a special  section  for  med- 
ical students. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Pi^eienting  heart  & hiain  attack 


Telephone  counseling  service 
helps  smokers  kick  the  habit 


The  American  Cancer  Society  (ACS) 
is  testing  a new  “quitline”  for  Texas 
smokers  who  want  help  in  stop- 
ping and  is  asking  physicians  to  re- 
fer their  patients  to  (877)  YES 
QUIT  (937-7848).  Research  shows  physi- 
cians are  a major  influence  in  helping 
smokers  who  want  to  give  up  the  habit. 

If  successful,  the  service  will  launch 
nationwide  in  2001. 

Based  on  state-of-the  art  techniques 
for  self-help  in  smoking  cessation,  the 
“quitline”  counsels  callers  by  using  psy- 
chological techniques  that  have  been 
shown  to  be  effective  in  telephone 
counseling.  When  compared  with 
smokers  who  try  to  quit  on  their  own, 
those  who  seek  telephone  support  and 
self-help  advice  are  approximately 
twice  as  likely  to  attain  success,  ACS 
said  in  a news  release. 

Each  year,  millions  of  Americans  at- 
tempt to  stop  smoking,  and  many  are 
interested  in  advice  and  counseling 
that  may  improve  their  likelihood  of 
success.  However,  most  are  unwilling 
or  unable  to  attend  individual  or  group 
counseling  sessions.  Printed  self-help 
materials  can  help  smokers  learn  about 
the  latest  methods  for  quitting,  but  re- 
search has  consistently  shown  that 
these  and  other  media  materials  and 
messages  don’t  have  much  effect  unless 
they  are  supplemented  by  personal 
contact,  ACS  said. 

Available  in  English  and  Spanish, 
the  “quitline”  is  staffed  by  clinically 
trained  counselors  who  are  supervised 
by  licensed  psychologists  with  10  to  20 
years  of  experience  in  tobacco  depend- 


ence counseling  and  smoking  cessation 
research.  The  chief  consulting  psychol- 
ogist is  Michael  Telch,  PhD,  a professor 
at  The  University  of  Texas  at  Austin 
and  a nationally  recognized  expert  in 
cognitive  and  behavioral  psychology. 

All  callers  ready  to  make  a serious 
attempt  to  quit  will  be  referred  to  the 
counselors  and  mailed  “Break  Away 
from  the  Pack,”  a three-book  packet 
containing  advice  and  examples  of  ef- 
fective self-help  techniques  covering 
the  three  stages  of  the  quitting  process: 
preparation,  action,  and  maintenance. 
The  books  use  direct  advice,  real-life 
examples,  and  skill-building  exercises 
to  help  callers. 

Randomized  callers  will  be  followed 
every  3 months  to  assess  their  success 
rates  and  customer  satisfaction.  Partici- 
pation in  any  aspect  of  the  evaluation 
will  be  completely  voluntary,  and 
callers  will  receive  self-help  advice  even 
if  they  decline  to  participate  in  evalua- 
tion studies.  All  calls  are  confidential, 
and  strict  privacy  will  be  maintained  for 
all  information  received  by  ACS. 

Tobacco  use  is  one  of  the  five  lead- 
ing preventable  risk  factors  for  heart 
disease  and  stroke  targeted  by  Project 
WATCH,  a team  effort  between  TMA 
and  the  TMA  Alliance  and  funded  by 
the  TMA  Foundation.  Project  WATCH 
seeks  to  reduce  death  and  illness  from 
heart  disease  and  stroke  by  educating 
the  public  about  the  risk  factors  — 
Weight,  Activity  level.  Tobacco  use. 
Cholesterol,  and  High  blood  pressure 
— and  encouraging  physicians  to 
counsel  their  patients  on  reducing 
their  risks.  ★ 


Interactive  CME  courses 
coming  to  TMA  Web  site 


TMA  is  working  to  provide  inter- 
active continuing  medical  educa- 
tion (CME)  on  the  association’s 
Web  site  in  the  near  future,  says 
Billie  Dalrymple,  director  of 
TMA’s  CME  Department.  TMA  is  exam- 
ining possible  new  software  and  collab- 
orations with  medical  schools  and 
corporations. 

“Internet  courses  can  offer  a busy 
physician  updated  data  at  the  physi- 


cian’s convenience,”  she  said. 

Continuing  education  via  the  Inter- 
net was  a hot  topic  for  Texas’  CME  pro- 
fessionals at  TMA’s  annual  CME 
conference,  CME2000:  New  Standards, 
Relevant  Education,  held  in  June. 
“CME  professionals  need  to  know 
about  the  latest  technology  in  their 
field  so  they  can  deliver  the  informa- 
tion physicians  need  in  the  most  effi- 
cient manner,”  Ms  Dalrymple  said. 

More  physicians  are  flocking  to  the 
Internet  to  obtain  continuing  educa- 
tion credit,  as  online  CME  offerings 
grow  more  sophisticated.  Michael 
Fordis,  MD,  associate  dean  and  director 
of  the  Office  of  Continuing  Medical  Ed- 
ucation at  Baylor  College  of  Medicine 
in  Houston,  drew  a great  amount  of  in- 
terest from  conference  attendees  with 
his  presentation  on  the  challenges  and 
rewards  of  Internet  CME.  He  also 
showcased  Baylor’s  online  CME  as  an 
example  of  the  cutting-edge  Internet 
education  being  developed  in  Texas. 

The  record  number  of  CME  profes- 
sionals attending  the  conference, 
which  was  sponsored  jointly  by  TMA 
and  the  Texas  Alliance  for  Continuing 
Medical  Education,  also  heard  about 
the  stages  of  physician  learning,  the 
process  of  reformatting  a live  CME 
presentation  for  audiotapes  and  mono- 
graphs, and  new  accreditation  systems 
for  TMA  and  the  Accreditation  Council 
for  Continuing  Medical  Education.  An 
educational  track  for  newcomers  of- 
fered tips  for  maintaining  CME  activity 
files,  sample  forms  for  documenting 
CME  essential  areas  and  their  ele- 
ments, and  directions  for  becoming  an 
accredited  CME  provider. 

“The  education  physicians  receive 
doesn’t  just  happen,”  Ms  Dalrymple 
said.  “TMA  works  hard  to  provide  qual- 
ity CME,  which  is  a benefit  our  mem- 
bers appreciate.” 

The  2001  conference  is  slated  for 
June  in  Dallas.  For  more  information, 
call  Ms  Dalrymple  at  (800)  880-1300, 
ext  1446,  or  (512)  370-1446;  or  e-mail 
billie_d@texmed.org.  Also  visit  the 
“CME”  section  of  TMA’s  Web  site  at 
www.texmed.org.  ★ 


32 


Texas  Medicine  Rounds 


www.texmed.org 


I 4 4e/ieve  "kUe.  I ^tiU.  ^W/^tcjdi  -kUeyvi^/  i»^  ^’ViCJ-c.^ice 


Delivering  Physical  Therapy 
Ownership  Opportunities  to 
Physicians  IMationwide 

The  TurnKeyPP""  system  places  a fully-operational  physical 
and  occupational  therapy  clinic  within  your  practice.  Those 
patients  that  you  currently  refer  to  hospitals  and  independent 
therapy  clinics  do  not  have  to  leave  your  care.  We  provide 
all  the  development  and  management  for  you. 

TurnKeyPP""  permits  you  to  manage  the  full  course  of 
treatment  within  your  practice.  Your  patients  benefit  from  a 
continuity  of  rehabilitation  under  your  direction.  The  entire 
treatment  process  is  back  in  your  control. 

You  owe  it  to  your  practice  and  your  financial  future  to  find 
out  more.  Contact  Jerry  Nisenson,  our  Vice  President  of 
Managed  Services  at  1 -877-433-3179  or 
jnisenson@usphysicaltherapy.com. 

TurnKeyPT*'" 

Tfie-  future  of  f"ri\ctice-^ 


We  re  Right  at  Your  Fingertips! 


access  to  your  account 


fpic 


^www.api 


mi  • fPPf 


Specifically  designed  for  our  insured  physicians 


A partnership  that  provides  powerful  pro!ecf/on 


Law 


Undermining  ERISA 

Federal  courts  give  double  whammy  to  law  preempting  state  lawsuits 


Organized  medicine,  managed 
care  organizations,  state  regula- 
tors, and  consumer  groups  all 
found  something  to  praise  in  a 
pair  of  recent  decisions  by  the  US 
Supreme  Court  and  the  US  5th 
_ Circuit  Court  of  Appeals.  But  the 
decisions  issued  in  late  June  were  less  a 
victory  for  any  one  interest  group  than  a 
prescription  for  continued  legal  and  leg- 
islative challenges  to  managed  care.  > > 


By  Walt  Borges,  Associate  editor 
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Together,  the  Supreme  Court’s  unan- 
imous ruling  in  Pegram  v Hcrdrich  and 
the  decision  of  a three-judge  5th  Circuit 
panel  in  Corporate  Health  Insurance  Inc 
V Texas  Department  of  Insurance  have 
moved  the  federal  judiciary  closer  to 
overturning  long-standing  interpreta- 
tions of  the  Employment  Retirement  In- 
come Security  Act  of  1974  (ERISA)  that 
keep  injured  patients  from  suing  man- 
aged care  organizations  in  state  courts. 

The  decisions  also  prompted  re- 
newed calls  from  the  Texas  Medical  As- 
sociation and  the  American  Medical 
Association  for  Congress  to  set  national 
standards  for  patient  protection  by 
passing  a Patients’  Bill  of  Rights. 

TMA  President  Jim  Rohack,  MD,  of 
Temple,  said  the  5th  Circuit  ruling 
“highlights  the  need  for  Congress  to  act 
quickly  to  establish  national  patient 
protection  standards  including  inde- 
pendent review  of  health  plan  deci- 
sions to  delay  or  deny  medically 
necessary  care.” 

The  high  court  issued  its  Pegram  de- 
cision on  June  12  as  AMA  was  holding 
I its  annual  summer  meeting  in  Chicago, 
jin  a statement  by  the  AMA  Board  of 
! Trustees,  Trustee  Donald  Palmisano, 

' MD,  called  the  Pegram  decision  “a  com- 
pelling argument  for  a strong  Patients’ 

I Bill  of  Rights.  We  urge  Congress  to  pass 
appropriate  legislation  and  protect 
America’s  patients  now.” 

I For  Texas  physicians  and  patients, 
the  5th  Circuit  case  (commonly  called 
‘ the  Aetna  case  because  the  four  entities 
that  challenged  the  Health  Care  Liability 
I Act  of  1997  [HCLA]  were  subsidiaries  of 
/Aetna  US  Healthcare)  has  the  greater 
(impact.  A three-judge  panel,  with  5th 
j Circuit  Judge  Patrick  Higginbotham,  of 
1 Dallas,  writing,  held  that  ERISA  did  not 
preempt  the  state  law  that  allows  pa- 
tients to  sue  health  maintenance  organ- 
; izations  (HMOs)  that  negligently  delay 
I or  deny  medically  necessary  treatment. 
|i  That  part  of  the  decision  adopted  many 
' of  the  positions  advocated  by  TMA  and 
iAMA  in  a friend-of-the-court  brief  filed 
in  the  case.  Dr  Rohack  said  in  a state- 
ment released  June  21. 
i Jerry  Patterson,  the  former  state 
(legislator  who  is  now  executive  direc- 
tor of  the  Texas  Association  of  Health 
I Plans,  says  the  two  cases  are  part  of  a 
trend  in  the  courts  to  narrow  ERISA 


preemption  of  state  laws.  But  he  noted 
that  the  5th  Circuit  panel  sent  a mes- 
sage to  plan  members  that  “coverage 
decisions  should  not  be  confused  with 
decisions  regarding  medical  necessity.” 

Elizabeth  Rogers,  JD,  a lawyer  with 
the  Austin  office  of  Vinson  & Elkins  who 
represents  both  health  care  plans  and 
physicians,  said  the  Aetna  case  will  force 
Texas  courts  handling  HMO  negligence 
claims  to  determine  “whether  the  com- 
plaint is  about  a pure  coverage  decision 
by  [the]  HMO,  which  would  be  pre- 
empted by  federal  law,  or  if  it’s  a health 
care  treatment  decision  affecting  the 


the  face  of  the  managed  care  entity’s 
incentives  for  cost  containment.” 

Rationing  care 

The  Aetna  decision  was  rife  with  impli- 
cations for  Texas  physicians,  but  the 
Supreme  Court’s  decision  in  Pegram 
was  a narrow  one,  says  TMA  General 
Counsel  Donald  P.  Wilcox,  JD. 

In  Pegram,  the  high  court  unani- 
mously rejected  a patient’s  claim  that 
physician  owners  of  an  HMO  breached 
a fiduciary  duty  under  ERISA  to  act 
solely  in  her  interests  by  providing  in- 
centives to  its  physicians  to  ration  care. 


“The  problem  is,  as  history  has  shown,  there  was  no 
black  or  white,  either-or  test  under  the  treatment 
versus  coverage  decision  analysis.” 


quality  of  care.  The  problem  is,  as  his- 
tory has  shown,  there  was  no  black  or 
white,  either-or  test  under  the  treatment 
versus  coverage  decision  analysis.” 

The  Texas  statute  did  not  escape 
5th  Circuit  review  unscathed.  The 
panel  knocked  out  the  independent  re- 
view process  that  provided  patients 
with  a means  to  challenge  HMOs  for 
failure  to  exercise  ordinary  care  in 
making  adverse  treatment  decisions. 
Lawyers  in  the  Texas  Attorney  Gen- 
eral’s Office  have  asked  for  a rehearing 
of  the  case  by  the  full  complement  of 
5th  Circuit  judges. 

While  the  unanimous  panel  essen- 
tially upheld  the  1999  ruling  of  a fed- 
eral district  judge  in  Houston,  it  did 
reverse  her  rulings  on  two  key  points. 
The  5th  Circuit  panel  held  that  ERISA 
preempted  provisions  of  HCLA  that 
prevented  managed  care  organizations 
from  retaliating  against  physicians  and 
health  plan  members  who  challenged 
HMO  decisions.  It  also  overturned  a 
ruling  that  prohibited  managed  care 
organizations  from  requiring  physi- 
cians to  indemnify  the  managed  care 
companies  for  the  costs  of  legal  action. 

In  upholding  the  HCLA  provisions 
against  retaliation  and  indemnifica- 
tion, the  court  stated,  “Together,  the 
provisions  thus  better  preserve  the 
physician’s  independent  judgment  in 


Financial  incentives  to  ration  care 
are  key  to  the  nature  of  the  HMO  to  re- 
ward the  rationing  of  care,  wrote  Jus- 
tice David  Souter.  The  justice  wrote 
that  the  court  would  not  reach  a deci- 
sion that  might  result  in  “the  elimina- 
tion of  the  for-profit  HMO.” 

But  in  language  explaining  the 
court’s  decision.  Justice  Souter  under- 
mined the  scope  of  managed  care’s  vic- 
tory, suggesting  that  Congress  needed 
to  address  policy  questions  surround- 
ing HMOs.  The  court  also  strongly 
hinted  that  state  courts  were  the 
proper  setting  for  deciding  whether 
HMOs  and  other  managed  care  organi- 
zations had  intruded  on  medical  deci- 
sion-making and  the  quality  of  care. 

“Pegram  is  a very  limited  case  that 
says  there  is  no  ERISA  relief  for  breach 
of  a fiduciary  duty  by  a physician  who 
has  a financial  interest  in  an  HMO,”  Mr 
Wilcox  explained.  “That’s  because  the 
definition  of  fiduciary  under  ERISA 
does  not  include  physicians  making 
medical  decisions.” 

The  Litigation  Center,  which  in- 
cludes AMA  and  state  societies  such  as 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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TMA,  filed  an  amicus  brief  in  the  case 
arguing  the  position  that  the  court  ulti- 
mately adopted,  Mr  Wilcox  says.  He 
says  the  rest  of  the  case  was  extraneous 
language  that  supports  the  need  for  a 
Patients’  Bill  of  Rights  in  Congress. 

Defining  “fiduciary” 

Cynthia  Herdrich,  of  Bloomington,  111, 
sued  her  HMO  in  1992,  claiming  its  in- 


centives caused  her  physician,  Lori  Pe- 
gram,  MD,  to  forego  an  ultrasound  scan 
of  Ms  Herdrich’s  inflamed  abdomen  at  a 
local  hospital  so  she  could  schedule  the 
scan  8 days  later  at  an  HMO -owned  fa- 
cility 50  miles  away.  Ms  Herdrich’s  ap- 
pendix ruptured  before  the  scan  could 
be  performed,  causing  peritonitis. 

Dr  Pegram  was  a physician  owner  of 


three  entities,  collectively  known  as 
“Carle,”  which  function  as  an  HMO.  Dr 
Pegram  and  Carle  were  sued  by  Ms  Her- 
drich, who  won  damages  of  $35,000  in 
a state  medical  malpractice  suit. 

Ms  Herdrich  also  sued  Carle  for  fraud 
under  state  law.  Carle  and  Dr  Pegram  re- 
sponded that  the  fraud  counts  were  pre- 
empted by  ERISA,  which  is  often 
interpreted  by  the  courts  to  exclude  any 


lawsuits  filed  under  state  law  if  the  suit 
involves  the  delivery  of  benefits  to  em- 
ployees. Carle  and  Pegram  successfully 
moved  the  case  into  federal  district  court. 

A federal  district  judge  then  threw 
out  one  of  the  two  fraud  counts,  but  al- 
lowed Ms  Herdrich  and  her  lawyers  to 
reformulate  the  other.  In  amending  her 
pleadings,  Ms  Herdrich  alleged  that  the 


owners  of  the  Carle  HMO  breached  or 
anticipated  breaching  their  fiduciary 
duty  under  ERISA  by  structuring  the 
HMO  with  incentives  to  ration  care.  In 
doing  so,  Ms  Herdrich  argued,  the  HMO 
physician  owners  placed  their  economic 
self-interest  before  the  exclusive  inter- 
ests of  the  health  plan  participants. 

A federal  district  court  dismissed  Ms 
Herdrich’s  remaining  count,  but  the  US 
7th  Circuit  Court  of  Appeals  reversed  the 
decision,  holding  that  the  Carle  HMO 
was  acting  as  a fiduciary  when  its  physi- 
cians made  the  challenged  decisions. 

Justice  Souter,  writing  for  a unani- 
mous Supreme  Court,  disagreed.  HMO 
physicians  often  make  “inextricably 
mixed”  decisions  regarding  necessity  of 
treatment  and  eligibility  of  coverage 
for  treatment.  Justice  Souter  argued. 
These  decisions  differentiate  fiduciary 
duties  under  ERISA  from  traditional  fi- 
duciary duties  of  financial  trustees  who 
must  always  put  client  interest  above 
personal  interest,  the  court  said. 

The  court  also  declined  to  give 
HMOs  fiduciary  responsibility  for  their 
mixed  decisions  because  of  the  impact 
such  a decision  would  have.  Ms  Her- 
drich sought  to  have  her  for-profit 
HMO  return  all  of  its  profits  to  the  plan 
for  the  benefit  of  the  covered  patients. 
Such  a ruling  could  eliminate  for-profit 
HMOs,  and  possibly  nonprofit  HMOs, 
Justice  Souter  explained. 

AMA  was  comfortable  with  the  high 
court  decision.  Dr  Palmisano  said  the 
decision  “is  consistent  with  AMA’s  view 
that  ERISA  is  not  the  proper  legal  av- 
enue for  addressing  medical  decisions 
that  harm  or  injure  patients.  ERISA  was 
never  intended  to  apply  to  medical 
treatment  decisions  and,  therefore,  does 
not  contain  appropriate  legal  remedies.” 

Under  ERISA  suits  brought  in  fed- 
eral court,  injured  patients  who  sue 
HMOs  can  recover  only  the  value  of 
lost  benefits,  plus  attorneys’  fees  in 
some  cases.  In  state  court,  the  injured 
patients  can  recover  damages  for  pain 
and  suffering,  which  often  gives  them 
additional  leverage  in  settlement  nego- 
tiations with  HMOs. 

While  Pegram  knocked  out  one  legal 
avenue  of  challenging  HMO  decisions, 
some  plaintiff’s  lawyers  and  consumer 


Court  decisions 
at  a glance 


Key  impacts  of  the  Aetna  decision 

• The  Employment  Retirement  Income  Security  Act  of  1974  (ERISA)  does  not  preempt 
state  efforts  to  regulate  and  police  the  quality  of  medical  care. 

• Managed  care  organizations  cannot  be  compelled  to  participate  in  the  independent 
review  process  used  to  appeal  health  maintenance  organizations’  (HMOs')  refusal 
to  pay  for  care  that  patients  and  their  physicians  believe  is  appropriate  or  medically 
necessary. 

• HMOs  cannot  drop  physicians  for  advocating  medically  necessary  treatment. 

• Physicians  cannot  be  required  by  contract  to  indemnify  managed  care  organizations 
for  legal  costs  of  the  organizations'  wrongful  decisions. 

Key  impacts  of  the  Pegram  decision 

• Physician  owners  of  HMOs  cannot  be  sued  under  ERISA  by  health  plan  members  for 
providing  and  receiving  incentives  to  ration  care.  State  remedies,  such  as  theTexas 
Insurance  Code,  and  other  federal  remedies,  including  the  Americans  with  Disabil- 
ities Act  and  the  Racketeer  Influenced  Corrupt  Organization  Act,  are  still  available. 

• Challenges  to  managed  care  decisions  affecting  quality  of  care  are  more  appropri- 
ately tried  in  state  courts. 


“ERISA  should  not  be  used  as  a shield  to  prevent 
health  plans  from  being  held  accountable  under 
applicable  state  law  when  they  make  medical 
necessity  decisions  that  harm  patients.” 
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advocates  concede  that  Ms  Herdrich’s 
claim  in  Pegram  was  stretching  the 
common  interpretation  of  the  law. 

Jan  Woodward  Fox,  JD,  a former 
president  of  the  Texas  Trial  Lawyers  As- 
sociation, is  representing  two  physi- 
cians suing  Millliman  & Robertson,  a 
company  that  published  guidelines 
widely  used  by  HMOs  to  limit  authori- 
zation and  payment  for  health  care. 
The  Pegram  decision  “is  understand- 
able in  its  limited  context,”  she  said. 

“The  issue  was  a very  narrow  one 
involving  a creative  use  of  ERISA  in  the 
face  of  limited  medical  injuries  and 
procedural  jockeying  around  between 
the  state  and  federal  courts,”  Ms  Fox 
said.  “It  leaves  wide  open  many  av- 
enues to  attack  the  multiple  mischiefs 
within  the  HMO  system,  such  as  the 
undisclosed  use  of  treatment  guide- 
lines to  deny  care.” 

A leading  Texas  advocate  for  con- 
sumer rights  concedes  that  the  high 
court  was  on  target  in  its  legal  reason- 
ing, even  if  it  produced  a result  harmful 
to  consumers  of  medical  services.  “In  all 
fairness,  the  Supreme  Court  may  have 
gotten  the  law  part  right,”  said  Reggie 
James,  JD,  director  of  the  Southwest 
Regional  Office  of  Consumers  Union. 
Mr  James  says  Congress  needs  to  take 
the  court’s  hint  and  change  ERISA, 
which  offers  little  protection  to  the  em- 
ployees it  was  supposed  to  benefit. 

AMA  agrees.  “ERISA  should  not  be 
used  as  a shield  to  prevent  health  plans 
from  being  held  accountable  under  ap- 
plicable state  law  when  they  make 
medical  necessity  decisions  that  harm 
patients,”  Dr  Palmisano  noted  in  the 
AMA  statement. 

The  court’s  apparent  preference  for 
having  state  courts  handle  suits  involv- 
ing HMO  liability  for  medical  decisions 
was  reiterated  a week  later  on  June  19 
when  it  disposed  of  two  cases  involving 
HMOs,  rejecting  an  attempt  to  try  one 
case  in  federal  court  and  ordering  the 
Pennsylvania  Supreme  Court  to  handle 
the  other  by  applying  Pegram. 

Upholding  Texas  law 

The  Supreme  Court  decisions  gave  the 
5th  Circuit’s  ruling  in  the  Aetna  case 
the  highest  level  of  importance,  since 


Texas’  HCLA  is  the  only  law  currently 
on  the  books  that  allows  negligence 
suits  against  HMOs  in  the  state  courts. 
Six  other  states  have  passed  similar 
laws  that  have  yet  to  go  into  effect,  and 
eight  other  states  have  such  laws  under 
consideration. 

In  the  circuit  court  opinion  handed 
down  on  June  20,  Judge  Higginbotham 
wrote  that  the  panel  agreed  with  Texas’ 


interpretation  that  HCLA,  enacted  in 
1997  as  Senate  Bill  386,  is  not  pre- 
empted by  ERISA. 

“The  provisions  do  not  encompass 
claims  based  on  a managed  care  en- 
tity’s denial  of  coverage  for  a medical 
service  recommended  by  the  treating 
physician:  that  dispute  is  one  over  cov- 
erage,” which  is  specifically  excluded 
from  preemption  by  HCLA,  Judge  Hig- 


Independent 

review 


The  future  of  the  independent  review  process  was  thrown  into  doubt  by  the  US  5th  Cir- 
cuit Court  of  Appeals  decision  in  the  Aetna  case,  which  ruled  that  health  maintenance 
organizations  (HMOs)  and  other  managed  care  entities  could  not  be  compelled  to  par- 
ticipate. But  the  Texas  Association  of  Health  Plans  and  Texas  Atty  Gen  John  Cornyn 
both  are  urging  managed  care  organizations  to  continue  voluntary  use  of  the  independ- 
ent review  organization  (IRO). 

Physicians  may  feel  more  comfortable  helping  their  patients  initiate  the  independ- 
ent review  process  to  challenge  HMO  decisions  because  the  circuit  court  ruled  that 
managed  care  organizations  cannot  retaliate  against  physicians  who  challenge  deci- 
sions involving  medical  necessity. 

But  here  are  a few  things  for  physicians  to  keep  in  mind: 

• It  doesn’t  cost  anything,  and  if  the  IRO  rules  that  the  treatment  is  necessary,  the 
health  plan  must  pay  for  your  patient’s  care.  But  IRO  appeals  can  be  used  only  to 
contest  treatment  denials  relating  to  care  that  may  be  medically  necessary  or  ap- 
propriate. 

• Before  seeking  an  IRO  appeal,  complete  the  health  plan’s  appeals  process.That  may 
entail  a direct  appeal  through  the  plan  or  through  the  utilization  review  agent  (UR  A) 
used  by  some  plans  to  make  payments. 

• If  the  plan  denies  the  internal  appeal,  you  or  your  patient  may  request  information 
and  forms  for  an  IRO  review.  Keep  in  mind  that  the  plan  does  not  have  to  participate 
in  the  process. 

• If  the  health  plan  is  willing  to  voluntarily  undergo  IRO  review,  return  the  completed 
forms,  making  sure  the  patient  or  his  or  her  guardian  signs  a medical  release  form. 

• The  health  plan  or  URA  is  required  to  immediately  inform  theTexas  Department  of 
Insurance  (TDI)  of  the  request,  andTDI  has  1 business  day  to  assign  the  appeal  to 
one  of  threeTexas  IROs.TDI  will  inform  all  parties  of  the  assignment. 

• From  the  time  the  health  plan  or  URA  receives  a request,  it  has  3 business  days  to 
supply  information  to  the  IRO. The  IRO  may  take  up  to  15  business  days  to  make  its 
decision  after  receiving  the  records  or  up  to  20  business  days  after  receiving  theTDI 
review  request.  In  life-threatening  situations,  the  IRO  has  8 calendar  days  to  make  a 
decision. 

• The  decision  notice  will  provide  the  clinical  basis  for  the  decision,  a description  of 
criteria  used  to  guide  the  decisions,  the  qualifications  of  IRO  staff  who  did  the  re- 
view, and  a certification  that  there  is  no  conflict  of  interest  between  the  IRO  and 
health  plan. 

For  more  information  on  the  process,  callTDI’s  IRO  Information  Line  at  (888)TDI-2IRO 
(834-2476).  In  Austin,  the  line  can  be  reached  at  322-3400.  The  information  is  available 
online  at  www.tdi.state.tx.us/consumer/iro.html. 
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ginbotham  wrote.  “Rather,  the  [HCLA] 
would  allow  suit  for  claims  that  a treat- 
ing physician  was  negligent  in  deliver- 
ing medical  services,  and  it  imposes 
vicarious  liability  on  managed  care  en- 
tities for  that  negligence.” 

The  court  is  suggesting  that  HMOs 
can  be  indirectly  targeted  for  negli- 
gence under  HCLA  only  when  a physi- 
cian has  been  sued  for  negligence,  Ms 
Rogers  says.  But  Mr  Wilcox  says  he 
thinks  the  court  will  allow  some  direct 
suits  against  HMOs. 


Mr  Wilcox  says  Texas  suits  against 
HMOs  for  negligence  in  approving  care 
will  fail  through  preemption  if  the 
HMO  can  get  a judge  to  agree  that  it 
simply  denied  coverage,  even  if  the  de- 
nial of  coverage  harmed  the  patient. 

But  the  door  remains  open  for  pa- 
tients who  can  get  the  courts  to  agree 
that  a physician  was  acting  as  an  agent 
of  the  health  plan  when  he  or  she  pro- 
vided poor  medical  care,  that  the 
health  plan  influenced  the  quality  of 
care  through  financial  incentives  or 
other  means,  or  that  the  plan  improp- 
erly screened  or  supervised  physicians 
admitted  to  its  network. 

The  5th  Circuit  panel  also  gave  the 
state  a bonus  by  differentiating  ERISA 
preemption  of  malpractice  suits  against 
doctors  in  managed  care  organizations 
for  coverage  decisions  and  preemption 
of  state  attempts  to  regulate  and  police 
medical  care. 


ERISA  “does  not  insulate  physicians 
from  accountability  to  their  state  licens- 
ing agency  or  association  charged  to  en- 
force professional  standards  regarding 
medical  decisions,”  he  wrote.  “Such  ac- 
countability is  necessary  to  ensure  that 
plans  operate  within  the  broad  compass 
of  sound  medicine.  We  are  not  per- 
suaded that  Congress  intended  ERISA 
to  supplant  this  state  regulation  of  qual- 
ity of  medical  practice.” 

Mr  Wilcox  says  the  decision  gives  a 
strong  boost  to  the  current  effort  by  the 


Texas  State  Board  of  Medical  Examin- 
ers to  assert  jurisdiction  over  United- 
Healthcare’s  medical  director  for  North 
Texas,  whom  United  is  challenging  in  a 
current  suit  in  federal  court. 

Killing  IRO 

The  court  also  knocked  out  the  process 
of  independent  review,  which  allows 
patients  access  to  reviewers  outside  the 
managed  care  organization  to  appeal 
denials  of  treatment  because  the  health 
plan  regards  the  treatment  as  medically 
unnecessary. 

Judge  Higginbotham  wrote  that  it  is 
apparent  that  HCLA’s  provisions  for  in- 
dependent review  included  “determi- 
nation by  managed  care  entities  as  to 
coverage,  not  just  negligent  decisions 
by  a physician.  The  provisions  allow  a 
patient  who  has  been  denied  coverage 
to  appeal  to  an  outside  organization. 
Such  an  attempt  to  impose  a state  ad- 


ministrative regime  governing  cover- 
age determinations  is  squarely  within 
the  ambit  of  ERISA’s  preemptive  reach.” 

Mr  Patterson  says  many  health  plans 
are  already  voluntarily  complying  be- 
cause they  like  the  independent  reviews, 
but  he  says  the  Aetna  decision  raises 
new  questions  about  how  the  process 
should  be  used.  Ultimately,  the  inde- 
pendent review  process  should  be  desig- 
nated by  contract  or  by  legislation  that 
eliminates  conflicts  with  ERISA,  he  says. 

The  elimination  of  independent  re- 
view disappointed  many  backers  of  out- 
side review,  including  Texas  Atty  Gen 
John  Cornyn,  LLM,  Texas  Insurance 
Commissioner  Jose  Montemayor,  Con- 
sumers Union,  and  plaintiff’s  lawyers. 

In  the  wake  of  the  decision.  Attor- 
ney General  Cornyn  encouraged  all 
managed  care  operations  to  continue 
using  the  independent  review  process, 
which  the  Texas  Legislature  made  vol- 
untary in  1999.  The  attorney  general 
said  he  would  seek  specific  commit- 
ments from  HMOs  that  are  currently 
being  sued  by  his  office. 

Lisa  McCiffert,  a health  issues  advo- 
cate for  Consumers  Union,  says  she  is 
pleased  by  the  panel’s  decision  on  pre- 
emption, but  she  deplored  the  preemp- 
tion of  mandatory  independent  review. 

“A  right  guaranteed  by  Texas  law 
has  been  taken  away  and  replaced  with 
review  that  is  entirely  up  to  insurers,” 
Ms  McCiffert  said. 

George  Parker  Young,  JD,  a Port 
Worth  plaintiff’s  attorney  who  is  in- 
volved in  several  suits  against  HMOs 
on  the  part  of  doctors,  says  the  5th  Cir- 
cuit decision  is  likely  to  lead  managed 
care  organizations  to  pick  and  choose 
which  cases  they  want  to  send  to  inde- 
pendent review. 

Currently,  Texas  Department  of  In- 
surance statistics  show  that  HMO  deci- 
sions are  upheld  in  roughly  50%  of  the 
reviewed  cases.  Mr  Young  says  that 
Aetna  HMOs  may  choose  to  submit  to 
independent  review  only  in  cases  where 
they  feel  they  have  an  excellent  chance 
of  winning,  giving  the  appearance  that 
their  decision-making  is  valid.  ★ 


Walt  Borges  can  be  reached  at  (800)  880>1300,  ext  1385,  or 
370-1385,  or  by  e-mail  at  walt_b@texmed.org. 


Lawsuits 
on  the  Web 


The  US  Supreme  Court  decision  in  Pegram  v Herdrich  can  be  found  online  at  supct.law. 
cornell.edu/supct/html/98-1949.ZS.html. 

The  US  5th  Circuit  Court  of  Appeals  decision  in  Corporate  Health  Insurance  Inc  v Texas 
Department  of  Insurance  can  be  found  at  www.texmed.org/ata/nrm/nrs/iss/june2100.asp. 


“We  are  not  persuaded  that  Congress  intended 
ERISA  to  supplant  this  state  regulation 
of  quality  of  medical  practice.” 
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While  you're  looking  out 
for  your  patients,  who's 
looking  out  for  you? 


The  answer  is  <lear. 

The  American  Medical 
Association  (AMA). 

• Speaking  out  for  patients 
and  physicians  with  a single, 
powerful  voice 

• Continuously  advancing  the 
art  and  science  of  medicine 

• Constantly  promoting  the 
highest  ethical,  educational, 
and  clinical  standards 

• Ensuring  that  patients  and 
their  physicians,  not  insurance 
company  bureaucrats,  are  in 
control  of  patient  care 

Together,  we  are  the 
profession. 

Join  or  renew  your  AMA 
membership.  Call  your  county 
medical  society,  Texas  Medical 
Association,  or  the  AMA  at 

800  AMA-3211  today! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Legislative  Affairs 


Schoolyard  scuffle 

Lawmakers,  health  commissioner  spar  over  school  health  clinic  funding 


Ray-Mel  Cornelius 


Schools  and  health.  To  some  educa- 
tors and  health  professionals,  it’s  a 
natural  marriage  of  two  different 
services  that  can  facilitate  the 
early  detection  and  treatment  of 
child  and  adolescent  illness,  in- 
jury, and  abuse.  To  others,  it’s  near 
blasphemy  with  connotations  of  promoting 
sexual  promiscuity  and  loose  morals. 

Now,  the  Texas  Department  of  Health’s 
(TDH’s)  delay  in  adhering  to  legislative 
mandates  for  funding  school-based  health 
clinics  has  ignited  a debate  between  state 
lawmakers  and  Texas  Health  Commis- 
sioner William  R.  “Reyn”  Archer,  MD.  > > 


By  Ken  Ortolon,  Associate  editor 
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The  trouble  is  brewing  over  a deci- 
sion by  Commissioner  Arclier  and  TDH 
to  put  oft'  awarding  state  grants  for  any 
new  school-based  health  clinics  until 
the  adoption  of  rules  to  implement  a 
law  enacted  in  1999  to  govern  the 
school  clinic  program.  Agency  officials 
say  the  grants  should  be  awarded  by 
early  next  year.  Sponsors  of  that  law 
say  they  never  intended  to  hold  up  the 
grants.  They  also  say  the  TDH  decision 
flies  in  the  face  of  a rider  in  the  General 
Appropriations  Act  that  requires  TDH 
to  fund  at  least  two  new  clinics  in  fiscal 
year  2000  and  two  more  in  2001. 

To  fund  or  not  to  fund 

TDH  has  been  funding  school  health 
services  since  1994.  Using  money  from 
federal  dollars  dedicated  to  health 
services  for  women  and  children,  TDH 
makes  “start-up”  grants  to  help  local 
school  districts  establish  clinics. 

Doug  McBride,  health  department 
public  information  officer,  says  first- 
year  funding  normally  is  $125,000. 
The  second  year  the  grant  declines  to 
75%  of  that  total.  In  the  third  year,  the 
clinics  receive  only  50%.  After  that, 
they  are  expected  to  become  self-suffi- 
cient, relying  on  funding  from  the 
school  district  itself  or  other  sources. 

In  1994,  the  program  funded  eight 
new  school-based  health  clinics,  and  by 
1997  the  total  had  reached  15. 

Since  Commissioner  Archer  was  ap- 
pointed to  lead  TDH,  however,  the 
number  of  new  clinics  being  funded 
has  declined.  In  1999,  only  10  clinics 
were  being  supported  with  TDH  grants. 
This  year,  that  number  is  down  to  two 
— one  in  Brownsville  and  one  in  Cor- 
pus Christi  — and  both  are  in  their  fi- 
nal year  of  TDH  funding. 

Stephen  Barnett,  MD,  an  Austin  pe- 
diatrician who  chairs  Texas  Medical  As- 
sociation’s Committee  on  Child  and 
Adolescent  Health,  says  the  decline  has 
caused  major  concerns  among  school 
health  advocates,  particularly  because 
Commissioner  Archer  has  made  it 
known  in  the  past  that  he  wanted  the 
school  health  funding  for  other  com- 
munity-based services. 

“At  one  point,  when  asked  point  blank 
what  was  going  to  happen  to  the  money, 
he  said  he  wanted  to  do  ‘population- 
based’  health,”  Dr  Barnett  said.  “But  no 


one  really  knows  what  he  meant  by  that. 
There  is  population  based  medicine 
where  you  look  responsibly  at  a whole 
population  and  then  prioritize  and  ad- 
dress problems  based  on  prevalence  in 
epidemiology.  But,  1 don’t  think  that’s 
what  he  has  in  mind.  I think  he  has  in 
mind  a lot  of  sex  education  programs 
promoting  abstinence  and  nothing  else.” 

Commissioner  Archer,  however,  said 
at  that  time  that  he  did  not  intend  to 
eliminate  the  school  health  program.  In 
a September  1,  1998,  news  release,  the 


commissioner  said  he  simply  was  at- 
tempting to  evaluate  the  program  in 
light  of  new  benefits  available  under 
the  Children’s  Health  Insurance  Pro- 
gram (CHIP),  Texas  Healthy  Kids  Cor- 
poration, an  expansion  of  Medicaid 
benefits  for  children,  and  the  conver- 
sion of  Medicaid  to  managed  care. 

“We  must  determine  if  expanded  in- 
vestment in  clinics  will  be  needed  in 
light  of  these  factors,”  he  said  in  that 
release.  “We  also  must  decide  whether 
increased  funding  for  clinics  that  pro- 
vide medical  care  is  a wiser  investment 
than  funding  other  health  improve- 
ment programs  to  help  kids  realize  the 
health  benefits  of  physical  exercise, 
good  dietary  habits,  and  other  health 
improvement  measures.” 

Enter  the  legislature 

Despite  Commissioner  Archer’s  assur- 
ances that  funding  for  clinics  would 
continue,  school  clinic  advocates  were 
not  convinced.  In  1999,  they  took  their 
concerns  to  the  Texas  Legislature.  Their 
efforts  produced  results  on  two  fronts. 

Lawmakers  passed  House  Bill  2202, 
sponsored  by  Rep  Dale  Tillery  (D-Dal- 
las).  Rep  Garnett  Coleman  (D-Hous- 
ton),  and  others,  which  specifically  sets 
out  the  school-based  health  clinic  grant 
program  in  the  Texas  Education  Code. 

“The  intent  of  the  bill  was  to  set  up 


a standard  mechanism  for  school-based 
health  centers  as  a part  of  the  educa- 
tion system  — that  good  health  among 
children  is  a component  of  good  learn- 
ing — and  to  institutionalize  school 
clinics  as  part  of  good  learning,”  Repre- 
sentative Coleman  said. 

HB  2202  authorizes  school  districts  to 
develop  models  for  school-based  clinics 
and  to  compete  for  start-up  grants  from 
TDH.  The  clinics  are  allowed  to  provide 
family  and  home  support  services, 
health  care  and  immunizations,  dental 


care,  health  education,  and  preventive 
health  strategies.  To  placate  fears  by 
some  conservatives  that  the  clinics 
would  be  used  to  distribute  contracep- 
tives or  provide  referrals  for  abortions, 
clinics  receiving  grant  funds  are  specifi- 
cally prohibited  from  providing  repro- 
ductive services,  counseling,  or  referrals. 

In  addition  to  HB  2202,  lawmakers 
attached  a rider  to  the  General  Appro- 
priations Act  that  provides  $3.2  million 
for  school  health  services  and  directs 
TDH  to  fund  at  least  two  new  school- 
based  clinics  in  each  year  of  the 
2000-2001  biennium. 

Slow  down  zone 

Therein  lies  the  problem,  school  health 
advocates  say.  Even  though  HB  2202 
and  the  appropriations  rider  took  effect 
in  September  1999,  TDH  has  yet  to  fi- 
nalize rules  to  implement  HB  2202. 
Nor  has  it  awarded  grants  to  any  new 
school  clinics.  Representative  Coleman 
and  others  want  to  know  why. 

In  a letter  to  the  editor  published  in 
the  Houston  Chronicle  in  June,  Com- 


All  articles  in  Texas  Medicineihat  mention  Texas  Med- 
ical Association’s  stance  on  state  legislation  are 
defined  as  "legislative  advertising,”  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“We  are  continuing  to  fund  school-based  clinics. 

I strongly  supported  recent  legislation  on 
school-based  clinics  (House  Bil  2202),  and 
TDH  remains  determined  to  maintain  the  program.” 


Tel  800.880.1300 


Volume  96  * Number  8 


41 


Legislative  Affairs 


missioner  Archer  said  TDH  is  obligated 
to  get  rules  in  place  before  it  can  award 
any  new  grants.  The  letter  was  in  re- 
sponse to  a June  6 Chronicle  article  that 
accused  TDH  of  intentionally  letting 
school  clinics  “wither  on  the  funding 
vine”  by  failing  to  distribute  nearly 
$607,000  in  available  grant  money  for 
the  fiscal  year  ending  August  31. 

“TDH  did  not  ‘gut’  the  program,”  the 
commissioner  wrote.  “We  are  continu- 
ing to  fund  school-based  clinics.  I 
strongly  supported  recent  legislation 
on  school-based  clinics  (House  Bill 
2202),  and  TDH  remains  determined 
to  maintain  the  program. 


“Nor  did  TDH  intentionally  lapse 
funds,”  Commissioner  Archer’s  letter 
continued.  “The  agency  was  merely  fol- 
lowing the  requirements  of  the  law. 
Texas  Education  Code  Section  38.011, 
as  recently  amended  by  House  Bill 
2202,  says  TDH  must  adopt  adminis- 
trative rules  before  it  makes  grants  to 
school-based  clinics.” 

Although  the  Chronicle  did  not  pub- 
lish it  that  way.  Dr  Archer’s  original  let- 
ter emphasized  the  word  “must.” 

Representative  Coleman  says  Com- 
missioner Archer’s  interpretation  of  HB 
2202  is  incorrect  and  he  is  intentionally 
drawing  out  the  rule-making  process  to 
delay  funding  any  new  clinics. 

“That  [delaying  funding]  was  not  in 
any  way  the  intent  of  HB  2202,”  Repre- 
sentative Coleman  said.  “It  would  be 
like  saying  we  are  going  to  write  new 
rules  for  Medicaid  but  in  the  meantime 
we  are  going  to  stop  providing  Medi- 
caid while  we  adopt  those  rules.” 

In  fact,  HB  2202  does  not  say  TDH 
“must”  adopt  rules  before  awarding 
grants.  It  does,  however,  say,  “the  com- 
missioner, by  rules  adopted  in  accor- 
dance with  this  section,  shall  establish 
procedures  for  awarding  grants.” 

Representative  Coleman  says  that 


language  does  not  prohibit  TDH  from 
continuing  under  its  previous  rules 
while  new  rules  are  developed. 

“We  don’t  stop  the  Medicaid  pro- 
gram because  we  change  guidelines,” 
he  said.  “We  don’t  stop  any  program 
because  we  change  guidelines.  We  op- 
erate the  program  under  the  old  guide- 
lines until  the  new  guidelines  are  in 
place.  Period.” 

Why  the  delay? 

Representative  Coleman  declined  to 
speculate  on  Commissioner  Archer’s 
possible  motives  for  delaying  the  fund- 
ing of  school-based  clinics.  School 


health  advocates  and  health  care  lob- 
byists, however,  say  the  commissioner 
could  be  receiving  pressure  from  a cou- 
ple of  directions  to  drag  out  implemen- 
tation of  the  1999  laws. 

Alfred  Gilchrist,  TMA’s  director  of 
legislative  affairs,  says  at  least  one 
physician  member  of  the  Texas  Board 
of  Health,  which  must  approve  the  fi- 
nal rules  for  the  program,  has  ex- 
pressed concern  that  school-based 
clinics  compete  with  physicians  in  pri- 
vate practice,  where  students  may  al- 
ready have  a medical  home. 

Indeed,  physician  groups  such  as 
TMA,  the  American  Medical  Associa- 
tion, and  the  American  Academy  of  Pe- 
diatrics (AAP)  have  expressed  concerns 
about  that  issue.  But  all  three  generally 
support  school-based  clinics.  TMA  pol- 
icy on  the  issue  says  the  association 
“endorses  the  concept  of  school-ori- 
ented health  care  centers  for  specific 
public  health  problems  when  and  if 
there  is  a lack  of  access  to  local  private 
and/or  community  health  resources.” 

AAP  supports  “selective  implemen- 
tation of  school-based  health  clinic  pro- 
grams in  areas  where  the  health  care 
needs  of  the  school-age  population  are 
not  being  met.” 


One  health  care  lobbyist  who  asked 
not  to  be  identified  says  Commissioner 
Archer  likely  is  getting  strong  pressure 
from  groups  such  as  the  Texas  Conser- 
vative Coalition  and  the  Eagle  Eorum, 
which  are  philosophically  opposed  to 
school  health  programs. 

He  says  the  Texas  Conservative 
Coalition  historically  has  opposed 
school  clinics  because  of  the  potential 
that  they  will  get  into  reproductive  and 
family  planning  services.  Clinics  that 
do  not  receive  TDH  grant  funds  — and 
there  are  nearly  80  such  clinics — can 
provide  reproductive  services  on  a local 
option  basis.  Conservative  groups  also 
have  expressed  concern  over  providing 
mental  health  services  through  school- 
based  clinics  and  the  measure  of  con- 
trol parents  have  over  the  services  their 
children  receive. 

Mr  McBride,  the  TDH  spokesperson, 
denied  there  was  any  outside  pressure 
to  delay  the  funding. 

Kathi  Seay,  executive  director  of  the 
Texas  Conservative  Coalition,  says  the 
group  did  not  oppose  HB  2202  and  is 
not  opposed  to  all  school-based  clinics. 

“There  are  legitimate  reasons  to 
have  school-based  clinics  in  some  ar- 
eas, particularly  in  rural  areas  where 
you  don’t  have  facilities  or  where  it 
would  be  difficult  to  provide  services 
outside  of  that  setting,”  she  said. 

Ms  Seay  added,  however,  that  some 
school-based  clinics  are  “doing  things 
they  shouldn’t  be  doing.”  That  would 
include  providing  any  services  — in- 
cluding reproductive  services  — to  mi- 
nors without  the  informed  consent  of 
their  parents. 

Moving  forward 

Despite  the  controversy,  TDH  insists 
that  new  school-based  clinics  will  be 
funded  and,  in  fact,  it  is  moving  for- 
ward with  the  rule-making  process. 
Draft  rules  were  published  in  the  Texas 
Register  on  June  9.  TDH  accepted  pub- 
lic comments  on  the  rules  until  early 
July,  then  was  scheduled  to  present 
them  to  the  Board  of  Health  for  final 
adoption. 

Mr  McBride  says  the  agency  would 
then  seek  requests  for  proposal  from 
school  districts  interested  in  establish- 


“We  don’t  stop  any  program  because  we  change 
guidelines.  We  operate  the  program  under  the  old 
guidelines  until  the  new  guidelines  are  in  place.” 
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ing  clinics.  Proposals  will  be  evaluated 
and  grants  for  at  least  two  new  clinics 
and  possibly  more  will  be  awarded  in 
January  2001,  he  says.  That  would  be 
21  months  after  HB  2202  was  passed 
and  18  months  after  it  took  effect.  In 
the  meantime,  TDH  will  not  provide 
funding  for  any  school  clinic  between 
September  and  January. 

“Looking  back  on  the  process.  I’m 
sure  there  could  have  been  time 
saved,”  Mr  McBride  said.  “But  develop- 
ing rules  is  a time-consuming  process. 
Efficiency  is  not  one  of  the  hallmarks  of 
democracy.  Involving  the  stakeholders 
and  the  public  and  giving  them  a 
chance  to  comment  on  the  draft  rules 
— which  should  happen  — took  time.” 

Dr  Barnett  says  even  if  more  clinics 
eventually  are  funded,  the  delay  has 
been  unfortunate,  particularly  in  light 
of  the  fact  that  new  health  coverage 
mechanisms  such  as  CHIP  now  are 
available  to  help  finance  health  care 
services  for  children. 

“CHIP  is  going  to  provide  a whole 
new  opportunity  to  reach  a bunch  of 
school-aged  kids  whom  we  haven’t 
reached  in  the  past,”  Dr  Barnett  said. 

Representative  Coleman  says  the  is- 
sue will  be  resolved,  although  he  and 
other  lawmakers  had  not  discussed  the 
matter  with  Commissioner  Archer  as  of 
late  June.  The  commissioner  was  out  of 
the  country  at  that  time. 

“I  believe  we  will  resolve  this  issue,” 
he  said.  “How  it  will  be  resolved,  I don’t 
know.  But  it  is  clear  that  the  will  of  the 
elected  state  government  was  to  have 
[funding  for  school  clinics]  done.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880^1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-maii  at  ken_o@texmed.org. 
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52-year-old  man  calls  his  internist  and  asks 
for“that  Bob  Dole  stuff.”A  prescription  for 
Viagra  is  mailed  to  the  patient  — no  ques- 
tions asked,  no  exam  required. 

Hearing  rave  reviews  from  her  sister  about  the  pills 
that  have  chased  away  the  blues  and  evened  out  those 
roller-coaster  mood  swings,  a 44-year-old  woman  asks 
her  obstetrician-gynecologist  to  write  a prescription 
for  Zoloft.  The  physician  complies,  without  even  at- 
tempting to  diagnose  depression. 

These  are  actual  examples  of  everyday  patient-physician 
encounters  that  make  the  prescribing  of  medication  a multi- 
billion-dollar  business  and  an  expected  practice  that’s  part  of 
the  American  health  care  culture. 

These  vignettes  also  demonstrate  the  constant  pressures 
exerted  by  patients,  managed  care  drug  formularies,  and  the 
giant  pharmaceutical  industry  that  affect  how  and  what  a 
physician  prescribes.  Their  influence  is  increasing,  and  writ- 
ing a prescription  is  not  always  just  about  what’s  best  for  the 
patients. 

Pushing  the  consumer 

Patients  asking  their  physicians  for  prescription  drugs  by 
name  is  now  commonplace.  Joe  Graedon,  pharmacologist 
and  author  of  the  popular  People’s  Pharmacy  books  and  syn- 
dicated newspaper  columns,  a public  radio  program  host, 
and  Internet  site  operator,  calls  such  requests  the  result  of  a 
“full-court  press  of  promoting  drugs  through  direct-to-con- 
sumer  advertising”  by  drugmakers.  Pharmaceutical  compa- 
nies will  spend  close  to  $2  billion  this  year  courting  patients 
to  ask  their  doctors  about  the  drugs  they  manufacture. 

It’s  seductive  marketing  that  has  had  an  impact  on  the 
American  psyche.  Mr  Graedon  sees  it  as  “a  growing  ten- 
dency to  medicalize  the  human  condition.”  He  points  out 
that  the  manufacturers  of  popular  serotonin  reuptake  in- 
hibitors (SSRIs)  are  eager  to  promote  their  products  as  treat- 
ments for  everything  from  depression,  anxiety,  and 
obsessive-compulsive  disorder  to  premenstrual  syndrome, 
bulimia,  and  even  shyness. 

For  many,  Viagra  was  viewed  originally  as  a treatment 
for  older  men  suffering  from  impotence.  Now,  it  is  also  be- 
ing sold  to  younger  men  who  may  think  their  love  lives 
aren’t  what  they  could  or  should  be  if  they  are  not  having 
super  erections. 


“Even  the  language  of  disease  has  changed,”  Mr  Graedon 
points  out.  “We’re  no  longer  dealing  with  impotence,  it’s  now 
‘erectile  dysfunction,’  and  incontinence  is  couched  as  ‘an 
overactive  bladder.’  ” 

The  economic  culture 

There’s  a lot  of  gold  in  them  there  pills.  Billions.  Last  year, 
2.8  billion  prescriptions  were  written  in  this  country,  accord- 
ing to  health  care  industry  watchdog,  IMS  Health.  The  phar- 
maceutical consulting  firm  of  Scott-Levin  estimates  that 
retail  sales  of  prescription  medications  totaled  $111.1  billion 
last  year.  Leading  the  pack  was  Premarin,  a coagulated  es- 
trogen for  postmenopausal  women. 

Phil  Lee,  MD,  who  has  written  several  articles  and  books 
on  prescribing  practices  and  is  the  former  assistant  secretary 
for  health  with  the  US  Department  of  Health  and  Human 
Services,  says  writing  a prescription  at  the  end  of  a patient 
visit  is  essentially  a cultural  phenomenon.  “It  validates  the 
patient’s  complaint,  legitimizes  his  illness,  and  makes  him 
feel  better  to  walk  away  with  a prescription,”  said  Dr  Lee, 
senior  scholar  at  the  Institute  for  Health  Policy  Studies  at  the 
University  of  California,  San  Francisco,  School  of  Medicine. 

He  recalls  a French  colleague  who  characterized  American 
medicine  as  “the  one  ill,  one  pill,  one  bill  system  of  health  care.” 

Patient  pressures 

David  Butler,  MD,  a family  practitioner  in  Austin,  abhors  di- 
rect-to-consumer  advertising  “because  it  colors  the  whole  en- 
counter. Patients  are  already  set  on  their  treatment,  predisposed 
to  a diagnosis.”  He  says  it’s  necessary  to  get  the  patient  back  on 
track.  “I  need  them  to  talk  to  me  to  begin  the  cognitive  process 
of  evaluating  their  condition  and  arriving  at  a diagnosis  and 
treatment  plan.  Otherwise,  I could  make  an  error.” 
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The  Austin  Regional  Clinic  practitioner  dissuades  patients 
from  asking  for  a particular  medication.  “I’ve  had  a lot  of  pa- 
tients leave  the  practice  because  I didn’t  write  a prescription 
for  an  antibiotic  they  thought  they  or  their  child  needed.  My 
patients  now  know  that  I just  won’t  do  it.” 

Surendra  Varma,  MD,  a pediatrician  with  Texas  Tech  Uni- 
versity Health  Sciences  Center  in  Lubbock,  says  while  he 
doesn’t  mind  patients  asking  questions  about  drugs  they’ve 
seen  advertised,  he  knows  that  ads  don’t  tell  the  whole  story 
and  may  even  include  misleading  information.  As  a conse- 
quence, he  has  to  take  valuable  time  away  from  patient  care 
to  discuss  the  results  of  studies  referred  to  in  drug  ads. 


1 ndiistrv  ])ressiires 

Visits  from  pharmaceutical  representatives  “detailing”  the 
benefits  of  their  drugs  are  part  of  practicing  medicine  in  this 
country.  It  happens  regularly,  and  perks  are  offered  and  re- 
ceived as  part  of  the  interactions.  In  exchange  for  the  “face 
time”  with  their  customers,  salespeople  shower  physicians 
with  everything  from  free  samples  to  meals,  tickets  to  sport- 
ing events,  educational  seminars,  and  expensive  gifts.  (See 
“Not  For  Sale,”  April  2000  Texas  Medicine,  pp  42—45.) 

Several  physicians  noted  that  they  give  some  of  the  thousands 
of  dollars  of  free  samples  they  receive  to  uninsured  patients. 

Still,  physicians  are  under  a lot  of  pressure  to  prescribe  the 
newer  drugs,  according  to  Gregg  Lucksinger,  MD,  a family 
physician  in  Austin.  Pharmaceutical  representatives  “are 
leaving  free  samples  of  new  drugs  all  the  time  so  it’s  some- 
times easy  to  forget  that  older,  less  expensive,  but  very  effi- 
cacious, drugs  are  available.  I think  we  have  to  continue  to 
remember  to  use  the  older  drugs,  too.” 


Resisting 

over-prescribing  antibiotics 


The  problem  of  antibiotic  resistance  is  very  real  and  very  serious. 
(See  "Battling  Supergerms,”  April  2000  Texas  Medicine,  pp  46-50.) 
Major  Bradshaw,  MD,  infectious  disease  specialist  and  dean  of 
medicine  at  Baylor  College  of  Medicine,  says  the  problem  is  a 
"double-edged  sword.” 

Most  common  in  the  outpatient  setting  are  strains  of  pneumo- 
coccus — the  bacteria  that  causes  pneumonia  and  ear,  upper  respi- 
ratory, and  sinus  infections  — that  are  becoming  increasingly 
resistant  to  antibiotic  treatment.  Dr  Bradshaw  says  the  phenome- 
non is  becoming  progressively  worse  and  at  this  point,  25%  of  the 
strains  are  partially  or  absolutely  resistant  to  conventional  medica- 
tions. Physicians  face  pressures  from  patients  and  pharmaceutical 
companies  to  prescribe  both  the  older  and  the  newer,  less  tried  and 
true  antibiotics,  plus  they  face  the  fear  of  lawsuits  should  an  infec- 
tion get  out  of  hand. 

That’s  one  side  of  the  sword. The  other  side,  of  course,  “is  pre- 
scribing too  many  antibiotics,  too  often,  which  is  what  got  us  into 
the  mess  we’re  in,”  said  Dr  Bradshaw. 


Cover  Story 

“It  validates  the 
patient’s  complaint, 
egitimizes  his  illness, 
and  makes  him  feel 
better  to  walk  away 
with  a prescription.” 

Dr  Butler  relies  on  drug  representatives  to  give  him  valu- 
able information  about  the  products  they  represent.  “I  have 
a couple  of  dozen  pharmacy  reps  whom  I genuinely  like  and 
trust  and,  quite  frankly,  whom  I’m  loyal  to,”  he  said. 

He  recalls  one  of  the  representatives  of  a recently 
launched  sleep  aid  admitting  that  the  drug  wasn’t  that  much 
more  effective  than  an  over-the-counter  medication.  “Now,  I 
trust  that  guy  and  others,  particularly  those  who’ve  been  do- 
ing it  for  a long  time,  to  give  me  accurate  information.” 

As  a dermatologist  who  specializes  in  treating  skin  cancer, 
Aaron  Joseph,  MD,  doesn’t  write  a lot  of  prescriptions  any- 
more in  his  Pasadena  practice.  Still  he  talks  with  pharma- 
ceutical reps  fairly  regularly  and  believes  that  for  the  most 
part  they  offer  reliable  information.  “The  reps  who  have  been 
in  the  business  for  10  or  20  years  are  reputable  on  the  whole 
and  don’t  BS  you.  They  give  you  information  in  a simple, 
straightforward  way.” 

The  time  spent  at  dinners  and  sporting  events.  Dr  Butler 
thinks,  is  particularly  valuable  because  that’s  where  relation- 


Here  are  his  suggestions  to  protect  patients’  health  and  mini- 
mize drug  resistance: 

• Use  your  best  clinical  analysis  and  judgment  skills  before  pre- 
scribing antibiotics. 

• Determine  first  that  you’re  dealing  with  bacteria  and  not  a virus. 

• Assess  the  probability  that  the  bacteria  is  drug  resistant  by 
judging  how  sick  the  person  is,  determining  if  he  or  she  has  re- 
cently been  in  a hospital  or  nursing  home,  and  looking  at  other 
health  risk  factors. 

• Once  you’ve  made  these  decisions,  ask  yourself:  Is  an  antibiotic 
needed  at  all?  Will  careful  follow-through  be  sufficient?  Can  an 
older,  known  antibiotic  such  as  amoxicillin  be  used? 

• If  the  patient  is  very  sick,  has  other  health  risks,  or  has  been  in 
an  institutional  setting,  prescribe  a broader  spectrum  antibiotic. 

• If  the  patient  is  exhibiting  signs  of  an  immediately  life-threaten- 
ing disease  such  as  meningitis  or  if  a hospitalized  patient  is  de- 
veloping or  has  pneumonia,  choose  a newer,  stronger  antibiotic. 
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ship  and  trust  are  built.  “You  have  to  get  beyond  the  sales- 
manship.” 

But  pharmaceutical  reps  shouldn’t  be  the  sole  source  of  in- 
formation, Dr  Varma  believes.  “We  as  responsible  physicians 
should  weigh  all  of  the  information  and  do  independent  re- 
search of  the  literature  and  use  the  Internet  to  learn  what  we 
can  about  these  medicines,”  he  said. 

San  Antonio  family  physician  Abe  Rodriguez,  MD,  agrees. 
Along  with  the  information  received  from  drug  reps,  he 
thinks  it’s  essential  for  physicians  to  read  journals  and  attend 
medical  meetings  to  learn  the  latest  and  most  accurate,  un- 
biased information. 

Physicians  receiving  honoraria  or  travel  reimbursements 
from  a pharmaceutical  manufacturer  in  exchange  for  dis- 
cussing the  company’s  products  with  other  physicians  is  not 
uncommon.  However,  some  doctors  frown  on  the  practice. 
Dr  Varma  thinks  it’s  unethical.  “We  should  not  be  bought  by 
the  pharmaceutical  industry,”  he  declared. 

For  Dr  Lucksinger,  however,  having  a specialist  come  for 
an  in-office  lunch  to  discuss  various  kinds  of  therapies  is  very 
helpful.  “I  can  learn  more  in  that  hour  than  I would  talking 
for  a week  with  a sales  rep.” 

Full  disclosure  of  a speaker’s  relationship  with  drug  com- 
panies is  something  Texas  Tech  and  other  medical  schools  in- 
stituted years  ago.  If  a speaker  is  chosen  by  and  supported  by 
the  pharmaceutical  company,  it  is  noted  that  the  presenta- 
tion is  being  underwritten  by  a grant.  “We  call  these  guys 
‘hired  guns,’  and  we  know  it’s  biased  information,”  said  Don- 
ald Wesson,  MD,  chair  of  internal  medicine  at  Texas  Tech 
Health  Sciences  Center  in  Lubbock. 

Dr  Wesson  explains  the  preferred  sponsorship  arrange- 
ment as  one  in  which  the  company  provides  an  unrestricted 
grant  to  reimburse  the  travel  expenses  of  speakers  the  uni- 


versity selects.  In  this  case,  the  company’s  support  is  ac- 
knowledged and  it  is  clearly  stated  that  the  speaker  has  no 
relationship  with  the  sponsoring  organization. 

Managed  care  pressures 

Having  spent  a number  of  years  practicing  in  the  Navy,  Dr 
Butler  cut  his  teeth  on  drug  formularies  and  saving  money  by 
prescribing  lower-priced  drugs.  Still,  he  asserts  that  “having 
to  work  with  formularies  is  No.  1 on  my  list  of  headaches  — 
and  that  includes  everything  in  my  life,  including  two  pre- 
teen  children.” 

He  is  not  alone.  According  to  the  most  recent  biennial  sur- 
vey of  physicians  by  the  Texas  Medical  Association,  58%  of 
the  reporting  physicians  say  they  have  seen  specific  cases  in 
their  practices  where  managed  care  policies  adversely  im- 
pacted the  quality  of  patient  care.  Of  that  58%,  75%  cited  re- 
stricted formularies  as  a cause  of  poor  quality  care.  In  a 
significant  change  from  the  last  survey  in  1998,  restricted 
drug  formularies  have  replaced  denial  of  a referral  to  a spe- 
cialist as  the  most  frequent  cause  of  poor  care. 

Dr  Butler  says  he  tries  to  prescribe  the  least  expensive  op- 
tion 90%  of  the  time.  Then,  when  he  wants  something  that’s 
not  within  the  managed  care  plan’s  formulary,  “my  staff  has 
this  huge  hassle  with  phone  calls  and  additional  paperwork 
to  do  a little  tap  dance  with  some  HMO  to  prescribe  the  drug 
I think  my  patient  needs.  The  sheer  chaos  of  it  is  what’s  so 
frustrating.” 

Formularies  and  other  managed  care  rigmarole  don’t  af- 
fect Dr  Lucksinger.  “I  do  what  I think  I need  to  do  for  my  pa- 
tients. And  if  a health  plan  becomes  too  difficult 
administratively.  I’ll  drop  it.”  Dr  Lucksinger  thinks  more 
physicians  need  to  adopt  a similar  attitude  and  practice. 


Top  15  prescribed 
pharmaceuticals  in  1999 

Brand  Name 

Manufacturer 

Generic  Name 

Premarin 

Wyeth-Ayerst 

Conjugated  estrogens 

Synthroid 

Knoll 

Levothyroxine 

Lipitor 

Parke-Davis 

Atorvastatin 

Prilosec 

Astra 

Omeprazole 

Hydrocodone  w/APAP 

Watson 

Hydrocodone  w/APAP 

Albuterol 

Warrick 

Albuterol 

Norvasc 

Pfizer 

Amlodipine 

Claritin 

Schering 

Loratadine 

Trimox 

Apothecon 

Amoxicillin 

Prozac 

Lilly 

Fluoxetine 

Zoloft 

Pfizer 

Sertraline 

Glucophage 

Bristol-Myers  Squibb 

Metformin 

Lanoxin 

Glaxo  Wellcome 

Digoxin 

Prempro 

Wyeth-Ayerst 

Conjugated  estrogens/medroxyprogesterone 

Paxil 

SmithKIine  Beecham 

Paroxetine 

Source:  IMS  Health 
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Dr  Rodriguez  says  he  tries  to  rely  on  evidence-based  med- 
icine regarding  the  efficacy  and  economy  of  a medication, 
but  he  also  is  concerned  about  the  patient’s  perception.  “A 
patient  has  to  feel  confident  in  the  drug  I prescribe.  If  1 
change  to  a less  expensive  medication,  for  example,  I have  to 
spend  time  to  explain  that  it  offers  the  same  benefits.  And, 
generally  speaking,  prescribing  generic  drugs  requires  addi- 
tional time  to  explain  to  the  patient  that  the  drugs  are 
equally  as  good  as  brand  name  drugs.” 

Tea  eh  i ng  I ) rese  ri  1 ) i ng 

Dr  Wesson  thinks  the  medical  profession  in  general  and 
Texas  Tech  in  particular  have  not  been  aggressive  enough  in 
teaching  young  physicians  about  how  to  interact  with  the 
pharmaceutical  industry.  Just  this  past  year,  Texas  Tech  be- 
gan including  specific  didactic  instruction  on  how  to  inter- 
act with  pharmaceutical  representatives,  how  to  process  the 
information  received  from  them,  and  how  to  determine 
when  such  relationships  may  be  inappropriate  to  the  point 
that  they  could  compromise  patient  care.  It  is  one  of  the 
few  medical  schools  in  the  country  to  have  such  instruc- 
tion, Dr  Wesson  says 

“Our  message  is  straightforward,”  he  emphasized.  “We 
tell  our  students  and  staff  to  always  be  suspicious  because 
the  information  received  from  [drug]  detail  reps  is  biased. 
The  person’s  goal  is  not  to  educate  and  not  to  put  the  pa- 
tient’s welfare  first;  it’s  to  sell  a product.  The  product  may  be 
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“'^riiese  companies  make  a 
very  positive  contribution 
to  the  health  care  industry 
But  they  are  dedicated 
first  and  foremost  to 
making  money” 

a good  one  and  one  that  should  be  used,  but  the  motivation 
is  expressly  a commercial  one,”  he  said. 

“I  don’t  want  to  paint  drug  companies  as  evildoers,”  he 
added.  “They  are  very  helpful  in  providing  academic  support 
at  a number  of  levels.  These  companies  make  a very  positive 
contribution  to  the  health  care  industry.  But  they  are  dedi- 
cated first  and  foremost  to  making  money.” 

Medical  students  begin  learning  about  generic  drug  ther- 
apy as  part  of  the  first-  and  second-year  core  curriculum,  ac- 
cording to  Dr  Wesson.  Brand  names  begin  to  be  discussed  in 
the  third  year,  and  prescribing  practices  are  refined  during 
residency. 

In  terms  of  prescribing  patterns.  Dr  Wesson  says  the  physi- 
cians at  Texas  Tech  are  taught  to  first  evaluate  the  drug’s  effi- 
cacy for  the  diagnosed  condition.  If  there  is  a choice  of 


TMA  Library  resources 


TMA  members  can  ask  the  TMA  Library  reference  staff  to  find 
drug  information  or  guidelines  for  patient-physician  relationships 
to  assist  in  prescribing  practices.  Call  (800)  880-1300,  ext  1551,  or 
(512)  370-1551;  or  e-mail  tma_library@texmed.org. 

I TMA  librarians  frequently  consult  print  and  online  sources  for 
authoritative  drug  information,  including  the  following  reference 
books: 

I 

I 

• AHFS  (American  Hospital  Formulary  Service)  Drug  Information; 

• Basic  & Clinical  Pharmacology; 

• The  Complete  German  Commission  E Monographs:  Therapeutic 
Guide  to  Herbal  Medicine; 

• A Dictionary  of  Natural  Products; 

• Drug  Topics  Red  Book; 

• Drugs  and  Pregnancy; 

• Drugs  in  Pregnancy  and  Lactation; 

• Drug  Facts  and  Comparisons; 

• HCPCS  (Health  Care  Financing  Administration  Common  Coding 
System):  Medicare's  National  Level  II  Codes; 

I • Herbal  Medicines:  A Guide  for  Health-Care  Professionals; 

• Martindale:  The  Extra  Pharmacopoeia; 

• Mosby's  GenRx; 


• Physicians’ Desk  Reference; 

• PDR  for  Herbal  Medicines; 

• Poisoning  & Toxicology  Compendium  with  Symptoms  Index; 

• Quick  Look  Drug  Book; 

• Texas  Drug  Laws;  and 

• Toxicology  Desk  Reference. 

Physicians  can  find  reliable  journal  citations  on  drugs  via 
PubMed,  the  National  Library  of  Medicine’s  free  online  MEDLINE 
database,  atwww.ncbi.nlm.nih.gov/PubMed,  or  viatheTMA  Internet 
Gateway  to  Health  Resource  Links  at  www.texmed.org/lis/gth.asp. 

Also  available  online  is  the  National  Library  of  Medicine's 
MEDLINEp/t/s  site.  It  offers  a guide  to  more  than  9,000  prescription 
and  over-the-counter  medications  provided  by  the  United  States 
Pharmacopeia  (USP)  in  the  USP  Dl®  and  Advice  for  the  Patient®. 
The  site  is  at  medlineplus.nlm.nih.gov/medlineplus. 

In  addition,  the  TMA  Internet  Gateway  to  Health  Resource 
Links  sections  on  "Drug/Pharmacy  Information"  and  "Alterna- 
tive Health  Practices”  include  popular  links  to  Food  and  Drug 
Administration  information  sites  and  the  National  Institute  of 
Health's  National  Center  for  Complementary  and  Alternative 
Medicine. 
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Commentary: 

Refills:  A pharmacist’s  view 


By  Brian  Newberry,  RPh 

On  a recent  ski  vacation,  I was  visit- 
ing with  the  chief  resident  of  obstet- 
rics and  gynecology  at  one  of  our 
Texas  medical  schools.  The  subject  of 
practice  management  and  time  man- 
agement came  up.  One  of  the  com- 
ments I made  was,  “If  you  are  putting 
a patient  on  a maintenance  drug,  give 
him  enough  refills  to  last  until  you 
want  to  see  him  again.”  I also  noted  that  he  could  author- 
ize “PRN”  refills  until  a specific  date  instead  of  calculating 
the  number  of  doses  of  a drug  or  the  number  of  refills. 

His  response  was,  “I  don’t  give  PRN  refills  because  I don’t 
want  the  patient  to  get  the  medication  forever!”  His  com- 
ment led  me  to  write  this  as  a review  of  refill  procedures 
and  how  we  can  work  together  to  use  them  efficiently. 

First,  here  is  a quick  review  of  the  six  drug  “classes”  in 
Texas. 

• Prescriptions  for  over-the-counter  drugs  may  be  refilled 
up  to  1 year  with  the  physician’s  authorization. 

• Dangerous  drugs  are  prescription  drugs,  but  not  con- 
trolled substances;  they  account  for  about  90%  of  all 
prescriptions.  Dangerous  drugs  may  be  refilled  up  to  1 
year  with  the  practitioner’s  authorization.  Examples 
are  Synthyroid,  Lanoxin,  and  Premarin. 

• Schedule  II  drugs  such  as  Dilaudid  or  Ritalin  require  a 
triplicate  prescription  form  and  are  not  refillable. 

• Schedule  III,  IV,  and  V drugs  are  controlled  substances 
such  as  Tylenol  #3  or  Ambien.  A maximum  of  five  re- 
fills may  be  authorized  for  these  drugs,  and  these  refills 
must  be  used  in  6 months  or  they  are  void. 

Now  that  we  understand  the  parameters  of  each  class 
of  drug,  let’s  consider  how  to  develop  an  efficient  and 
practical  refill  policy. 

In  this  era  of  managed  care,  we  all  need  to  manage 
staff  time  as  prudently  as  possible  to  get  the  most  out  of 
each  employee’s  day.  Having  a well-thought-out  refill  pol- 
icy can  save  many  hours  for  both  the  physician  and  the 
pharmacist.  Consider  the  staff  time  involved  in  authoriz- 
ing a refill: 

• The  pharmacy  calls  or  faxes  a refill,  waits  through  the 
recorded  message,  and  leaves  the  refill  information. 

• Someone  in  the  physician’s  office  copies  the  informa- 
tion off  the  recorder  and,  using  this  information  (or  the 


faxed  information),  pulls  the  patient’s  chart  for  the 
doctor. 

• The  physician  then  reviews  the  chart  and  the  refill  re- 
quest and  notes  a response  to  the  pharmacy.  The  chart 
is  refiled. 

• A call  or  fax  is  placed  to  the  pharmacy  to  authorize  or 
deny  the  refill. 

• The  pharmacy  matches  its  request  for  a refill  with  the 
response  from  the  physician. 

Therefore,  considering  all  the  time  this  process  takes, 
some  of  the  following  ideas  might  seem  prudent  to  man- 
age refills  professionally  and  efficiently.  If  a patient  is  on 
a maintenance  medication,  authorize  enough  medication 
to  last  until  you  want  to  see  that  patient  again.  Here  are 
several  suggestions: 

• “PRN.”  This  prescription  will  be  filled  for  1 year  and  no 
more. 

• “PRN  until  mm/dd/}^.”  Pharmacy  computers  can  set  a 
date  when  the  prescription  expires.  (This  would  be 
good  if  you  want  to  see  the  patient  in  3 to  6 months.) 

• “Three  refills  until  mm/dd/yy."  This  limits  the  number 
of  refills  to  a certain  time  period. 

• “Three  refills  on  schedule.”  This  is  useful  in  limiting  the 
patient  to  your  dosage  orders. 

If  you  want  to  try  a patient  on  a medication  for  a cer- 
tain period  and  then  have  him  or  her  return  for  a follow- 
up visit,  you  might  write  orders  such  as,  “Prilosec  #30,  2 
refills,  Sig:  Ic  qd  until  mm/dd/yy  then  see  Dr.”  The  phar- 
macy will  label  the  drug  just  like  this,  the  patient  will 
have  enough  medication  for  90  days,  and  a note  on  the 
bottle  will  instruct  the  patient  to  make  an  appointment 
for  follow-up. 

Most  experts  agree  that  the  number  of  prescriptions 
filled  in  this  country  will  double  by  2004.  We  all  need  to 
plan  and  cooperate  to  keep  from  being  buried  in  the  ava- 
lanche of  faxes  and  phone  calls  it  will  take  to  manage  all 
of  the  refills  involved  with  these  prescriptions. 

Next  time  you  write  a prescription,  pause  to  ask  your- 
self, “How  many  times  do  I want  my  staff  to  have  to  deal 
with  this  prescription  in  the  next  year?”  Then  order  refills 
that  reflect  the  answer  to  this  question. 

If  you  have  questions  about  how  the  pharmacy  will 
deal  with  your  orders,  ask  someone.  The  pharmacy  staff 
want  to  streamline  this  process  as  much  as  you  do! 


Mr  Newberry  is  a pharmacist  and  owner  of  Tarrytown  Pharmacy  in  Austin. 


50 


Texas  Medicine  ★ August  2000 


www.texmed.orr 


Cover  Story 


medications,  the  next  consideration  is  side  effects.  Finally,  if 
i side  effects  are  equal,  price  should  become  the  final  deciding 
factor.  Academic  health  centers  have  to  be  supremely  sensitive 
to  cost  along  with  providing  the  highest  quality  patient  care. 

Iin|)i*()ving  the  pi  aetiee 

The  business  of  prescribing  medication  for  patient  care  is  ex- 
tremely complex.  The  relationship  between  the  pharmaceuti- 
, cal  industry  and  the  health  care  industry  is  increasingly 
intricate  — some  would  say  even  unhealthy,  bordering  on  in- 
cestuous — as  pharmaceutical  companies  fund  continuing 
medical  education,  underwrite  educational  grants,  and  pay 
for  clinical  trials  of  drugs. 

And  there  are  no  easy  answers.  As  biomedical  and  phar- 
macological technologies  advance  to  offer  newer,  better  pre- 
scription therapies,  physicians  will  have  to  be  able  to 
objectively  understand,  decipher,  and  use  increasing  amounts 
of  data. 

Dr  Lee  believes  a real-time  information  system  available 
on  a handheld  computer  that  physicians  could  access  when 
writing  a prescription  is  the  solution  for  avoiding  or  amelio- 
rating the  pressures  exerted  by  patients,  pharmaceutical  rep- 
' resentatives,  and  managed  care  organizations. 

I He  envisions  such  a system  helping  physicians  prescribe 
I medications  that  offer  patients  the  greatest  therapeutic  bene- 
fit. At  the  same  time,  the  information  would  provide  important 
patient  protections  by  alerting  physicians  about  potentially 
dangerous  interactions  both  with  other  prescription  medicines 
and  with  herbal  remedies  patients  may  be  taking. 

I Mr  Graedon  sees  the  pharmacy  of  the  future  filled  with 
! computers  for  patients  to  use  and  robotics  being  employed  to 


“I  tliink  were  moving 
to  a system  wherein  the 
patient  and  physician 
will  have  greater  control 
over  making  decisions 
and  managing  costs.” 

count  pills  and  dispense  medications.  “Pharmacists  will  be 
elevated  to  serve  as  information  specialists  for  both  physi- 
cians and  patients,  answering  questions  on  everything  from 
drug  interactions  to  side-effect  profiles,”  he  said. 

“I  think  we’re  moving  to  a system  wherein  the  patient  and 
physician  will  have  greater  control  over  making  decisions 
and  managing  costs,”  offered  Jerry  Patterson,  executive  di- 
rector of  the  Texas  Association  of  Health  Plans.  “For  example, 
there  may  be  something  along  the  line  of  a defined  amount 
of  pharmacy  benefits,  and  the  patient  and  physician  deter- 
mine how  those  dollars  are  spent  within  those  limits.” 

Meanwhile,  how  much  control  over  writing  prescriptions 
do  physicians  really  have?  It’s  impossible  to  answer  that 
question  definitively.  What  is  clear,  though,  is  that  physi- 
cians are  receiving,  as  well  as  dispensing,  a lot  of  advice  in 
the  process.  ★ 


Laurie  Stoneham  is  an  Austin  freelance  writer. 


Avoiding 

herb-drug  interactions 


People  of  all  ages  aren’t  turning  just  to  pharmaceuticals  for  what  ails 
them.  Americans  also  are  consuming  herbs  and  dietary  supplements 
in  record  quantities,  usually  without  their  physicians'  knowledge. 

“It’s  gotten  to  be  a ’don’t  ask,  don’t  tell’  mentality  between  pa- 
tients and  physicians,”  said  Joe  Graedon,  a pharmacologist,  who 
along  with  his  wife, Terry,  has  created  the  People's  Pharmacy  mul- 
timedia empire.  “Patients  don’t  want  to  see  or  hear  the  disdain, 
and  physicians  are  not  well  versed  in  what  these  remedies  offer.” 

The  silence  and  ignorance  can  be  very  dangerous.  A variety  of 
herbs  interact  with  pharmaceuticals  and  can  cause  devastating 
damage.  For  example,  St  John’s  Wort  causes  problems  when  com- 
bined with  channel  blockers.  Gingko  can  cause  serious  coagula- 
tion complications  in  patients  taking  coumadin  or  other 
blood-thinning  medications.  Alcohol  and  antianxiety  herbs  such 
as  Kava  do  not  mix  well. 

Other  interactions  occur  with  commonly  used  herbal  remedies. 
Mr  Graedon  provides  an  in-depth  review  of  50  top  herbs,  along 
with  potential  drug  interactions  with  herbs,  alcohol,  food,  and 


other  nutrients  on  his  Web  site  at  www.peoplespharmacy.com. 

Mr  Graedon  offers  physicians  these  suggestions: 

• Ask  questions  and  learn  everything  a patient  is  taking  on  a reg- 
ular basis,  including  over-the-counter  medications,  herbs,  and 
dietary  supplements  such  as  DHEA  and  glucosomine. 

• Educate  yourself  on  the  uses  and  potential  side  effects  and  in- 
teractions of  common  herbal  remedies. 

• Ask  tough  questions  of  all  pharmaceutical  company  represen- 
tatives with  whom  you  interact. 

• Wait  a reasonable  amount  of  time  before  prescribing  newly  ap- 
proved drugs  to  avoid  problems  seen  with  Rezulin  and  the 
other  drugs  pulled  off  the  shelves  in  the  last  2/4  years. 

• Make  no  assumptions  about  safety.  Do  not  rely  solely  on  pack- 
age inserts  or  even  the  Physicians'  Desk  Reference  for  answers. 
If  in  doubt,  contact  the  pharmaceutical  company  directly. 

• Don’t  rely  on  the  spoken  word.  If  you  tell  a patient  more  than 
two  or  three  things,  write  them  down  or  they  will  be  forgotten. 
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Payment  for  Services, 

Now! 


Don’t  wait  90,  60,  or  even  30  days.  With  electronic  funds  transfer.  Discover®  Business  Services  settles 
within  2-3  business  days.  When  you  offer  your  patients  the  Discover®  Card  payment  option-you’ll 
speed  up  cash  flow  and  practically  eliminate  non-receivables.  Competitive  rates.  Fast  settlement.  24 
hour  service.  The  latest  in  point-of-transaction  technology! 
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Discover  Card: 
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Who  Should  Attend:  Physicians,  Practice  Managers,  Nurse 
Managers,  Hospital  Administrators,  Office  Support  Personnel,  and 
Physicians  in  Training. 

The  Program  consists  of  four,  one-week  modules  focusing  on 
the  essential  issues  of  General  Management,  Finance  & 
Accounting,  Marketing  & Promotion,  and  Leadership  & 
Negotiation. Voe  modules  can  be  completed  within  a year  or  over 
an  extended  period  of  time  in  any  sequence  or  location. 

Faculty  members  are  from  the  University  of  California  at  Los 
Angeles,  Cornell  University,  and  other  major  schools  of  business,  sup- 
plemented by  selected  industry  experts. 


CME  Accreditation/AMA  Category  1 Credit.  This  activity  has  been  planned  and  implemented  in  accordance  with  the 
Essentials  and  Standards  of  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  through  the  joint 
sponsorship  of  the  Medical  Society  of  the  State  of  New  York  (MSSNY)  and  The  Johnson  Graduate  School  of 
Management  at  Cornell  University.  MSSNY  is  accredited  by  ACGIilff  to  provide  continuing  medical  education  for 
physicians  and  takes  responsibility  for  the  content,  quali^  and  scientific  integrity  of  this  CME  activity.  MSSNY  des- 
ignates this  continuing  medical  education  activity  for  a maximum  of  30  hours  per  week  of  Category  1 credit  toward 
the  AMA/PRA  (Physician's  Recognition  Award).  Each  physician  should  claim  only  those  hours  of  credit  that  he/she 
actually  spent  in  the  educational  activity. 


You  will  learn  to 

• Develop  effective  leadership  and  negotiation  skills 

• Establish  and  leverage  relationships  and  networks 

• Manage  financial  information  for  decision  making 

• Identify  marketing  opportunities 

• Facilitate  performance  and  teamwork 

The  program  is  offered  in  Dallas,  Houston,  San  Francisco,  Los 
Angeles,  New  York  City,  and  on  the  Cornell  campus  in  Ithaca  N.Y 

Easy  Enrollment  through  our  Web  site,  or  by  phone,  mail  or  fax. 

Tuition  Assistance  is  available  through  MBNA.  See  the  course 
brochure  for  further  details. 


To  request  a course  brochure  or  further  information  call 
toll  free:  1.888.786.6334 

or  visit  our  web  site:  www.StonefieldGroup.com 
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More  choice,  more  voice 

Defined  contributions  could  redefine  health  care  financing 


he  way  you  practice  medicine  in 
the  coming  years  is  probably  going 
to  change.  We’re  not  talking  minor 
stuff  here.  Big  shifts  are  under  way 
in  the  mechanisms  for  financing 
health  care  in  this  country. 

And  that’s  exquisitely  good  news 
for  physicians.  Or  is  it? 

What’s  being  discussed  everywhere  from 
boardrooms  to  think  tanks  to  the  American 
Medical  Association  House  of  Delegates  is  a 
fundamental  change  in  the  way  health  in- 
surance is  purchased.  Under  the  current 
system,  employers  pay  for  most  of  the 
health  insurance  in  this  country,  footing  the 
tab  for  some  160  million  Americans.  > > 


Regan  Dunnicl< 


By  Laurie  Stoneham 
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while  large  companies  may  offer 
several  plan  options,  employee  choices 
are  usually  fairly  limited.  In  a small 
company,  if  health  insurance  can  be  of- 
fered at  all,  employees  generally  have 
only  one  take-it-or-leave-it  choice. 

A new  concept,  called  “defined  con- 
tribution,” could  change  all  that.  In 
simplest  terms,  it  could  do  to  health 
benefits  what  401  (k)  plans  have  done 
to  pension  funding.  The  employer 
would  give  an  employee  a set  amount 
of  money  each  year  for  health  cover- 
age, and  the  worker  would  decide  how 
to  allocate  those  dollars,  including 
choosing  the  specific  type  and  plan  of 
health  insurance. 

Defined  contribution  is  a concept 
still  in  its  infancy  as  employers  exam- 
ine whether  it  truly  is  the  answer  to 
their  rising  employee  health  insurance 
costs.  Its  use  is  not  yet  widespread.  Ver- 
sions of  the  concept  are  being  used  by 
some  employers  such  as  Xerox  and  by 
some  state  governments. 

“It  basically  gets  employers  out  of 
the  health  care  business  and  back  into 
the  check-writing  business,”  said  John 
Goodman,  PhD,  president  of  the  Na- 
tional Center  for  Policy  Analysis 
(NCPA),  a Dallas-based  think  tank,  and 
an  adviser  to  Gov  George  W.  Bush’s 
presidential  campaign. 

The  drivers 

What’s  all  the  hullabaloo  about?  Basi- 
cally, employers  are  as  disenchanted 
with  health  insurance  as  physicians 
are,  maybe  more  so,  because  they  con- 
sider it  none  of  their  business. 

Companies  aren’t  in  business  to  buy 
health  insurance;  they’re  in  business  to 
make  money  delivering  a product  or 
service.  And  rising  health  care  costs  are 
once  again  eating  away  at  profits  and 
affecting  their  competitiveness  in  the 
world  marketplace. 

Greg  Scandlen,  also  with  NCPA,  is  a 
nationally  recognized  expert  in  this 
area.  He  explains  that  before  the  days 
of  COBRA  and  managed  care,  health 
benefits  were  easy  for  employers  to  of- 
fer and  administer. 

“Hiring  a new  person  costs,  say, 
$45,000  — $40,000  in  salary  and 
$5,000  in  health  insurance.  It  used  to 


be  that  employers  were  indifferent  to 
health  insurance  matters  because  it 
was  easy  to  administer.  Now,  that 
$5,000  that’s  going  into  health  care  is  a 
super  hassle.  The  rules,  regulations, 
and  reporting  make  it  a lot  tougher 
than  paying  wages,”  Mr  Bcandlen  said. 

Defined  contributions  could  offer  a 
way  to  shield  companies  from  increas- 
ing costs,  administrative  hassles,  and 


grief  by  empowering  the  health  care 
consumer  — the  employee  — to  be- 
come more  engaged  in  the  decision- 
making process  of  choosing  a plan  that 
meets  his  or  her  individual  needs. 

And  employees  aren’t  all  that  happy 
about  having  minimal  input  about 
something  as  important  as  their  own 
health  and  welfare.  “Employees  are 
growing  increasingly  dissatisfied  with  a 
paternalistic  system  in  which  they  have 
little  or  no  say  in  how  this  large  part  of 
their  pay  is  spent,”  said  Grace-Marie  Ar- 
nett, president  of  the  Galen  Institute  in 
Alexandria,  Va,  a public  policy  research 
organization  specializing  in  free-market 
health  reform  ideas.  Beveral  surveys 
have  shown  that  employees  are  more 
satisfied  when  they  are  given  a choice, 
even  about  managed  care,  she  says. 

“As  more  options  become  available 
to  obtain  health  insurance  through 
other  organizations,  they  will  demand 
more  control  over  how  these  dollars  are 
spent  so  they  get  coverage  that  suits 
their  particular  needs,”  Ms  Arnett  said. 

Mr  Bcandlen  added,  “It’s  not  a par- 
ticularly radical  idea  to  allow  individu- 
als to  have  control  over  their  financial 
resources.” 

Some  perspective 

The  existing  tax  laws  regarding  health 
insurance  have  been  around  since 
World  War  II,  when  health  benefits 
were  introduced  as  a tool  for  recruiting 
workers.  In  the  1950s,  health  insurance 
became  a major  tax  deduction  for  em- 
ployers. They  could  provide  insurance 


for  their  employees  without  paying  pay- 
roll taxes  or  withholding  income  taxes 
on  that  money.  5imilarly,  it  is  non-taxed 
income  for  the  employee. 

George  Fisher,  MD,  author  of  The 
Hospitals  That  Ate  Chicago  and  an  AMA 
delegate  from  Pennsylvania,  says  that’s 
the  biggest  pot  of  non-taxed  money  in 
the  country.  According  to  the  Lewin 
Group,  a health  care  research  organiza- 


tion, $356  billion  currently  goes  into 
health  benefits,  which  costs  state  and 
federal  governments  $140  billion  in 
foregone  taxes. 

Of  course,  along  with  the  tax  bene- 
fits, employers  have  a business  interest 
in  maintaining  a healthy  workforce  — 
it  reduces  sick  leave,  increases  produc- 
tivity, and  improves  morale. 

But  increasingly,  employers  want  to 
get  back  to  their  so-called  “core  compe- 
tencies,” says  Donna  Kinney,  manager 
of  regulatory  analysis  and  advocacy  for 
the  Texas  Medical  Association.  They 
want  to  spend  their  time  and  energy 
and  resources  doing  what  they  do  best, 
not  messing  with  the  no-win  grumbling 
of  employees  and  dealing  with  the  frus- 
trations of  health  insurance. 

Basic  disconnects 

Most  experts  say  health  care  is  the  only 
segment  of  the  economy  where  con- 
sumers have  no  idea  — or  interest  — in 
the  true  cost  of  the  services  they’re  using. 
Therefore,  they  have  no  responsibility  or 
accountability  in  using  those  services. 

This  disconnect  destroys  the  basic 
buyer-seller  relationship.  Mr  5candlen 
points  out  that  the  normal  purchasing 
incentives  and  motivations  are  turned 
upside  down,  because  consumption  de- 
cisions and  payment  choices  are  di- 
vorced. “With  managed  care,  the 
doctor  is  caught  in  the  middle  with  a 
patient  saying,  ‘I  don’t  care  what  it 
costs.  I’m  covered,’  and  the  health  plan 
saying,  ‘We  aren’t  going  to  pay  for  it.’” 

Then  there’s  the  business  of  percep- 


“It  basically  gets  employers  out  of  the  health  care 
business  and  back  into  the  check-writing  business.” 
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tion.  Dr  Fisher  calls  it  the  “moral  haz- 
ard of  insurance.”  Because  it  seems  to 
be  fully  free,  the  consumer  feels  no  re- 
sponsibility to  use  resources  wisely. 

This  entitlement  mentality  is  the  very 
essence  of  the  problem,  according  to 
Paul  Handel,  MD,  a Houston  urologist 
and  chair  of  TMA’s  Council  on  Socioeco- 
nomics. “Until  there  is  a major  overhaul 
of  the  tax  laws  in  this  country,  employ- 
ees have  no  role  in  the  decision-making 
process  and  will  continue  to  view  health 
care  as  a benefit  of  employment  that 
they  are  entitled  to  receive  for  free.” 

Relationship  problems 

Dr  Fisher  believes  every  physician  in  the 
country  is  “sick  and  tired  of  being  con- 
strained by  the  problems  imposed  by 
managed  care.  There  is  constant  wran- 
gling in  the  office  that  occurs  over  insur- 
ance matters  that  neither  the  physician 
nor  the  patient  has  had  anything  to  say 
about.  It  has  chafed  and  warped  the  pa- 
tient-physician relationship.” 

With  defined  contributions,  employ- 
ees would  choose  their  own  health 
plan.  They  not  only  would  be  more  sat- 
isfied but  also  would  tend  to  adhere  to 
the  plan’s  rules  and  procedures.  Dr 
Fisher  feels.  “Those  who  didn’t  choose 
tend  to  chisel  at  the  rules,  so  neither 
the  physician  nor  the  patient  has  any 
allegiance  to  the  plans  or  the  parame- 
ters of  those  plans.” 

Dr  Goodman  says  defined  contribu- 
tions should  allow  the  kind  of  insurance 
that  permits  both  physicians  and  pa- 
tients to  establish  long-term  relation- 
ships. He  characterizes  this  as  “personal 
and  portable  insurance  that’s  owned  by 
employees  and  travels  with  them  from 
job  to  job.  An  ongoing  relationship  with 
an  insurance  company  leads  to  a long- 
term relationship  with  a physician. 
There  will  be  continuity  of  care  that’s 
not  interrupted  every  time  something 
happens  in  the  labor  market,”  he  said. 

jHow  it  might  work 

The  actual  implementation  of  a defined 
contribution  system  might  follow  the 
401  (k)  model,  wherein  the  employer 
chooses  a third-party  trust  company,  Mr 
Scandlen  envisions.  “This  organization 
: would  offer  essentially  a health  market- 
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place  for  employees.  The  employer 
would  turn  over  the  contribution  to  this 
trust,  and  the  employee  would  then  de- 
termine how  those  funds  are  to  be  spent. 
It  would  be  very  much  like  how  mutual 
funds  and  other  financial  products  are 
selected  for  401  (k)  accounts.” 

Medical  savings  accounts  (MSAs) 
may  be  a vehicle  for  how  defined  con- 
tribution funds  are  managed  by  employ- 


ees. Essentially,  this  method  allows 
employees  to  choose  a lower-price  pre- 
mium plan  that  requires  a high  de- 
ductible. The  premium  savings  are  then 
put  into  an  interest-bearing  account  and 
the  money  can  be  used  for  other  health 
care  services,  such  as  dental  coverage. 

Ms  Kinney  points  out  that  using 
MSAs  would  require  a change  in  fed- 
eral tax  laws  because  the  existing  code 
allows  only  small  employers  — those 
with  50  or  fewer  employees  — to  offer 
MSAs  as  tax-free  benefits. 

Potential  benefits 

The  experts  agree  that  a defined  contri- 
bution system  would  allow  both  em- 
ployees and  employers  to  enjoy  the 
advantages  of  providing  tax-free,  em- 
ployer-subsidized insurance,  without 
the  disadvantages  and  additional  costs 
of  individual  coverage.  According  to 
the  experts  interviewed  for  this  article, 
other  features  and  benefits  of  the  sys- 
tem would  include  the  following: 

• Physicians  could  help  educate  and 
empower  their  patients  to  choose 
better  plans. 

• Employers  would  be  relieved  of  the 
regulatory  and  reporting  hassles. 

• Health  maintenance  organizations 
(HMOs)  and  managed  care  plans 
would  not  be  eliminated,  but  em- 
ployees and  physicians  could  choose 
not  to  participate  in  them. 

• Physicians  would  have  more  direct 
and  deliberate  relationships  with 
their  patients.  Individual  patients 
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would  have  a choice  of  physicians  as 
well  as  plans  under  this  system, 
thereby  ensuring  continuity  of  care. 

• Physicians  would  have  greater  lee- 
way in  pricing  their  services  with 
more  market-driven  autonomy. 

• Cost-consciousness  would  evolve 
into  cost-competitiveness.  As  with 
other  purchasing  decisions,  if  a per- 
son wants  to  save  money  on  a par- 


ticular service,  he  or  she  could  do  so 
by  sacrificing  convenience  or  some 
other  factor. 

The  kinks 

Probably  the  biggest  bugaboo  in  this 
whole  concept  has  to  do  with  how  em- 
ployees will  be  pooled.  Will  they  be 
buying  group  or  individual  insurance? 
If  it’s  group  insurance,  what  is  the  risk- 
pooling mechanism?  How  would  the 
system  work  with  sicker  patients  who 
need  more  health  care  services? 

Ms  Arnett  suggests  a number  of  ways 
individuals  could  buy  group  insurance 
outside  an  employer  grouping.  These 
might  include  labor  or  professional  or- 
ganizations, or  even  religious  groups. 

The  other  major  concern,  experts 
note,  is  teaching  employees  how  to 
evaluate  and  compare  the  benefits  of- 
fered by  numerous  health  plans.  Every- 
one agrees  that  this  system  would  rely 
on  Internet  technology,  which,  at  this 
point,  is  the  only  feasible  way  to  store, 
manage,  distribute,  and  administer  the 
vast  amount  of  information  regarding 
the  various  plan  benefits. 

Until  earlier  this  year,  it  was  as- 
sumed that  the  tax  code  would  have  to 
be  changed  to  make  defined  contribu- 
tions viable.  However,  a 1961  IRS  rul- 
ing (Rev  Ruling  61-146)  has  shown 
that  employees  can  retain  tax  exclusion 
in  a defined  contribution  environment. 

In  November  1999,  a KPMG  survey  of 
14,000  employees  and  103  executives  of 
Eortune  1000  companies  found  that 
46%  of  the  executives  were  receptive  to 

55 


“This  will  force  physicians  to  compete  and 
distinguish  themselves  in  the  marketplace.” 


Medical  Economics 


the  concept  of  defined  contributions.  Of 
the  receptive  executives,  80%  indicated 
they  would  implement  it  within  2 years 
if  there  were  no  tax  disadvantages. 

The  reason  the  defined  contribution 
system  has  not  been  implemented 
heretofore,  Mr  Scandlen  believes,  has 
to  do  with  regulatory  confusion  and 
the  misunderstandings  regarding  the 
tax  code.  Also,  he  thinks  employers 
“feel  an  obligation  to  protect  their 
high-risk  employees.” 

In  an  article  published  earlier  this 
year  on  the  Defined  Care  Web  site 
(www.definedcare.com),  a service  of 
Managed  Care  Online,  Peter  R. 
Kongstvedt,  MD,  of  Ernst  & Young,  LLP, 
said  the  trend  toward  defined  contribu- 
tions is  not  as  big  as  some  people  be- 
lieve. “The  data  show  that  there  is 
indeed  a movement  towards  this  con- 
cept, but  it’s  confined  to  the  small-group 
market.  As  employer  groups  get  larger, 
you  see  less  and  less  of  it,”  he  wrote. 

Dr  Kongstvedt  cautioned  that  pundits 
who  say  defined  contributions  are  the 
wave  of  the  future  might  be  wrong.  As 
evidence  that  forecasts  about  health  care 
and  health  insurance  are  often  wrong, 
he  cited  rosy  predictions  about  the  fu- 
ture of  staff  model  HMOs,  capitation, 
vertically  integrated  health  care  systems, 
direct  contracting  by  employers,  and 
practice  management  companies. 

Factors  that  may  inhibit  the  broad 
acceptance  of  defined  contributions,  he 
said  in  the  article,  include: 

• Health  insurance  cannot  be  com- 
pared with  retirement  plans  because 
employees  do  not  expect  to  be  at  the 
same  job  all  their  lives.  Workers 
don’t  wait  until  they’re  65  to  use 
their  health  insurance,  thus  porta- 
bility is  important. 

• Choice  and  control  is  desirable,  but 
“all  markets  need  a willing  seller  as 
well  as  a willing  buyer.  Just  giving 
someone  money  doesn’t  necessarily 
mean  that  they  can  go  out  and  buy 
what  they  want.  For  example,  unless 
you  are  extraordinarily  healthy,  it  is 
unlikely  that  you  can  go  out  and  buy 
a first  dollar,  no-deductible  fee-for- 
service  plan  that  covers  all  health 
care  needs  (including  drugs)  with  no 


utilization  controls.  And  even  if  you 
found  such  a mythical  thing  (it  never 
existed  outside  of  certain  union-ne- 
gotiated contracts,  and  not  many  of 
them  are  left),  you  could  never  afford 
it.  And  if  you  have  any  real  health 
needs,  you  just  plain  won’t  get  it.” 

• A tight  labor  market  might  inhibit 
the  growth  of  the  defined  contribu- 
tion system.  “In  the  case  of  small 
employers,  the  choice  is  often  be- 
tween defined  contributions  and  no 
coverage  at  all,”  he  wrote.  “In  larger 
companies  that  must  compete  for 
employees,  health  benefits  are  sec- 
ond only  to  wage  and  salary.  So  if 
you  make  that  change,  you  will  be 
at  a disadvantage  in  attracting  the 
workforce.  With  unemployment  in 
early  2000  sitting  at  an  incredible 
4.2%,  it’s  a seller’s  market.” 

Physician  challenges 

Health  care  would  become  more  com- 
petitive under  such  a system,  propo- 
nents contend.  Not  only  would  health 
plans  become  accountable  to  consumers 
who  can  put  their  money  behind  their 
complaints,  but  physicians  would  also 
need  to  be  more  service  conscious. 

“This  will  force  physicians  to  com- 
pete and  distinguish  themselves  in  the 
marketplace,”  said  Ms  Arnett. 

And  just  as  patients  can  choose  not 
to  support  plans  they  feel  are  not  cost 
effective,  the  same  will  be  true  for 
physician  services.  She  added,  “Pa- 
tients, not  just  health  plans,  will  have 
something  to  say  about  whether  a par- 
ticular procedure  or  test  has  value.” 

The  outlook 

According  to  Ms  Arnett,  the  bottom  line 
is,  “Whoever  controls  the  dollars,  con- 
trols the  decisions.  It  can  be  govern- 
ments, company  human  resources 
directors,  health  plans,  or  patients.  Those 
are  the  choices  the  industry  is  facing.” 

While  acknowledging  it  as  a step  in 
the  right  direction.  Dr  Handel  believes 
the  defined  contribution  concept  is  es- 
sentially a Band-Aid.  “Looking  at  the  big 
picture,  it’s  an  attempt  to  fix  the  system 
without  significantly  changing  it.  For 
some  50  years,  employers  have  been 
paying  for  health  care  and  taking  the  tax 


benefit  for  it.  Until  employees  enjoy  the 
tax  benefit  and  are  given  more  control 
over  how  the  money  is  spent,  all  we’re 
doing  is  rearranging  the  deck  chairs  on 
the  Titanic,”  he  said,  “because  right 
now,  defined  contribution  does  nothing 
to  address  the  fundamental  demand 
problems  and  double-digit  inflation  in 
premium  costs.”  (See  “AMA  House  Tack- 
les Divergent  Topics  at  Chicago  Meet- 
ing,” pp  26-27.) 

Dr  Handel  believes  defined  contri- 
butions “will  make  employees  wiser 
purchasers  and  users  of  medical  care 
and  will  motivate  them  toward  health- 
ier, preventive  lifestyles  because  they 
will  begin  to  understand  the  cost  of 
health  care.” 

Dr  Fisher  notes  that  defined  contri- 
bution is  not  a term  physicians  know  or 
understand.  “But  I’d  like  them  to  salute 
when  they  hear  it,”  he  said. 

“I  want  them  to  be  careful  of  what 
they’re  saluting,”  interjected  Dr  Good- 
man. “If  it’s  personal  and  portable, 
that’s  good.  But  if  you’re  talking  about 
managed  competition,  like  federal  and 
some  state  employees  who  can  choose 
from  a number  of  health  plans  every  12 
months,  that’s  not  where  we  want  to 
go.  So  the  details  do  matter.” 

“No  change  like  this  happens  rap- 
idly,” Dr  Fisher  said.  He  sees  its  imple- 
mentation some  years  down  the  road. 

Dr  Goodman  disagrees.  He  declined 
to  name  them,  but  he  said  major  stake- 
holders in  the  heath  insurance  industry 
in  Texas  are  very  interested  in  this  con- 
cept, and  he  sees  it  being  addressed  in  i 
the  next  session  of  the  legislature. 

“Physicians  are  going  to  have  to  be- 
come better  communicators  and  educa-i 
tors.  With  education  and  communication,  i 
physicians  and  patients  will  be  able  tO' 
make  better  decisions  in  terms  of  health" 
care.  But  the  defined  contribution  system: 
is  not  the  end  process,  it’s  only  an  evolu- 
tionary step,”  he  said. 

“If  they  want  to  take  my  word  for  it, 
it’s  a good  thing,”  Dr  Fisher  offered.  “I 
see  very  few  disadvantages  to  physi- 
cians and  none  for  employers  or  em- 
ployees.” ★ 


Laurie  Stoneham  is  a freelance  writer  in  Austin. 
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Sept.  15-16  ■ Renaissance  Austin  Hotel 

TMA  Summit  2000: 

Where  Fall  Conference  & Interim  Session  Meet 


ENTICING  SPEAKERS 


Don't  Miss  This  New  Meeting  Combining  the  Best  of  Both  Conferences. 


' IbxasMedical 
Association 


MANAGED  CARE  LEGAL  ISSUES  UPDATE 

• Presented  during  the  Saturday  morning  House  of 
Delegates  session,  featuring  Fort  Worth  attorney 
George  Parker  Young 


For  more  information,  call 
Amy  Edwards  at  (800)  880-1  300, 
ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA's  Web  site  at  www.texmed.org. 


• AMA  President  Randolph  D.  Smoak  Jr.,  MD 

• Texas  Monthly  Executive  Editor  Paul  Burka 

• AMA  Past  President  Nancy  W.  Dickey,  MD 

• Creative  Ventures  Principal  Stephen  J.  Harvill 

• Intel  Corporation  Internet  Health  Division  General  Manager 

Mariah  Scott 

• Political  analyst  Harvey  Kronberg 


EXCEPTIONAL  EXTRAS 

• Free  AMA  PRA  Category  1 CME  credit 

• Free  registration  for  TMA  members 

• Luncheon  courtesy  of  Texas  Medical 
Liability  Trust 

• Friday  evening  reception  courtesy  of 
Texas  Medical  Association  Insurance  Trust 
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Reporting  cancer 

TMA  group  improves  the  cancer  registry 


In  Jules  Verne’s  classic  novel  20,000 
Leagues  Under  the  Sea,  the  magical 
submarine  — the  Nautilus  meets 
its  fate  when  a gargantuan  tentacled 
monster  entraps  it  at  the  bottom  of 
the  ocean. 

In  a present-day  scenario,  the  Texas 
Cancer  Registry  (TCR)  may  compare  to 
the  imperiled  Nautilus,  entrapped  by  the 
life-depriving  squeeze  of  inadequate 
funding,  lack  of  trained  personnel, 
mountains  of  unprocessed  data,  and  no 
efficient  mechanism  for  uniformly  cap- 
turing cancer  case  data  into  usable  re- 
ports. At  stake  is  vital  information  for 
future  screening  efforts,  research,  identi- 
fying those  at  risk,  and  benchmarking  the 
most  effective  interventions.  > > 


By  Alice  Adams 
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Texas  Medical  Association’s  Cancer 
Data  Workgroup,  composed  of  TMA 
members,  state  agencies,  and  volun- 
tary institutions,  is  seeking  to  chop 
away  the  monster’s  restrictive  tentacles 
to  free  the  registry  from  its  chronic 
problems  and  create  informational  in- 
tegrity. The  workgroup’s  goal  is  to 
make  the  registry  a consistent  and  ef- 
fective tool  for  preventing,  identifying, 
diagnosing,  and  treating  cancer  in 
Texas.  To  do  this,  workgroup  members 
must  help  update  the  data  collection 
system  so  that  facilities  of  all  sizes  with 
a variety  of  cases  and  human  resources 
can  comply  without  experiencing  an 
increased  reporting  burden. 

“We’re  making  progress  but  we’ve  lost 
dollars  in  research  for  Texas  because  we 
did  not  have  adequate  data,”  said 
Lawrence  S.  Frankel,  MD,  of  Temple, 

I chair  of  the  workgroup  and  director  of 
pediatric  oncology  at  Scott  & White 
Clinic.  “We  have  different  demographics, 
and,  ultimately,  every  patient  is  penal- 
I ized  because  we  cannot  get  information 
do  plea  our  case,  not  only  at  the  state 
level  but  also  within  national  arenas.” 

The  problem 

■ In  operation  since  the  1940s,  the  cancer 
registry  was  initially  organized  to  help 
I treatment  facilities  earn  the  approval  of 
the  American  College  of  Surgeons.  Since 
then,  it  has  become  an  essential  tool  for 
assessing  cancer  in  Texas  and  for  evalu- 
ating the  successes  of  cancer  prevention 
and  control  efforts  at  the  state,  regional, 
and  local  community  levels. 

The  registry  was  cut  from  the  state 
budget  in  1987,  so  reporting  stagnated. 
'When  Texas  entered  the  fight  for 
money  from  the  tobacco  industry  sev- 
I eral  years  ago,  the  incidence  of  cancer 
related  to  tobacco  use  could  only  be  es- 
timated because  complete,  timely,  and 
accurate  statistics  were  lacking. 

Changes  in  the  treatment  of  cancer, 
beginning  in  the  mid-1980s  with  the 
advancement  of  new  drugs  and  new 
supportive  care  to  lessen  side  effects  of 
treatment,  moved  cancer  care,  for  the 
most  part,  into  outpatient  settings. 

“With  this  transition,  the  entire  can- 
cer reporting  mechanism  became  dif- 
fused,” said  Joseph  S.  Bailes,  MD,  of 
Dallas,  president  of  the  American  Soci- 
ety of  Clinical  Oncology. 


For  cancer  information  on  the  Internet, 
see  “MedBytes,”  p 31. 


Enter  the  US  Centers  for  Disease 
Control  and  Prevention  (CDC)  in  the 
mid  1990s,  wanting  to  see  new  cancer 
reporting  rules  for  Texas  and  offering 
$1.1  million  to  make  that  happen,  but 
with  some  strings  attached.  The  funds 
were  earmarked  to  develop  rules  requir- 
ing each  Texas  hospital,  cancer  treat- 
ment center,  ambulatory  surgical  center, 
clinical  laboratory,  and  physician  to  re- 
port cancer  data  to  the  registry  within  6 
months  of  the  patient’s  initial  diagnosis. 
If  these  parameters  could  not  be  met, 
the  new  protocols  required  a registry 
representative  to  collect  the  data  at  the 
expense  of  the  institution  or  physician. 

Concerns  from  physicians  and  oth- 
ers resulted  in  TMA  spearheading  the 
cancer  data  workgroup  to  find  solu- 
tions to  the  problem. 


Nancy  Weiss,  PhD,  director  of  the 
cancer  registry,  says  its  greatest  chal- 
lenge is  covering  a population  of  20 
million  people  and  the  geographic  vast- 
ness of  the  state.  The  registry  currently 
works  with  470  reporting  institutions 
but  has  yet  to  establish  reporting  pro- 
tocols for  freestanding  pathology  labo- 
ratories, ambulatory  surgery  centers, 
or  individual  physicians.  Dr  Weiss  says. 
“Under  our  current  reporting  system,  it 
is  difficult  to  capture  information  from 
the  multiple  hospitals  and  cancer  treat- 
ment centers,  freestanding  pathology 
labs,  and  from  cases  diagnosed  in  the 
private  physician’s  office,”  she  said. 

In  1989,  the  state  reinstituted  can- 
cer registry  funding  of  $850,000  a 
year.  Even  with  those  funds,  plus  $1 
million  of  CDC  dollars,  Texas  spends 


Workgroup 

recommendations 


Recommendations  madetoTexas  Health  CommissionerWilliam  R.  Archer,  MD,  include: 

• Developing  a legislative  appropriation  request  that  includes  increased  funding  for 
theTexas  Cancer  Registry. 

• Giving  the  cancer  data  workgroup  an  opportunity  to  present  issues  concerning  the 
cancer  registry's  performance  to  the  Board  of  Health. 

• Assisting  in  identifying  consultants  to  develop  methods  for  fast,  accurate  reporting 
of  cancer  to  the  cancer  registry.  The  workgroup  also  noted  that  this  step  is  neces- 
sary not  only  to  modernize  the  registry  but  also  to  improve  the  process  by  which  pa- 
tient records  are  developed  and  transmitted  to  the  registry. 

Members  of  the  workgroup  are  theTexas  Medical  Association;  American  Cancer 
Society,  Texas  Division;  American  College  of  Surgeons,  North  and  South  Texas  chap- 
ters; Baylor  College  of  Dentistry;  Baylor  College  of  Medicine;  Baylor  Medical  Center; 
Dental  Oncology  Education  Program;  Scott  and  White  Clinic;  andTexas  A&M  University 
System  Health  Science  Center. 

Also  participating  are  theTexas  Cancer  Council, Texas  Cancer  Data  Center,Texas 
Cancer  Registry,  Texas  Department  of  Health, Texas  Hospital  Association, Texas  Soci- 
ety of  Pathologists, TexasTumor  Registrars  Association, TMA  Physician  Oncology  Ed- 
ucation Program,  US  Oncology,  Inc, The  University  ofTexas-Houston  School  of  Public 
Health,  The  University  of  Texas  M.D.  Anderson  Cancer  Center,  and  The  University  of 
Texas  Medical  Branch  at  Galveston. 

The  workgroup  will  continue  to  study  the  cancer  registry’s  performance  and  the 
quality  of  data  to  identify  and  support  additional  initiatives.  These  may  include  devel- 
oping uniform  hardware  and  software  for  reporting  institutions  to  allow  quality  data, 
and  developing  rapid  case  ascertainment  systems.  Ultimately,  the  group  will  work  to- 
ward creating  a regional  registry  system  similar  to  successful  models  used  in  Califor- 
nia, Connecticut,  and  other  states  with  benchmark  tumor  registries. 
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less  than  10  cents  per  person  for  cancer 
registration.  Dr  Weiss  projects  a mini- 
mum cost  of  25  cents  to  35  cents  to  ad- 
equately capture,  process,  and  report 
data  in  a timely  fashion. 

She  says  about  120,000  reports  are 
received  by  the  registry  each  year.  Pro- 
cessing, which  includes  consolidating 
duplicate  reports,  reduces  this  number 
to  between  75,000  and  80,000  cases. 
“We  are  currently  conducting  a study  to 


determine  the  magnitude  of  cases 
we’re  missing,”  she  said.  “And  we’re 
trying  to  determine  the  best  method 
for  complete,  accurate,  and  timely  re- 
porting at  minimal  costs.” 

While  looking  at  data  on  prostate 
and  cervical  cancers,  two  types  of  the 
disease  treated  regularly  in  outpatient 
facilities.  Dr  Weiss  also  cited  concerns 
about  the  underreported  incidence  of 
melanoma  in  Texas.  “Some  physicians 


do  pathology  reports  and  treatment  of 
melanoma  in  their  offices,”  she  said. 
“Our  reported  data  indicate  a very  low 
incidence  of  melanoma  in  Texas  com- 
pared with  other  populations,  so  we 
know  we  have  a deficiency.” 

Dr  Weiss  also  cites  the  constant 
turnover  of  personnel  trained  to  ex- 
trapolate and  report  data,  as  well  as 
caps  on  personnel,  travel  funds,  and 
training,  as  a drain  on  the  system. 


“The  registry  just  ended  a 5-year 
funding  cycle  with  the  CDC  providing 
60%  of  the  monies  to  improve  the  reg- 
istry,” Dr  Frankel  said.  “It  was  renewed 
recently  by  the  CDC  for  another  5-year 
cycle,  but  because  the  TCR  didn’t  ac- 
complish what  it  proposed  in  the  last 
funding  cycle,  Texas  was  penalized  5%.” 

At  this  point,  Texas  also  cannot  be 
recognized  nationally  as  having  a certi- 
fied registry  and  cannot  compete  to  be- 


come a National  Cancer  Institute  Sur- 
veillance, Epidemiology,  and  End  Results 
(SEER)  Cancer  Registry,  which  is  the 
gold  standard  among  cancer  registries. 

Dr  Weiss  says  a phase-in  is  under 
way,  and  reporting  institutions  were 
given  until  the  end  of  June  to  report 
1998  data.  They  have  18  months  to  re- 
port 1999  data  and  a year  to  report  this 
year’s  statistics.  By  2001,  all  cancer 
data  must  be  reported  within  6 months 
to  comply  with  CDC  guidelines. 

Piercing  the  fog 

Texas  physicians  who  screen,  diagnose, 
and  treat  cancer  patients  compare  the 
lack  of  a complete  and  accurate  state  can- 
cer registry  with  driving  a car  with  fogged 
windows.  “It’s  difficult  to  see  whether 
any  of  our  interventions  are  doing  good 
in  the  long  run,”  said  Lewis  Foxhall,  MD, 
workgroup  vice  chair  and  associate  vice 
president  for  health  policy  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer  Cen- 
ter in  Houston.  “A  current  and  complete 
registry  opens  the  window  to  see  what 
we’re  doing  and  gives  us  the  opportunity 
to  study  the  impact  of  what  we’ve  done 
and  to  predict  what’s  coming.” 

Finding  appropriate  funding,  imple- 
menting new  processes,  and  piloting  a 
regional  system  to  determine  if  this  will 
improve  the  registry  are  now  on  the 
workgroup’s  agenda.  Dr  Foxhall  says. 
“We  have  only  about  20%  of  the  neces- 
sary funding,  compared  with  states  like 
California,”  he  said. 

But  Dr  Foxhall  gives  the  registry  high 
marks  for  attempting  to  reverse  lagging 
data  and  incomplete  reporting.  “The  reg- 
istry staff  has  been  working  very  hard 
and  is  doing  a good  job  under  the  cir- 
cumstances,” he  said,  adding  that  Texas 
Health  Commissioner  William  R.  Archer, 
MD,  “appears  to  be  moving  in  a similar 
fashion.  But  it  is  a big  job,  requiring  a 
long-term,  cooperative  effort  among  fa- 
cilities, labs,  and  physicians  who  are  see- 
ing cancer  cases,  and  the  people  who  are 
abstracting  and  tabulating  the  data.” 

Because  the  cancer  registry  data  are 
delinquent.  Dr  Frankel  said,  many 
physicians  and  others  “refer  to  Califor- 
nia data,  which  are  more  secure,  for  a 
model  of  incidence,  screening,  and 
treatment.” 


Texas  Cancer  Registry  funding  by  Texas  and  the  Centers 
for  Disease  Control  and  Prevention  (CDC) 
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•Amount  of  funding  the  Cancer  Data  Workgroup  will  request  from  the  slate  during  the  2001  legislative  session 
Source:  Texas  Cancer  Registry,  Bureau  of  Epidemiology,  Texas  Department  of  Health 


“A  current  and  complete  registry 
opens  the  window  to  see  what  we’re  doing 
and  gives  us  the  opportunity  to  study  the  impact 
of  what  we’ve  done  and  to  predict  what’s  coming.” 
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To  increase  funding  for  the  registry, 
the  TMA  workgroup  is  working  with  Dr 
Archer  and  the  Texas  Department  of 
Health  (TDH)  to  seek  state  appropria- 
tions so  the  registry  can  process  its  back- 
logged  data  and  undergo  overdue 
expansion.  For  the  2002-2003  biennium, 
the  group  will  be  seeking  $4  million, 
which  also  would  underwrite  looking  at 
special  initiatives  to  regionalize  data. 

“The  next  session  of  the  legislature 
should  expect  TMA  to  ask  for  legisla- 
tion to  support  the  workgroup’s  initia- 
tives,” Dr  Frankel  said.  “We’re  looking 
to  bring  data  from  1997  and  1998  up 
to  snuff,  and  if  we  can’t  increase  per- 
sonnel, we  will  have  to  outsource  spe- 
cific activities  to  have  data  from  these 
years  processed.” 

Karen  Torges,  vice  president  of  can- 
cer control  for  the  American  Cancer  So- 
ciety, Texas  Division,  says  the  cancer 
society  needs  information  from  the  reg- 
istry for  statewide  planning  and  local 
efforts.  “It  is  indeed  a complex  issue, 
and  the  workgroup’s  suggestions  for 
adequate  funding  and  consistent  tech- 
nology for  data  collection  are  the  first 
logical  steps,”  she  said. 

“Just  warehousing  data  is  of  little 
practical  value  unless  someone  is  able 
to  use  it,”  Dr  Archer  said.  “And  before 
we  can  control  illness  and  disease,  we 
must  understand  what’s  going  on 
through  good  data  collection  and  dis- 
tribution systems.” 

Dr  Bailes  says  more  work  needs  to 
be  done,  but  the  TMA  workgroup  is 
making  progress  toward  creating  a re- 
porting system  that  is  efficient  and 
user-friendly  without  undue  burdens 
on  private  practices. 

“The  important  part  of  the  solution 
must  be  ease  of  administration,  as  most 
of  today’s  oncologists  are  fairly  busy  and 
there’s  not  much  capacity  to  put  people 
on  the  job  of  extracting  records  to  get 
the  statistics  we  need  in  Texas,”  he  said. 
“TMA  has  done  an  excellent  job  of  bring- 
ing everyone  together  and  creating  a 
recognition  that  an  accurate  and  timely 
registry  is  important  to  physicians,  their 
patients,  and  to  Texans  who  will  be  di- 
agnosed with  cancer  in  the  future.”  ★ 
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64  Radiology  turf  wars  and  antitrust  laws 

THOMAS  E.  COLONNA,  PHD,  JD;  DESENCIA  THOMAS,  MD 


Nonradiologist  health  care  providers 
have  enjoyed  the  privilege  of  jT.lm  inter- 
pretation without  the  assistance  of  radi- 
ologists. However,  encroachment  on  the 
radiologist’s  turf  of  radiological  image 
interpretation  by  nonradiologist  physi- 
cians and  radiographer  technicians  is 
reminiscent  of  recent  antitrust  battles  be- 
tween anesthesiologists  and  nurse  anes- 
thetists. Numerous  antitrust  issues  are 
relevant  to  radiology;  however,  the  scope 
of  this  article  is  limited  to  antitrust  is- 
sues most  relevant  to  radiology  turf  bat- 
tles. Such  battles  often  raise  antitrust 
issues  of  group  boycotts,  tying  arrange- 
ments, and  exclusive  contracts. 


Dr  Colonna,  chief  executive  officer,  Medsup- 
plyfinder  Inc,  Newark,  Del;  and  Dr  Thomas,  radi- 
ology resident  at  MCP/Hahnemann  University, 
Philadelphia,  Pa.  Send  reprint  requests  to  Dr 
Colonna,  705  N Barrett  Ln,  Newark,  DE  19702. 


Radiology  turf  wars  and  antitrust  law 

THOMAS  E.  COLONNA,  PHD,  JD 
DESENCIA  THOMAS,  MD 


INTRODUCTION 

Anew  competitive  development  in 
the  field  of  radiology  is  the  inter- 
pretation of  radiological  images 
by  nonradiologist  physicians. 
The  encroachment  on  the  radiol- 
ogist’s turf  of  radiological  image  inter- 
pretation by  nonradiologist  physicians 
is  reminiscent  of  recent  antitrust  turf 
battles  between  anesthesiologists  and 
nurse  anesthetists.  It  can  be  argued 
that  the  anesthesia  turf  battle  resulted 
in  greater  freedom  to  provide  anesthe- 
siology services  for  nurse  anesthetists. 
If  history  is  to  avoid  repeating  itself,  ra- 
diologists will  have  to  learn  how  to 
avoid  potential  antitrust  law  violations. 

ANTITRUST  ISSUES 

Antitrust  claims  involving  physicians  are 
often  based  on  sections  1 or  2 of  the 
Sherman  Antitrust  Act  (1).  Section  1 
claims  allege  an  anticompetitive  purpose 
or  effect  of  an  action  that  unreasonably 
restrains  competition;  eg,  price  fixing 
among  competitors,  horizontal  market 
division,  tying  arrangements,  exclusive 
dealing  contracts,  reciprocal  purchasing 
agreements,  and  certain  types  of  merg- 
ers (2).  Section  1 violations  are  charac- 
terized under  two  main  groups. 

The  first  main  group  of  Section  1 vi- 
olations are  deemed  per  se  violations. 
Per  se  violations  are  those  that  have  a 
“pernicious  effect  on  competition  and 
lack  of  any  redeeming  virtue  and  are 
conclusively  presumed  to  be  unreason- 
able and  therefore  illegal  without  elab- 
orate injury  as  to  the  precise  harm  they 
have  caused  or  the  business  excuse  for 
their  use”  (3).  If  a court  finds  a per  se 
violation,  the  court  will  refuse  to  rec- 
ognize any  defense  offered  by  the  de- 
fendant. Per  se  violations  include 
horizontal  price  fixing,  horizontal  divi- 
sions of  markets,  group  boycotts,  and 
tying  arrangements  (2). 

The  second  main  group  of  Section  1 


violations  are  non-per  se  violations  for  j| 
which  courts  apply  the  “rule  of  reason”  || 
analysis.  The  rule  of  reason  analysis  is  i 
essentially  a balancing  test  that  bal-  j 
ances  the  negative  impact  of  the  alleged  j 
anticompetitive  activity  on  competition 
and  the  consumer  against  the  positive 
benefits  gained  by  the  activity  (4).  In  ; 
other  words,  conduct  is  reasonable  if  it 
promotes  competition  and  is  unreason- 
able if  it  impedes  competition.  The 
Supreme  Court  has  found  that  the  med-  ; 
ical  profession  has  a public  service  as-  i 
pect  to  it  — to  provide  for  effective  and  i 
efficient  medical  treatment  of  members  | 
of  the  public  — as  well  as  other  features  j 
that  may  require  that  practices  typically 
viewed  as  Sherman  Act  violations  be 
treated  differently  (5).  As  a result,  con- 
duct that  is  normally  subject  to  the  per 
se  rule  is  often  reviewed  under  the  rule 
of  reason  analysis  when  it  occurs  in  the 
medical  profession  (6). 

Section  2 claims  under  the  Sherman 
Act  allege  monopolization  and/or  at-  i 
tempted  monopolization  (ie,  the  power  | 
to  control  price  or  exclude  competition). 
Section  2 claims  must  establish,  first, 
“the  possession  of  monopoly  power  in 
the  relevant  market”  and,  second,  “the 
willful  acquisition  or  maintenance  of 
that  power  as  distinguished  from  growth 
or  development  as  a consequence  of  a 
superior  product,  business  acumen,  or 
historic  accident”  (7).  Courts  have 
reached  the  conclusion  that  for  any 
physician  specialty  to  monopolize  the 
held  of  medical  imaging  has  become  im- 
possible. This  was  demonstrated  in  the 
case  of  Morgan,  Strand,  Wheeler  and 
Briggs  V Radiology,  Ltd  (8),  where  the  9th 
Circuit  appellate  court  found  the  level  of 
skill  required  for  the  proper  interpreta- 
tion of  radiological  images  was  pos- 
sessed by  nonradiologist  physicians  as 
well  as  specially  trained  radiologists. 
The  appellate  court  concluded  that  all 
physicians  competed  with  radiologists  in 
the  medical  image  interpretation  market 
and  the  extent  of  this  competition  was 
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!|such  that  if  radiologists  tried  to  imple- 
ment a price-fixing  scheme,  all  other 
nonradiologist  physicians  could  destroy 
the  price-fixing  scheme  by  interpreting 
the  radiological  images  themselves  (8). 
In  light  of  this  case,  it  is  difficult  to  envi- 
sion many  situations  in  the  field  of  radi- 
ology where  a successful  Section  2 claim 
could  be  prosecuted.  Therefore,  this  arti- 
cle focuses  its  discussion  on  Section  1 
claims.  Although  many  antitrust  issues 
relevant  to  radiology  exist,  this  article 
I will  limit  its  scope  to  antitrust  issues 
i most  relevant  to  radiology  turf  battles. 

1 Such  turf  battles  often  raise  antitrust  is- 
sues of  group  boycotts,  tying  arrange- 
ments, and  exclusive  contracts. 

' Group  boycotts 

I A group  boycott  occurs  when  two  or 
1 more  competitors  agree  to  refuse  to 
' supply  services  or  products  to  another 
competitor,  or  when  they  conspire  to 
restrict  a competitor’s  access  to  the 
1 marketplace  (9).  An  individual  radiolo- 
gist can  always  follow  his  or  her  con- 
science and  refuse  to  accept  or  send 
I referrals  to  any  health  care  provider  so 
long  as  the  radiologist  acts  alone.  How- 
ever, when  two  competing  radiologists 
conspire  to  accept  or  refuse  referrals 
from  any  particular  individual  or  group 
of  health  care  providers,  they  have 
formed  a group  boycott  and  may  be 
found  to  have  violated  antitrust  law. 

Although  courts  originally  deter- 
mined all  group  boycotts  to  be  per  se 
violations,  if  a boycott  has  no  economic 
consequences  and  can  be  characterized 
as  purely  political,  or  if  it  appears  to  be 
genuinely  motivated  by  a concern  for 
the  patient,  courts  may  not  view  the 
boycott  as  a per  se  violation  (10).  For 
example,  as  will  be  discussed  further 
later  in  this  article,  exclusive  contracts 
between  hospitals  and  radiologists  rep- 
resent a form  of  boycott  (a  concerted 
refusal  to  deal  with  other  competing 
providers  of  radiology  services  not 
party  to  the  exclusive  agreement)  that 


courts  have  consistently  evaluated  un- 
der the  rule  of  reason  analysis  rather 
than  as  a per  se  violation. 

Under  the  rule  of  reason  analysis, 
courts  have  recognized  the  existence  of 
a “patient  care  defense”  for  group  boy- 
cotts in  the  field  of  health  care.  The  7th 
Circuit  court  found  in  Wilk  v AMA  (10) 
that  a group  boycott  promulgated 
through  ethical  norms  established  by 
health  care  organizations  may  serve  le- 
gitimate goals  and  that  such  defendants 
may  assert  a patient  care  defense  so  as 
to  avoid  antitrust  liability  if  the  actions 
in  question  can  be  shown  to  be  justified 
by  concerns  for  patient  care.  The  pa- 
tient care  defense  requires  first,  “a  proof 
of  genuine,  objectively  reasonable  con- 
cern for  use  of  the  scientific  method  in 
patient  care”;  second,  “proof  that  the 
concern  has  been  the  dominant  moti- 
vating factor  in  the  establishment  of 
ethical  principles  leading  to  the  boy- 
cott”; and  third,  “proof  that  the  concern 
for  the  use  of  the  scientific  method  in 
patient  care  could  not  have  been  satis- 
fied adequately  in  a manner  that  had  a 
lesser  impact  on  competition”  (10). 

Hospitals  and  radiologists  could  at- 
tempt to  use  the  patient  care  defense 
against  charges  of  a group  boycott 
against  nonradiologist  physicians  or 
against  radiographer  technicians  or 
both  by  arguing,  for  example,  that  a 
disproportionate  amount  of  excessive 
patient  exposure  to  radiation  results 
from  the  use  of  radiation  by  persons 
not  specifically  trained  in  the  discipline 
of  radiology  or  perhaps  that  a greater 
number  of  misdiagnoses  occur  from 
image  interpretation  by  nonradiolo- 
gists. However,  the  quality  of  care  de- 
fense — that  a particular  hospital 
policy  will  generally  reduce  patient 
morbidity  and  mortality  and  assure  ac- 
curate patient  diagnosis  and  treatment, 
thereby  increasing  the  quality  of  pa- 
tient care  — was  rejected  by  the 
Supreme  Court  in  Jefferson  Parish  Hos- 
pital V Hyde  (11).  In  that  decision,  the 


Supreme  Court  rejected  in  a footnote 
the  view  that  the  legality  of  an  exclu- 
sive arrangement  (a  type  of  boycott) 
turns  on  whether  it  was  adopted  for 
the  purpose  of  improving  patient  care. 

Another  quality  of  care  defense  ar- 
gument for  a hospital  policy  of  having 
radiologists  interpret  every  radiological 
image  involves  malpractice  protection 
for  the  hospital  and  its  physicians  (12). 
However,  although  the  confirmative 
image  interpretation  may  aid  the  at- 
tending nonradiologist  physician  in  de- 
fending against  a malpractice  suit,  it 
does  not  retroactively  enhance  the  care 
received  by  the  patient  if  the  attending 
nonradiologist  physician  does  not  wait 
to  consult  with  the  radiologist  before 
rendering  treatment  based  upon  the 
image  interpretation. 

Additional  limitations  on  the  patient 
care  defense  can  be  found  in  the  case  of 
Koefoot  V American  College  of  Surgeons 

(13) ,  where  the  court  suggested  that,  in 
order  to  justify  a patient  care  defense, 
the  goals  of  the  group  boycott  must  be 
recognized  as  not  being  primarily  moti- 
vated by  economic  factors.  Although 
improving  patient  care  is  a legitimate 
goal,  the  distinction  between  whether 
the  primary  motivations  are  economic 
factors  or  improvement  of  patient  care 
may  be  impossible  to  prove  to  a court’s 
satisfaction. 

Nevertheless,  health  care  profession- 
als do  have  the  First  Amendment  right 
to  inform  the  public  about  health  care 
practices  that  they  consider  harmful  so 
that  people  can  make  informed  deci- 
sions regarding  their  medical  care.  Ac- 
tivities to  influence  legislative, 
executive,  judicial,  or  administrative  ac- 
tion are  immune  from  antitrust  liability 
under  the  Noerr-Pennington  doctrine 

(14) .  However,  such  activities  do  not 
enjoy  antitrust  immunity  if  the  actions 
are  merely  attempts  to  interfere  with  a 
competitor’s  business  relationship  (15). 
Activities  to  influence  government  ac- 
tion in  the  name  of  improving  patient 
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care  have  been  used  successfully  by  ra- 
diologists in  the  area  of  mammography. 
In  this  case,  congressional  lobbying  ef- 
forts resulted  in  the  Mammography 
Quality  Standards  Act  of  1992  (16), 
which  requires  persons  who  interpret 
mammograms  to  meet  rigorous  stan- 
dards of  training  and  expertise. 

Tying  arrangements 

A tying  arrangement  occurs  when  a 
seller  of  a product  or  services  forces  the 
buyer  to  purchase  a second,  unwanted 
product  or  service  in  order  to  obtain  the 
desired  product  or  service  (11).  Note 
that  the  tying  of  services  such  as  health 
care  fall  under  the  Sherman  Act  and  not 
under  the  Clayton  Act  (17),  which  lim- 
its tying  arrangements  to  those  arrange- 
ments involving  goods,  wares, 
merchandise,  machinery,  and  supplies. 
The  tying  arrangement  must  include 
four  elements  to  sustain  an  antitrust  vi- 
olation: first,  two  separate  products  (ty- 
ing product  and  tied  product)  must  be 
present;  second,  the  seller  must  have 
sufficient  market  power  in  the  tying 
product  to  coerce  purchase  of  the  tied 
product;  third,  interstate  commerce 
must  be  involved;  and  fourth,  anticom- 
petitive effects  in  the  market  must  be 
shown  (18).  The  Supreme  Court  in  Hos- 
pital Building  Co  v Trustees  of  Rex  Hospi- 
tal (19)  largely  eliminated  the  interstate 
commerce  defense  as  a mechanism  for 
health  care  providers  to  avoid  antitrust 
scrutiny.  In  this  case,  the  Supreme  Court 
held  that  any  hospital  receiving 
Medicare  and  Medicaid  reimbursement 
has  sufficient  interstate  commerce  for 
application  of  antitrust  law  (19). 

Although  radiology  services  are 
physically  separable  from  other  hospital 
services  and  facilities,  mere  separability 
is  not  a sufficient  basis  for  characteriz- 
ing an  arrangement  as  a tie-in.  Rather, 
the  function  of  the  arrangement  must 
be  examined  to  see  if  the  restraint  rep- 
resents the  forced  purchase  of  a second 
distinct  product  to  leverage  power  from 
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one  market  to  another  so  as  to  avoid 
competition  on  the  merits  (20).  In  gen- 
eral, no  tying  arrangement  exists  where 
the  hospital  derives  no  direct  financial 
benefit  from  requiring  that  radiology 
services  in  the  hospital  be  provided  by  a 
particular  group  of  radiologists  (21). 

The  question  of  whether  exclusive 
contracts  between  radiologists  and  hos- 
pitals requiring  an  official  interpreta- 
tion for  billing  purposes  constitutes  an 
illegal  tying  arrangement  has  been  ad- 
dressed in  the  case  of  Rumple  v Bloom- 
ington Hospital  (22).  In  Rumple,  a boy 
was  injured  in  an  accident  and  was 
taken  to  Bloomington  Hospital  for  radi- 
ographical  imaging  and  treatment.  The 
attending  nonradiologist  physician  ex- 
amined x-ray  images  of  Rumple’s  wrist, 
set  the  wrist,  and  placed  the  wrist  in  a 
cast.  A radiologist  reviewed  the  images 
later  that  evening  and  made  an  official 
interpretation  confirming  the  attending 
nonradiologist  physician’s  diagnosis. 
The  radiologist  reviewed  the  images 
pursuant  to  Bloomington  Hospital’s  pol- 
icy that  each  image  taken  must  be  in- 
terpreted by  a radiologist.  The  boy’s 
father  refused  to  pay  the  radiologist’s 
bill  and  filed  suit  claiming  that  the  re- 
quirement of  the  additional  interpreta- 
tion by  the  radiologist  constituted  an 
illegal  tying  arrangement  (22). 

Bloomington  Hospital  defended  its 
policy  on  the  grounds  that  accreditation 
organizations  and  regulatory  agencies 
require  that  each  patient’s  hospital 
record  contain  an  official  interpretation 
of  the  results  of  procedures  such  as  x- 
ray  imaging,  electroencephalograms, 
and  computed  tomographic  scans  (22). 
Although  hospitals  do  not  preclude 
nonradiologist  physicians  from  inter- 
preting their  patients’  medical  images, 
insurance  companies  and  other  third- 
party  payers,  such  as  Medicare  and 
Medicaid,  reimburse  hospitals  only  for 
official  medical  image  interpretations 
(23).  The  Indiana  courts  held  that 
Bloomington  Hospital’s  policy  requiring 
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the  official  interpretation  of  x-ray  im- 
ages by  a radiologist  was  reasonable 
and  the  relationship  between  hospital 
and  radiologists  was  not  an  illegal  tying 
arrangement  because  the  hospital  was 
not  using  its  economic  position  to  dom- 
inate the  market  for  radiological  image 
interpretation  (22). 

In  a similar  case.  New  Jersey  Chiro- 
practic Society  v Radiological  Society  of 
New  Jersey  (24),  patients  claimed  they 
were  required  to  purchase  unnecessarily 
additional  radiological  image  interpreta- 
tions by  radiologists  as  a result  of  an  al- 
leged conspiracy  by  a radiology  group  to 
monopolize  trade  of  radiology  services. 
However,  in  this  case,  the  court  con- 
cluded that  the  patients  suffered  mone- 
tary injury  as  a direct  result  of  the 
hospital’s  requirement  of  additional  in- 
terpretation of  x-ray  images  by  radiolo- 
gists (24).  New  Jersey  Chiropractic  Society 
V Radiological  Society  of  New  Jersey  dif- 
fered from  Rumple  v Bloomington  Hospi- 
tal in  that,  in  the  case  of  New  Jersey 
Chiropractic  Society  v Radiological  Society 
of  New  Jersey,  radiologists  refused  to  pro- 
vide diagnostic  x-ray  imaging  services  to 
patients  referred  by  chiropractors  or  to 
release  x-ray  images  to  chiropractors. 
Therefore,  unlike  Rumple  v Bloomington 
Hospital,  the  radiologists  in  New  Jersey 
Chiropractic  Society  v Radiological  Society 
of  New  Jersey  used  their  market  power  to 
establish  and  enforce  a boycott  against  a 
specific  subgroup  of  patients  (chiroprac- 
tic patients).  In  Rumple  v Bloomington 
Hospital,  the  hospital  set  a general  policy 
to  have  radiologists  provide  official  radi- 
ological interpretations  in  an  effort  to  im- 
prove hospital  efficiency  and  quality  of 
care  for  all  patients. 

In  the  case  of  White  v Rockingham 
Radiologists,  Ltd  (23),  a neurologist 
challenged  a hospital  board’s  choice  of 
having  radiologists  rather  than  neurol- 
ogists as  the  official  interpreters  of 
computerized  axial  tomographic  head 
scans.  The  appellate  court  found  that 
the  official  radiological  image  interpre- 


www.texmed.org 


tation  arrangement  was  in  the  best  in- 
terest of  the  hospital’s  patients  and  that 
although  the  radiologists  were  the  only 
official  radiological  image  interpreters 
in  the  county,  they  did  not  have  mo- 
nopoly power  because  the  hospital’s 
board  unilaterally  designated  them  as 
the  official  radiological  image  inter- 
preters and  could  relieve  the  radiolo- 
gists from  this  position  at  any  time 
(23).  The  tying  arrangement  must 
force  the  patient  to  purchase  services 
as  a result  of  the  hospital’s  or  the  radi- 
ologist’s market  power  or  both  to  have 
anticompetitive  effects  (11).  The  hospi- 
tal would  be  deemed  to  have  sufficient 
market  power  if,  within  the  market  for 
the  tying  product  (the  creation  of  med- 
ical images  and  their  interpretation  by 
the  attending  nonradiologist  physi- 
cian), the  hospital  or  the  radiologists  or 
both  require  the  patient  to  accept  the 
burdensome  terms  of  the  tied  product 
(the  interpretation  of  the  medical  im- 
ages by  a radiologist),  when  a similar 
requirement  would  not  be  obtained  in 
a completely  competitive  market. 

From  a hospital  administrator’s  per- 
spective, compelling  all  patients  to  ad- 
here to  a rule  rather  than  making 
decisions  regarding  exceptions  would  be 
more  efficient.  An  example  of  such  an  ef- 
ficiency rule  is  the  requirement  that  all 
patients  must  be  discharged  from  the 
hospital  in  a wheelchair.  An  exclusive 
arrangement  requiring  a radiologist  to 
interpret  all  medical  images  can  increase 
a hospital’s  efficiency  by  increasing  the 
hospital’s  control  over  the  operation  of 
the  radiology  department,  ensuring  full- 
time availability  of  radiology  services, 
lowering  costs  through  standardization 
of  radiology  procedures  and  centralized 
administration  of  the  radiology  depart- 
ment, and  permitting  better  scheduling 
of  the  use  and  maintenance  of  radiology 
equipment  (25). 

However,  it  can  be  argued  that  the 
hospital  gains  no  cost  savings  by  hav- 
ing a radiologist  interpret  all  x-ray  im- 


ages. The  decision  to  have  x-ray  films 
taken  of  a patient  is  generally  made  on 
a case-by-case  basis.  Therefore,  the 
hospital  is  not  burdened  by  an  addi- 
tional decision  by  the  attending  nonra- 
diologist physician  to  request  an 
additional  confirmative  interpretation 
of  the  x-ray  image  by  a radiologist. 

Exclusive  contracts 

As  we  have  seen  throughout  this  discus- 
sion, exclusive  contracts  between  radiol- 
ogists and  hospitals  can  be  a powerful 
legal  tool  in  radiology  turf  wars.  Sixty 
percent  of  all  radiologists  in  the  United 
States  have  an  exclusive  contract  with 
their  hospitals  to  provide  professional 
services  in  radiology  (26).  Although  ra- 
diologists can  benefit  from  exclusive 
contracts  and  find  protection  under  their 
provisions,  such  protection  is  tenuous  as 
more  hospitals  negotiate  exclusive  con- 
tracts with  “clean  sweep”  provisions  that 
allow  termination  of  all  clinical  privi- 
leges on  short  notice  (27).  Such  “clean 
sweep”  provisions  give  hospitals  unilat- 
eral decision-making  power  to  terminate 
staff  privileges  automatically  upon  ter- 
mination of  the  exclusive  contract  (28). 

Antitrust  analysis  of  a hospital’s  exclu- 
sive contracts  can  be  complicated  be- 
cause the  contracts  create  relationships 
among  hospitals,  physicians,  and  pa- 
tients that  are  difficult  to  characterize. 
These  types  of  contracts  occur  at  one 
level,  between  the  hospital  and  the 
physician,  while  the  direct  financial 
transaction  occurs  at  a different  level,  be- 
tween the  physician  and  the  patient, 
with  payment  usually  made  by  a third- 
party  payer.  Some  court  decisions  sug- 
gest that  in  analyzing  exclusive 
contracts,  the  patient  should  be  consid- 
ered the  buyer,  and  the  hospital  and  the 
physician  group  should  be  considered 
the  sellers  of  the  service  in  question  (29). 
Other  court  decisions  regarding  situa- 
tions where  the  patient  generally  does 
not  make  a personal  decision  to  obtain 
the  service  and  does  not  personally  select 


the  provider  suggest  that  the  hospital 
rather  than  the  patient  should  be  consid- 
ered the  buyer  of  the  service,  and  the 
physician  group,  the  seller  (30).  Both  ap- 
proaches may  be  useful  in  certain  cir- 
cumstances because  exclusive  contracts 
may  affect  both  competition  among 
physicians  and  hospitals  for  patients  and 
competition  among  physicians  to  market 
their  services  to  hospitals. 

Although  Jefferson  Parish  Hospital  v 
Hyde  upheld  the  validity  of  exclusive 
contracts  between  health  care  providers 
and  hospitals,  the  Court  of  Appeals 
noted  that  Jefferson  Parish  Hospital  had 
contracted  with  a small  group  of  anes- 
thesiologists to  supervise  a large  group 
of  lower-cost  nurse  anesthetists  who  per- 
formed the  bulk  of  the  anesthesia  serv- 
ices (31).  Jefferson  Parish  Hospital  then 
billed  the  patients  at  the  higher  anesthe- 
siologist rate,  allowing  the  hospital  to  re- 
alize a substantial  profit  from  the  sale  of 
anesthesia  services  (31).  Therefore,  the 
hospital  was,  in  effect,  using  its  lower- 
cost  nurse  anesthetists  to  compete  with 
anesthesiologists  in  the  market  for  anes- 
thesia services.  A similar  argument  could 
be  made  in  the  case  where  hospitals  use 
lower-cost  nonradiologist  physicians  to 
compete  with  radiologists  in  the  market 
for  radiology  services.  Such  an  argument 
could  be  used  by  radiologists  against 
hospitals  in  a tying  arrangement  an- 
titrust action.  To  carry  this  theme  fur- 
ther, exclusive  contracts  between 
hospitals  and  radiologists  could  be  used 
by  radiologists  to  eliminate  nonradiolo- 
gist physicians  as  direct  competitors  for 
radiology  services. 

However,  a successful  antitrust  chal- 
lenge to  such  an  exclusive  contract  oc- 
curred in  the  case  of  Oltz  v St  Peter’s 
Community  Hospital  (4).  In  this  case,  a 
nurse  anesthetist  brought  an  antitrust 
suit  after  having  his  privileges  termi- 
nated when  anesthesiologists  resisted 
his  direct  competition  for  patients;  then, 
after  the  anesthesiologists  threatened  to 
leave  the  hospital  if  the  nurse  anes- 
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thetist  was  not  terminated,  the  anesthe- 
siologists obtained  from  the  hospital  an 
exclusive  contract  that  excluded  the 
nurse  anesthetist.  Because  the  anesthe- 
siologists were  able  to  induce  the  hospi- 
tal to  terminate  the  nurse  anesthetist’s 
privileges,  they  demonstrated  a power 
to  exclude  competition  in  the  court’s  de- 
fined market  for  anesthesiology  serv- 
ices. In  this  case,  the  court  found  that 
the  anesthesiologists  had  sufficient  mar- 
ket power  to  be  found  liable  for  an  an- 
titrust violation.  However,  when  the 
decision  to  use  an  exclusive  contract  is 
made  unilaterally  by  a hospital  to  pro- 
mote efficient  operation  and  the  hospi- 
tal lacks  significant  market  power  in  the 
relevant  market  and  the  exclusive  con- 
tract is  of  reasonably  limited  duration  or 
terminable  by  the  hospital  on  reason- 
able notice,  the  exclusive  contract  gen- 
erally would  not  be  held  as  having  a 
substantial  anticompetitive  effect  in  the 
relevant  market  (32). 

CONCLUSION 

Nonradiologists  have  always  practiced 
radiology.  Government  regulation  and 
the  expanding  concept  of  corporate  lia- 
bility of  hospitals  for  the  negligent  acts 
of  inadequately  trained  physicians  may 
cause  hospitals  to  limit  the  perform- 
ance of  specialized  radiology  proce- 
dures to  those  who  can  document 
adequate  training  and  experience.  An 
example  of  such  government  regula- 
tion is  the  Mammography  Quality 
Standards  Act  of  1992,  which  requires 
physicians  who  interpret  mammo- 
grams to  meet  rigorous  standards  of 
training  and  expertise  in  mammogra- 
phy. Because  hospital  patients  do  not 
select  the  physicians  rendering  radio- 
logical services  and  rarely  know  even 
the  names  let  alone  the  qualifications 
of  these  physicians,  the  hospital  has  a 
greater  burden  of  responsibility  in  as- 
suring the  proper  quality  and  quantity 
of  radiological  services. 
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Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA.  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

Genera),  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

' Diplomate  American  Academy  of  Pain  Management 
Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Clinics 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  510 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 


http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Steven  J.  Mackey,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
William  D.  Lowe,  MD,  PA 


1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  am 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 
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Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD,  FACRO 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  lesions. 
Intensity  Modulated  (IMRT)  and  3D  conformal  radiotherapy. 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer. 

LDR  and  outpatient  HDR  brachytherapy  for  gyn  and  lung  tumors. 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 
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OPPORTUNITIES 

AVAILABLE 


Cardiology 

Immediate  opening  for  non-invasive  cardiol- 
ogy and/or  angiographer  in  suburb  of  Dallas. 

Please  send  CV  to  AD-1220,  Texas  Medicine,  401  W. 
15th  Street,  Austin,  Texas  78701. 

Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presbyderian, 
Harris  Methodist,  Trinity  Mother  Frances,  and 
other  leading  health  systems.  A variety  of 
opportunities  are  available  in  rural,  suburban, 
urban,  trauma,  and  teaching  hospitals.  Annual 
patient  volumes  range  from  17, ()()() -75, OOO. 
Additional  positions  in  direct  care  and 
occupational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  group.  Contact  Diane  Hoffmann: 

Emergency  Medicine  Consultants,  Ltd. 

6451  Bivutii'ood  Stair  Road.  Suite  200.  Fort  Worth.  TX  761 12 
(88H)  362-7911:  (817)  496-9700;  Fclx  (817)  496-9889: 

Fniail.  diatieEMC@aol.com 


EM  opportunity  for  full  or  part  time  physician 
in  beautiful  Texas  Hill  country.  Both  12  and  24 
hour  shifts  available  for  12,000  ER.  24  hr.  lab  /MRl 
and  well  trained  nursing  staff  Work  in  a team  envi- 
ronment with  our  experiences  ER  physicians.  Con- 
tact MEPA/EmCare,  Anne  Biggs,  Physician  Consul- 
tant, (800)  362-2731,  ext.  2766  or  email 
anne_biggs@emcare.com.  EOE 

NEW  MEXICO:  GREAT  RATES  for  Emer- 
gency medicine  opportunity  at  community 
hospital.  Full-time,  BP/BC  EM  and  PC,  employee 
status,  competitive  salary,  benefit  package.  Contact: 
Lasca  Pierson  at  EmCare  /MEPA  Region,  (800)  362- 
2731;  e-mail:  lasca_pierson@emcare.com  EOE 


Texas:  MULTI  SPECIALTY  GROUP  seeking 
FT  and  PT  Emergency  Physicians.  Practice  in 
a BRAND  NEW,  nationally  recognized  facility. 

40.000  annual  patient  volume;  36  hr  physician  cov- 
erage plus  12  hr  urgent  care  coverage.  BC/  BP  in 
EM  or  PC  preferred.  Bilingual  in  Spanish  required. 
Earn  excellent  compensation,  includes  benefit  pack- 
age. Contact  Lasca  Pierson  at  MEPA/EmCare;  (800) 
362-2731;  Fax  (214)  712-2008;  or  email: 
lasca_pierson@emcare.com.  EOE 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC. 

Annual  ED  volume  is  18,000.  Productivity  incentive, 
paid  malpractice,  employee  benefits  available. 
Contact  Lasca  Pierson  at  Emcare,  (800)  362-2731 
ext.  2035,  or  fax  CV  to  (214)  712-2008, 
lasca_pierson@emcare.com  EOE 

Texas,  San  Angelo:  Full  and  part-time  MINOR 
CARE  CLINIC  positions  are  currently  available  as  an 
independent  contractor  for  physicians  BC  in  PC. 

Four  minor  care  clinics  see  a combined  annual 
patient  volume  of  36,000.  Paid  malpractice 
w/unlimited  tail,  flexible  scheduling  and  competi- 
tive compensation.  Contact  Lasca  Pierson  at 
EmCare/Southwest  (800)  362-2731  ext.  2035;  fax 
(214)  712-2008;  or  lasca_pierson@emcare.com. 

TEXAS:  Lufkin:  Great  town  for  quality  family 
life.  Seeking  physicians  who  want  to  make  a 
difference.  Paid  malpractice  with  unlimited  tail; 
competitive  compensation;  excellent  tax-deferred 
retirement  package;  professional  expense  reim- 
bursement account;  insurance  available.  Annual  ED 
volumes  of  15,000  patients.  Contact:  Anne  Biggs, 
EmCare,  (800)  362-2731,  fax:  (214)  712-2008; 
email,  anne_biggs@emcare.com 

Family/General  Practice 

Texas-Coastal  Access  for  FP.  Immediate  open- 
ing to  join  a progressive  outpatient  FP  group  in  a 
popular,  rapidly  expanding  city  in  a coastal  are  of 

500.000  population.  Named  one  of  the  “fastest 
growing  areas  in  the  Nation.”  Easy  access  to  the 
Texas  Coast  and  beautiful  white  beaches,  resorts 
and  fantastic  dining  options.  All  metro  amenities. 
International  airport.  Exceptional  recreational 
activities  including  sailing,  fishing,  golf,  etc.  Enjoy 
warm  winters.  Palm  trees,  cool  sea  breezes.  Excep- 
tional housing  options  in  brand  new  or  established 
neighborhoods.  Highly  rated  public  and  private 
schools.  University.  Have  immediate  practice. 

Great  work  & call  schedule.  Modern,  attractive 
office  space.  Great  reimbursement.  Competitive 
Salary  + Benefits  -f  Partnership!  Contact:  Mark 
Hall,  THE  TEXAS  RECRUITERS  (888)  851-5353. 

Fax  CV  to  (903)  677-6795.  Mhall@txrecruiters.com. 

Part-time  family  physician  required  for  at  least 
two  half  days  per  week  in  busy  office  within  twenty- 
five  minutes  drive  from  Austin.  Call  (512)  376- 
5247  for  information. 


Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Fax  CV  to  (972)  871- 
7116,  or  contact  Lisa  Gross  at  (972)  255-5533  or 
(888)  K CLINIC. 

North  Dallas:  Board  Certified,  Board  Eligible 
FP  required  at  busy  2-doctor  Plano  clinic.  Mix 

of  family  practice  and  urgent  care.  Fax  resume  to 
(972)  491-6750. 

Dallas,  Texas  - New  opening  for  FP  to  join 
existing  group  in  fast  growing  suburb  of  Dal- 
las. Immediate  practice.  Easy  work  schedule  and 
good  call  coverage.  Minimum  inpatient  work.  This 
lake  community  offers  numerous  recreational  activi- 
ties. Malls,  many  dining  options.  Ideal  housing 
options  on  landscaped  golf  courses,  new  neighbor- 
hoods or  on  acreage.  Minutes  from  DFW  airport. 
Competitive  guarantee,  partnership  will  be  dis- 
cussed. Contact:  Chuck  Brazell,  THE  TEXAS 
RECRUITERS  (888)  851-5353.  Fax  CV  to  (903) 
677-6795.  cbrazell@txrecruiters.com. 

Hospitalist 

AUSTIN,  TEXAS  - Hospitalist  needed.  Immedi- 
ate opening  for  Hospitalist  and  Internist  to  join 
established,  progressive  Internal  Medicine  group 
located  in  a popular,  rapidly  expanding  suburb  of 
Austin,  Texas.  Enjoy  good  call  and  work  schedule 
at  one  hospital.  Competitive  salary  and  bonus  plan 
will  be  discussed.  Chuck  Brazell,  THE  TEXAS 
RECRUITERS  (888)  851-5353.  Fax  CVto  (903) 
677-6795.  Cbrazell@txrecruiters.com. 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100% 
inpatient  medicine  positions  offer  competitive  earn- 
ings, benefits  and  a well-defined  work  schedule. 

Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager,  Physi- 
cian Development  at  (800)  777-0938,  or  fax  cur- 
riculum vitae  to  (502)  580-4066. 
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Locum  Tenens 


Inf  ^Im 

P H Y S I C I A N S« 


Time  for 
a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 

Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.coni 


LociJiii  Tenens/Permanent  Placement 


Medical  Staffing  Network  has  immediate  openings  in  the  following 
specialties: 

• Radiology 

• Anesthesiology 

• Psychiatry 

• Emergency  Medicine 

• Primary  Care 

• Short  and  long  term 

If  you  are  looking  for  a permanent  position  MSN  has  positions 
nationwide.  Our  Locum  Tenens  to  penn  option  allows  you  to  try 
out  a position  prior  to  accepting  a contract.  Our  physicians  have 
found  this  option  very  helpful  in  assessing  the  relative  strengths 
and  weaknesses  of  different  positions,  ensuring  a stable,  long-term 
relationship  when  a contract  is  signed. 

Fax  your  CV  to  (281)  820-5582  or  email  to  mistycauthen® 
msnhealth.com  and  a recruiter  will  contact  you  with  openings. 



^ ®mcdical  staffing  network,  inc. 


• Local  and  national 
assignments 

• Excellent  compensation 

• Malpractice  Insurance 

• Friendly,  dedicated  service 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Gross  at  (972)  255-5533  or  (888)  K 
CLINIC. 

OB/GYN 

OB/GYN  doctors  needed  for  various  locations 
in  Texas.  Call  Jerry  at  The  Lewis  Group  for  more 
information  (800)  460-8159. 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Gross  at  (972)  255-5533  or  (888)  K CLINIC. 
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Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I-800-284-4S60  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  „ , . 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  281 -493-2234  & Associates 


Methodist 

Hospitals  of  Dallas 


Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest  not- 
for-profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  (CMH)  and  the 
Methodist  Family  Health  Centers 
(MFHC).  Presently,  we  are  interview- 
ing for  the  following  positions: 

• Neurology  - CMH 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  - MMC 

• Family  Practice  - MFHC’s 

• Rheumatology  - MMC 

• Perinatology  - MMC 

For  information  or  to  apply, 
contact  Susan  Cogbum: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancoghurn@mhd.com 
RO.  Box  655999 
Dallas,  TX  75265-5999 


Pediatric 


CookChildren^s . 

Physician  Network 

Pediatric  Opportunities 
Fort  Worth/Arlington  Area 

We  have  several  exciting  opportunities  for  experi- 
enced board-certifie(M)oard-eligible  pediatricians 
to  join  Cook  Children’s  Physician  Network 
(CCPN),  North  Texas’  largest  network  of  pediatri- 
cians. A current  Texas  license  is  preferred  for  all 
positions 

• Pediatric  Practice  in  Mansfield,  Texas  - 
The  selected  candidate  would  join  an  estab- 
lished pediatrician  in  a growing  community 
located  near  both  Dallas  and  Fort  Worth.  She 
enjoys  a wonderful  reputation  in  the  commu- 
nity and  has  a very  busy  practice.  First  call  is 
taken  by  the  network’s  telephone  nurse  triage 
system.  Call  is  shared  among  nine  physicians. 

• Pediatric  Urgent  Care  - The  ideal  candidates 
would  be  board-certifiedT>oard-eligible  in 
pediatrics.  Experience  in  a primary  care 
setting  with  a special  interest  in  providing 
urgent  care  is  preferred.  Monthly  schedule 
would  include  eight.  12-hour  shifts  and  eight, 
8-hour  shifts  and  no  call  coverage. 

• Community  Clinics  - We  have  several 
openings  in  our  community  clinics,  which 
are  located  in  medically  underserved  areas. 

The  ideal  candidates  will  be  board-certified 
^oard-eligible  in  pediatrics.  Community  clinic 
physicians  enjoy  limited  after-hours  and 
weekend  coverage.  Bilingual  is  a plus. 

• Part-time  opportunities  - We  have  openings 
available  for  board-certifiecFboard-eligible 
pediatricians  looking  to  join  a practice  on  a 
part-time  basis. 

CCPN  is  a pediatric  physicians’  organization  that 
is  part  of  Cook  Children’s  Health  Care  System, 
which  offers  delegated  credentialing  and  integrat- 
ed managed  care  contracting  that  meet  the 
specific  needs  of  pediatricians  and  pediatric 
specialists.  CCPN  offers  malpractice  coverage, 
health  and  dental  insurance  and  an  excellent 
retirement  program. 

For  more  information  about  these 
opportunities,  call  Holly  Fox  at 
(817)  810-1716.  You  may  also  fax  your 
curriculum  vitae  to  (817)  870-7979. 


Radiology 

The  Veterans  Affairs  North  Texas  Health 
Care  System  (VANTHCS)  in  Dallas,  Texas 
is  actively  recruiting  fellowship-trained  radiologists 
with  an  interest  in  teachings,  research  and  excel- 
lent clinical  care.  We  are  looking  for  board  certi- 
fied fellowship-trained  subspecialists  in  muscu- 
loskeletal imaging,  thoracic  imaging  and  neuro- 
imaging. Our  VA  Medical  Center  is  affiliated  with 
the  University  of  Texas  Southwestern  Medical 
Center  (UTSWMC)  at  Dallas  and  our  Radiology 
Department  is  fully  integrated  with  the  Department 
of  Radiology  at  UTSWMC.  UTSWMC  is  a part  of  a 
large  and  dynamic  medical/educational  complex 
including  a school  of  medicine,  dentistry  and  allied 
health.  Faculty  rank  at  the  University  of  Texas 
Southwestern  Medical  School  will  be  based  on 
qualifications.  The  Radiology  Department  at  VAN- 
THCS recently  moved  into  a brand  new  $100  mil- 
lion dollar  Clinical  Addition.  Our  Radiology 
Department  is  a fully  digital  department  with  film- 
less radiology,  web  distribution  of  images  to  refer- 
ring physicians,  and  state-of-the-an  equipment.  A 
competitive  salary  with  benefits  is  offered. 
Candidates  should  submit  their  letter  of  intent  and 
a copy  of  their  curriculum  vitae  to:  Andre  J. 
Duerinckx,  M.D.-Ph.D.,  Chief  of  Radiology  Service 
(114),  VA  North  Texas  Health  Care  System,  4500  S. 
Lancaster  Road,  Dallas,  Texas  75216,  Phone:  (214) 
857-0185,  Fax:  (214)  857-0173,  VA  North  Texas 
Health  Care  System  is  an  Equal  Opportunity 
Employer. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  "Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  lyicColl,  Hi 

1|D1  Bm  Street.  2000  Thanksgiving  Tower 
DaJIas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Restraint  of  Trade  Litigation 
Peer  Review  Defense 
Licensure  Hearings 
Medicare  & Medicaid  Compliance 
Sale  & Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 
Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

'Not  certified  by  the  Board  of 
Legal  Specialization  by  choice. 
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DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


FOR  SALE  OR  LEASE 


111 

Rancho  No  Le  Hace 

• 22  minutes  south  ofTexas  Medical  Center 

iH 

• 288.63+  acres 

• 4 houses  with  swimming  pool 

• Lighted  tennis  court 

• Stables  and  barns 

• Stocked  fishing  lakes 

• Beautiful  live  oak  trees  with  water  running 

through  property 

o 

• All  furnishings  and  equipment  included 

■ ■ 

For  Information  call  M.  Bruce  Jester  (7 1 3)  626-2828 

Ik 

brucejester@henrysmiller.com 

I Equipment 

' For  Sale;  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 


Used  Echo  Machines  for  sale  (2);  HP  Sonos  500 
I with  Color  Doppler,  ATL  Interspect  XL  with  doppler 
(no  color).  Call  817-277-9107  for  information. 

I 

Office  Space 
Practices 

For  Sale  - Busy  general  practice  in  growing 
and  affluent  section  of  Fort  Worth,  TX.  High 
visibility,  close  to  hospitals.  Reply  to  Ad- 1221,  Texas 
Medicine,  401  W.  15th  Street,  Austin,  Texas  78701, 
or  assadiql@ipninet.com. 

For  Sale  -Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
I information,  fax  (281)  242-3397. 

For  Sale  - Ophthalmology  practice  in  Austin, 
Texas.  Fully  equipped  three  lanes,  rebuilt  office  and 
I adjacent  optical  shop.  Beautiful  facility  in  the 
northwest  corridor.  Superb  location  and  visibility. 
Excellent  established  clientele.  Major  hospitals  in 
vicinity.  Fax:  (512)  331-8839. 


General,  Occupational  & Urgent  Care  prac- 
tice: Established  20  years.  3600  sq.  ft.  Presently 
staffed  by  me  and  2 PT  MD’s.  Perfect  for  2 FT 
MD’s.  6 exam  rooms,  lab,  x-ray,  2 MD  offices,  2 
adm.  offices.  Open  7 days  a week.  I’m  retiring. 
Drennon  Stringer,  MD.  (972)  980-1010. 

Newly  finished  medical  space.  Approx  1300 
square  feet.  Plano,  TX.  Frontage  to  busy  street  cor- 
ner. Access  to  lab,  x-ray,  and  support  staff.  Contact 
Dr.  Steve  Rakkar  (972)  208-2900. 

Private  practice  for  sale. 

Exclusive  North  Dallas.  Twenty  years  established. 
General  medicine  and  varicose  veins.  Send 
responses  to  Ad-1219,  Texas  Medicine,  401  W.  15th 
Street,  Austin,  Texas  78701. 


EDUCATIONAL 

OPPORTUNITIES 


ULTRASOUND  EDUCATION 

Introduction  to  PV 

Dec.  1-2 

Vascular  Accreditation 

Nov.  4 

Emergency’  Medicine 

Sept.  7-9 

Nov.  16-18 

Advanced  Emergency  Medicine 

Nov.  3-4 

Abdominal  (5  Day) 

Sept.  11-15 

Oct.  16-20 

OB/GYN  (5  Day) 

Sept.  18-22 

Oct.  23-27 

Vascular  Ultrasound 

Oct.  2-6 

Echo/Cardiac  Doppler 

Nov.  6-13 

Endovaginal 

Dec.  8-9 

Family  Practice 

Oct.  12-14 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location; 
minimum  enrollment  required.  Call  (800)  239- 
1361  for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 

www.aheconline.com 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1 st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 
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TMA  Planner 


September  15-16,  2000 
TMA  Summit  2000: 

Advocacy,  Policy,  Professionalism 


February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  3-5,  2001 
Tex  Med  2001 

George  R.  Brown  Convention  Center 


Renaissance  Austin  Hotel 

Houston 

August  2000 

August  8 

El  Paso 

Cancer  Prevention  and  Control  in  West  Texas: 

What  Primary  Care  Physicians  Need  to  Know 

August  9 

Odessa 

Beginner  ICD/CPT  Coding 

August  9 

San  Antonio 

Employing  a Non-Physician  Practitioner 

August  10 

Fort  Worth 

Beginner  ICD/CPT  Coding 

August  10 

Tyler 

Employing  a Non-Physician  Practitioner 

August  16 

Austin 

Basics  of  PubMed  MEDLINE  Searching 

August  22 

Dallas 

Employing  a Non-Physician  Practitioner 

August  23 

El  Paso 

Employing  a Non-Physician  Practitioner 

August  25 

Houston 

Nicotine  Dependence  and  Its  Treatment 

August  28 

Lancaster 

Nicotine  Dependence  and  Its  Treatment 

August  29 

Fort  Worth 

Employing  a Non-Physician  Practitioner 

August  30 

Lubbock 

Employing  a Non-Physician  Practitioner 

September  2000 

September  6 

San  Antonio 

Medical  Records:  Release,  Retention,  and  Confidentiality 

September  6 

Houston 

Employing  a Non-Physician  Practitioner 
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Corpus  Christi 

Employing  a Non-Physician  Practitioner 
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McAllen 

Employing  a Non-Physician  Practitioner 

September  13 
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Medical  Records:  Release,  Retention,  and  Confidentiality 
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Employing  a Non-Physician  Practitioner 

September  14 
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Tyler 
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Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 
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The  fight  to  protect  your  professional  reputation 
is  a medical  emergency  few  physicians  are 
prepared  to  handle.  Increasing  medical 
liability  claims  frequency  and  severity  in  Texas 
are  raising  your  chances  of  a costly  court- 
room appearance  that  will  take  time  away 
from  your  patients  and  family. 


And  we  have  an  enviable,  long  term  track 
record  of  success  in  the  courtroom.  Skilled 
law  firms  and  TMLT  claim  professionals  guide 
you  personally  through  each  step  of  the  legal 
process,  Because  TMLT  is  Texas-based,  we 
know  the  Texas  legal  environment  and  Texas 
trial  venues.  This  is  an  advantage  out-of-state 
carriers  just  don't  have. 


An  experienced  ally  can  make  the  critical 
difference.  TMLT  has  closed  over  21,000 
claims  during  the  twenty  years  we  have  been 
defending  Texas  physicians. 


If  you  were  facing  a lawsuit,  wouldn't  you 
want  a TMLT  claim  professional  beside  you 
in  the  courtroom? 


Choose  the  best  defense 
Choose  TMLT. 


Texas  Medical  Liability  Trust  ‘Austin,  Texas  • 800*580*8658  * www.tmlt.org 


Scott  & White  Selected  As  One  Of  The  Nation’s 

>' 

Top  Hospitals 


Scott  & White  Memorial  Hospital  has  been  selected  as  one  of  the  year  2000  award 
winners,  according  to  the  100  Top  Hospital:  Cardiovascular  Benchmarks  for  Success  i 

study.  “We  are  honored  to  be  recognized  by  HCIA-Sachs  for  our  cardiovascular  service  1 
and  the  care  given  to  our  patients,”  said  Clint  Baisden,  M.D.,  director,  Division  of 
Cardiothoracic  Surgery. 

Scott  & White  is  one  of  only  two  teaching  hospitals  in  Texas  with  cardiovascular 
residency  programs  to  receive  the  award.  “This  public  recognition  reiterates  our  stead- 
fast vision  of  personalized,  comprehensive,  high-quality  health  care  and  our  dedication  > 
to  medical  education  and  research,”  said  Alfred  Knight,  M.D.,  president/CEO  of  Scott  | 

and  White  Memorial  Hospital/Foundation  and  Scott  & White  Health  Plan. 

V ** 

To  refer  a patient  please  contact  the  Scott  & White  Physician  Referral  Network  at 

800/792-3368 


Scott  & White  Memorial  Hospital  & Clinic 
2401  South  31st  Street,  Temple,  TX  76508 


Physician  Referral  Network  (800)  792-3368 
Appointments  (800)  792-3710 
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S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  ''hard  to  find''  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


Tes 


oflex 


TexasMedical 

Association 


1*888«234«1234 


Exclusively  forTMAIT  Members  and  their  families 


What  if  the  money 
you’ve  saved—for  the 
retirement  of  your  dreams.. 
ends  up  in  a nursing  home? 


Protect  yourself  and  your  family  with  the 
TMAIT  Long-Term  Care  Plan.  The  Plan’s 
care-at"home  option  includes  a broad  range 
of  benefits  that  can  keep  you  out  of  a nursing 
home,  allowing  you  to  retain  your  dignity, 
your  independence,  and  your  assets! 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


For  additional  information  call: 

1-800-880-8181,  Dept.  22A 

or  email  us:  jprescott@tmait.org 


Cover  Story 

Physician  negotiations 

It’s  been  a year  since  the  physician  negotiation  law  passed  by  the  Texas  Legis- 
lature took  effect.  The  idea  was  to  give  physicians  some  protection  from  federal 
antitrust  laws  in  negotiating  contracts  with  health  plans.  No  one  has  used  it  yet 
and  there’s  a serious  question  as  to  whether  anyone  will.  Nonetheless,  the 
Texas  Medical  Association  is  providing  members  with  information  about  the 
process  and  standing  by  to  help  any  physician  group  that  wants  to  pursue  joint 
negotiations. 

By  Walt  Borges 


Cover  Illustration  by  Michael  Hogue 


Departments 


Texas  Medicine 


Rounds  14 

Approaching  the  Summit  • Seeking  IMGs  • Tech’s  first  dean  • Profiling  physi- 
cians • In  Case  You  Missed  It  • HMO  fat  cats  • Genes  online  • Spending  the  to- 
bacco money  • Kids  and  exercise  • The  Healing  Touch 


Editor’s  Note 

6 

Texas  Physicians'  Directory 

60 

From  Your  President 

9 

Classified  Directory 

63 

People 

11 

TMA  Planner 

68 

Information  for  Authors 

58 

The  Journal 

53 

Differential  diagnosis  and  management  54 

of  an  infant  presenting  in  shock  with  a history 
of  sickle  cell  anemia  and  a recent  fall 

By  Ginger  W.  Wilhelm,  MD;  Mark  Mehaffey,  MD 


Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 

ing  dialogue  and  understanding  within  the 

membership  of  theTexas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  theTexas  Medical  Association. 
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1 Public  Health 

Certifying  death  27 

Of  all  the  paperwork  physicians  have  to  complete  about  their  patients,  the  last  one 
|—  the  death  certificate  — may  be  the  most  perplexing,  especially  when  the  cause 
of  death  is  not  readily  apparent.  Physicians’  concerns  have  prompted  TMA  to  ask 
i:he  state  health  department  to  give  doctors  a little  more  leeway  in  listing  a pa- 
dent’s  cause  of  death  on  the  certificate. 

By  Johanna  Franke 


Science 

Decoding  the  genome  40 

This  summer’s  announcement  that  researchers  had  completed  the  sequencing  of 
the  human  genome  was  hailed  as  one  of  the  major  accomplishments  in  the  history 
of  medicine.  It  was  an  international  undertaking,  but  scientists  at  the  Baylor  Col- 
lege of  Medicine-Human  Genome  Sequencing  Center  in  Houston  played  an  im- 
portant role  in  the  project.  Other  Texas  institutions  were  involved  as  well. 

By  Johanna  Franke 


Legislative  Affairs 

The  politics  of  health  48 

! November’s  presidential  election  is  almost  upon  us,  and  health  care  is  playing  a 
I major  role  in  the  campaigns  of  Republican  Gov  George  W.  Bush  and  Democratic 
I Vice  President  Al  Gore.  That’s  because  all  the  polls  show  that  reforming  Medicare, 
I Social  Security,  and  the  nation’s  health  care  system  is  high  on  voters’  agenda. 

By  Ken  Ortolon 
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The  Big  Picture 

Carhenge,  near  Alliance,  Neb,  by  Kenneth  Vogtsberger,  MD,  Fort  Worth 

If  you  would  like  to  submit  a photograph  forThe  Big  Picture,  please  send  it  to  Larry  BeSaw,  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 


Texas  Medical  Association 
(800)  880-1300 

Publisher:  Texas  Medical  Association 

Board  of  Trustees 

Frederick  L.  Merian,  MD.  Victoria,  Chair 

Ladon  W.  Homer,  MD,  Fort  Worth.  Vice  Chair 

C.  Bruce  Malone  111.  MD,  Austin,  Secretary 

Bohn  D.  Allen,  MD,  Arlington 

Charles  W.  Bailey,  Jr,  MD.  Houston 

Robert  L.  Donald,  MD,  Houston 

Dennis  J.  Factor.  MD.  Dallas 

William  W.  Hinchey,  MD,  San  Antonio 

Lyle  S.  Thorstenson,  MD,  Nacogdoches 

J.  James  Rohack,  MD,  Temple,  President 

Tom  B.  Hancher,  MD,  Columbus.  President-Elect 

Alan  C.  Baum.  MD,  Houston,  Past  President 

Priscilla  Ray,  MD,  Houston,  Secretary/Treasurer 

Susan  Rudd  Wynn.  MD,  Fort  Worth, 

Speaker  of  the  House 
William  H.  Fleming  111,  MD.  Houston, 

Vice  Speaker  of  the  House 


Executive  Vice  President 

Louis  J.  Goodman,  PhD.  Austin 

Division  of  Communication 

Steve  Levine,  Director 

Editorial  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 
Larry  BeSaw.  Editor 
Shari  Henson,  Managing  Editor 
Walt  Borges,  Associate  Editor 
Johanna  Franke,  Associafc  Editor 
Ken  Ortolon,  Associate  Editor 
Lynn  M.  Alperin,  Clinical  Articles  Editor 
Jennifer  Ownby,  Editorial  Assistant 
Doris  White-Hudson,  Editorial  Assistant 

Advertising  Staff 

Paul  Hardin,  Sales  Manager 
401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1393 


Design  and  Art  Direction 

fd2s,  Austin 

Editorial  Committee 

John  C.  Jennings,  MD,  Amarillo,  Chair,  (806)  354-5502 
Dolores  Carruth.  MD,  Irving,  (972)  252-5808 
John  J.  Costanzi,  MD,  Austin,  (512)  343-2103 
Kenneth  G.  Davis.  MD,  Conroe,  (409)  760-8558 
Burton  C.  Einspruch,  MD,  Dallas,  (214)  369-1636 
Carolyn  A.  Evans,  MD,  Plano,  (972)  566-7137 
Col  Joseph  C.  Farmer,  MD,  Lackland  AFB, 

(210)  292-3440 

John  R.  Pertigrove,  MD.  Corpus  Christi,  (512)  696-6163 
Maurice  G.  Syrquin,  MD,  Dallas,  (214)  521-1153 
David  Vanderpool,  MD,  Dallas,  (214)  823-2650 
Surendra  K.  Varma,  MD,  Lubbock,  (806)  743-7337 
Richard  Viken,  MD,  lyier,  (903)  877-7204 

Texas  Medicine  (ISSN  0040-4470) 
is  published  monthly  by  the  Texas  Medical 
Association,  401  W 15th  St,  Austin  78701. 

Copyright  © 2000  Texas  Medical  Association. 

Owned  and  issued  monthly  by  the  association. 


Subscriptions 

401  W 15th  St,  Austin  78701  c/o  Finance  Office 
Subscription  rates  are:  Members,  $20  per  year; 
nonmembers  and  institutions,  $40  per  year;  foreign, 

$48  US  currency;  single  copy,  $4  plus  $0.32  sales  tax. 
The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 
Publication  of  an  advertisement  is  not  to  be  considered 
an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 
Periodicals  Postage  Paid  at  Austin,  TX, 
and  additional  mailing  offices. 

Postmaster: 

Send  address  changes  to  Texas  Medicine, 

401  W 15th  St,  Austin  78701. 


4 


Texas  Medicine  * September  2000 


www.texmed.ort 


mileage 


If  you  are  currently  over  mileage  limits  you 
don’t  have  to  pay  the  penalty.  Trade  your 
vehicle  in  to  us  - we’ll  make  up  the  difference. 


wear  & tear 


repairs 


There  is  no  need  to  be  alarmed  by  normal  wear 
and  tear.  We  can  get  the  maximum  value  for 
your  vehicle. 

You  don’t  need  to  spend  the  cost  for  repair  of 
the  vehicle  you’re  trading  in.  We  can  do 
repairs  on  the  vehicle  at  a fraction  of  the  cost 
that  you  would  have  to  pay. 


different 

lease 


We  can  make  a Tailor-Made  Lease  for  you. 
Long  term,  short  term,  high  mileage,  low 
mileage...your  options  are  virtually  endless. 


You  work  all  day  every  day. 


Looks  Like  You're  Ready  for  Hassle 
Free  Shopping  by  Phone 


Not  interested  in  wasting 
the  next  4 hours  of  your  life 
at  a car  dealership?  Lucky 
for  you,  we  can  get  you  any 
make,  any  model,  any  time. 
In  most  cases  the  next  day. 
WeMI  even  deliver  your  new 
car  or  truck  to  your  front 
door. 


Proud  to  be  one  of  the  largest 
auto  groups  in  the  U.S. 


A Van  Tuyl  Company 


CALL  TOLL  FREE 

800-988-0994 

OR 

972-994-0994 

713-333-7777 


Quperior==. 

~ of  Texas  ” 

WWW. superiorLeasing. com 

© 2000  Superior  Leasing 


We  free  you  from  the  paperwork  you  hate  and 
give  you  time  to  do  what  you  love-Medicine.How? 
By  handling  your  human  resource  administration. 

We  manage  payroll,  design  employee  health  and 
benefits,  file  taxes,  workers’  comp  and  resolve  claims, 
furnish  unemployment  insurance  and  recruitment. 


Let  us  show  you  how  to  improve  efficiency  and 
cut  HR  costs. 

For  a free  evaluation  and  copies  of  our  booklets 
on  Answers  to  the  most  frequently  asked  HR 
questions,  how  to  conduct  a personnel  Interview 
and  how  to  pick  a TO,  call  800.758.4504. 


trendsetter® 

we  love  paperwork 

Trendsetter  Staffing, 3000  Richmond, Suite  I20, Houston, TX  77098,  Phone:  713.640. 1600, Pax:  713.522.6616, wwwlrendstaff.com. 
Offices  Houston. Dallas,Allanla.Tampa,.Vfember  of  NAPEO.BBB  and  the  human  race. 


Clinic  Pro  Medical  Software 
$5,995 

including  medical  records 


We  have  a motto  around  our  office; 

“If  you  don ’t  have  good  support,  you  don 't  have 
good  software/’ 

• When  you  call  our  support  line,  a real  person  answers  the 
phone.  No  voice  mail,  no  answering  machines,  no  waiting  for 
someone  to  get  back  with  you. 

• We  are  available  online  24  hours  per  day. 

• We  talk  you  through  electronic  claims  testing  and  make  sure 
your  claims  go  through  without  errors. 

• You  receive  FREE  upgrades  as  part  of  your  annual  support 
fee. 


• With  your  software  purchase,  you  receive  90  days  tollfree 
telephone  support. 

Good  software,  good  support  — what  more  do  you  need? 


For  a FREE  CD  Demo: 

(800)  351-2776 

Web  site:  http://wvvw.clinicpro.com 


Editor’s 

Note 


Normally,  an  editor’s  note  is  about 
what’s  in  the  issue  you  are  about 
to  read.  But  I’d  like  to  talk  about 
what’s  coming  in  October.  It  will 
be  informative,  and  you’ll  be 
able  to  earn  continuing  medical  educa- 
tion (CME)  credit  simply  by  reading  it. 

October’s  Texas  Medicine  will  be  one 
of  our  special  symposium  issues  — an 
entire  issue  devoted  to  one  subject.  In 
this  case,  the  subject  — quality  — 
probably  could  fill  a library,  but  we’ll 
try  to  confine  the  discussion  to  a little 
bit  less  than  that. 

Coordinated  by  Guest  Editor  Josie 
Williams,  MD,  of  Austin,  October’s  issue 
will  feature  articles  written  by  physi- 
cians and  other  experts  on  quality,  out- 
comes measurement,  and  patient  safety. 

And  you’ll  be  able  to  earn  2 hours  of 
CME  credit  by  reading  the  articles,  then 
filling  out  an  evaluation  form  and  re- 
turning it  to  Texas  Medicine.  You’ll  re- 
ceive a certificate  documenting  that 
you  have  earned  the  hours.  Texas  Med- 
icine is  the  only  state  medical  society 
journal  to  offer  CME  credit  by  reading 
the  magazine. 

Besides  Dr  Williams,  I’d  like  to  thank 
John  Jennings,  MD,  chair  of  the  Texas 
Medicine  Editorial  Committee,  and 
committee  members  Gordon  Green, 
MD,  and  David  Vanderpool,  MD,  for 
their  help  in  putting  the  issue  together. 

At  its  last  meeting,  the  Editorial 
Gommittee  voted  to  publish  two  sym- 
posium issues  a year,  in  February  and 
August.  Some  of  the  upcoming  sym- 
posia topics  include  cancer  and  what 
primary  care  physicians  need  to  know 
about  it,  end-of-life  care,  violence,  and 
technology’s  impact  on  medicine. 


Larry  BeSaw 

Editor 


6 


Texas  Medicine  ir  September  2000 


www.texmed.org 


MILLIONS 
HAVE  ALREADY 
DISCOVERED 


(CELECOXIB  CAPSULES) 


lOOmg 
200  mg 


Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
and  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity 
to  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
urticaria,  or  allergic-type  reactions  after  taking  aspirin 
or  other  NSAIDs. 

Serious  Gl  toxicity  can  occur  with  or  without 
warning  symptoms  in  patients  treated 
with  NSAIDs. 


*IMS  America.  National  Prescription 
Audit.  July,  1999. 

Please  see  brief  summary 
of  prescribing  information 
on  the  adjacent  page. 


f©  1999  Searle 

SBimL£ 


OA:  the  convenience  of  qd...the  option  of  bid 

RA:  the  flexibility  of  100  mg  to  200  mg  bid 

OA 

200  mg  qd  OR  1 00  mg  bid 

RA 

(adult) 

1 00  mg  bid  TO  200  mg  bid 

Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY-CELEBREX™  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA.  and  of  RA  in  adults. 

CONTRAINDICATIONS 

CELEBREX  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects— Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore. physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  {see  CLINICAL 
STUDIES  — Special  Studies  in  the  complete  prescribing  information),  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  {most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 {0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as;  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma ).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease:  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects;  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs.  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, CELEBREX  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests;  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6-  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics— Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents,  ' 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo.24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
1 1-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24)- 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  >150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24).  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  Celebrex,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  in  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
{N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0. 1-1.9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  (Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>  97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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From  Your 
President 


Death,  democracy,  and  dollars 


. By  Jim  Rohack,  MD,  TMA  president 

The  maturation  of  the  profession  of 
medicine  in  the  area  of  science 
was  the  result  of  accurate  obser- 
vation and  recording  of  the 
processes  of  living.  The  autopsy 
proved  to  be  key  in  documenting  what 
resulted  when  the  normal  milieu  became 
unbalanced  and  death  resulted.  The 
death  certificate  has  become  a key  tool 
to  provide  information  of  prevalence  of 
disease  to  focus  prevention  efforts. 

But  autopsies  have  become  more  in- 
1,  frequent  for  many  reasons,  including  lit- 
igation, the  lack  of  reimbursement,  and 
fears  of  unexpected  results.  Many  times, 
the  physician  is  left  with  a best  guess, 
knowing  the  ultimate  cause  of  death  is 
the  body’s  inability  to  produce  ATP. 

Our  House  of  Delegates  discussed 
' the  accurate  completion  of  death  certifi- 
cates during  TexMed  2000  in  May.  Asso- 
ciate Editor  Johanna  Franke’s  article  on 
death  certificates  highlights  the  issues 
preventing  physicians  from  document- 
ing that  death  is  due  to  “natural  causes.” 

By  the  time  you  read  the  article  by 
Associate  Editor  Ken  Ortolon  on  the 
presidential  candidates’  positions  on 
health  care  issues,  the  media  overload 
will  be  in  full  swing. 

One  key  issue  for  medicine  will  be 
Medicare  and  its  future  funding.  The  av- 
erage life  expectancy  has  steadily  in- 
creased since  the  inception  of  Medicare  in 
1965,  from  68  to  78  years.  And  the 
knowledge  that  baby  boomers  are  getting 
ready  to  qualify  within  the  next  15  years 


calls  into  question  the  sustainability  of  the 
intergenerational  transfer  of  funds  under 
which  current  workers  ftind  the  program. 

With  visions  of  elderly  voters 
pounding  the  car  of  then-House  Ways 
and  Means  Committee  Chair  Dan  Ros- 
tenkowski  and  demanding  the  repeal  of 
catastrophic  coverage  and  the  broad 
support  for  Medicare  to  pay  for  outpa- 
tient drugs,  it  is  clear  that  democracy 
can  work.  But  I am  reminded  of  an 
apercu  written  by  Professor  Alexander 
Tytler  in  1770: 

A democracy  cannot  exist  as  a per- 
manent form  of  government.  It  can 
only  exist  until  the  voters  discover 
that  they  can  vote  themselves  from 
the  largesse  of  the  public  treasury. 
From  that  moment  on,  the  majority 
always  votes  for  the  candidates 
promising  them  the  most  benefits 
from  the  public  treasury,  with  the  re- 
sult that  a democracy  always  col- 
lapses over  loose  fiscal  policy, 
always  followed  by  a dictatorship. 
These  nations  have  progressed 
though  this  sequence: 

From  bondage  to  spiritual  faith; 

From  spiritual  faith  to  great 

courage; 

From  courage  to  liberty; 

From  liberty  to  abundance; 

From  abundance  to  selfishness; 

From  selfishness  to  complacency; 

From  complacency  to  apathy; 

From  apathy  to  dependence; 

From  dependence  back  again 

into  bondage. 

We  must  always  be  mindful  of  those 
external  forces  at  play  that  will  influ- 
ence our  profession  and  of  the  need  for 
a strong  membership  in  our  Texas  Med- 
ical Association  to  be  able  to  preserve 
and  protect  the  many  we  serve. 


Discount  Medical 
Supercenter 

HCFA  1500  (2500  qty/frt  pd)  $47/ctn 

SOFTWARE 

Smart  Claimsfprint  HCFAs) $79.00 

Tracks  History  and  Resubmits 

Time  Clock  (employee  time) $ 39.00 

Medical  Billing  Software $985.00 

Complete  system-Print  HCFAs/File  Electronic, 
collections. etc.  Coast  to  Coast  Since  1988 

Best  Software  Value  On  The  Market 

Call  for  a complete  working 
Demo  with  manual. 

A L L - M E D Services 

209  West  Alfred  Street 
Tavares,  FL  32778 

Phone  1-800-858-5768 
Fax  1-800-759-0599 
www.all-med.net 


Sharing  the  Curing 

TMA  PUBLIC  HEALTH  & SCIENCE  WORKING  FOR  YOU 

Learn  more  about  your 
Association’s  public  health 
and  scientific  resources. 

■ Clinical  Education 

■ Patient  Advocacy 

■ Policy  Development 

■ Legislative  and 
Regulatory 
Representation 

See  www.texmed.org 
or  call  (800)  880-1300 
ext.  1403. 
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Newsmakers 


Dallas  hospitalist  Ronald  Angus,  MD, 
has  been  elected  president-elect  of  the 
National  Association  of  Inpatient  Physi- 
cians. He  will  assume  the  presidency  in 
April  2001. 

Orthopedic  surgeon  Mark  R.  Brinker, 
MD,  of  Houston,  has  been  inducted 
into  the  American  Orthopaedic  Associ- 
ation. Dr  Brinker  was  one  of  85  sur- 
geons in  the  nation  inducted. 

S.  Ward  Casscells  III,  MD,  of  Houston, 
has  been  elected  to  the  Board  of  Direc- 
tors of  the  Association  of  Professors  of 
Cardiology. 

Ronald  Crossno,  MD,  of  Rockdale,  is  the 
new  president  of  the  Texas  Academy  of 
Palliative  Medicine.  He  took  office  at 
TexMed  2000. 

Four  Baylor  College  of  Medicine  faculty 
members  have  received  the  school’s  Bar- 
bara and  Corbin  J.  Robertson  Jr  Presi- 
dential Award  for  Excellence  in 
Teaching.  They  are  J.  Clay  Goodman, 
MD;  Martin  I.  Lorin,  MD;  Garrett  R.  Lynch, 
MD;  and  Temple  Williams,  MD. 

Larry  Herrera,  MD,  a pediatric  subspecialist 
at  Scott  & White  Hospital  in  Temple,  has 
been  appointed  to  the  Texas  Cancer  Coun- 


cil by  Gov  George  W.  Bush.  The  cancer 
council  promotes  cancer  prevention,  early 
diagnosis,  treatment,  and  awareness. 

M.  David  Low,  MD,  has  announced  his 
resignation  as  president  of  The  Univer- 
sity of  Texas-Houston  Health  Science 
Center.  He  cited  health  and  family  con- 
cerns. A date  for  the  resignation  to  take 
effect  has  not  been  set. 

C.  Venkata  S.  Ram,  MD,  of  Dallas,  has 
been  inducted  as  a Master  of  the  Amer- 
ican College  of  Physicians.  Dr  Ram,  a 
hypertension  specialist,  was  cited  for 
his  “outstanding  contributions  to  the 
medical  field  and  for  excellence  in  the 
practice  of  medicine.” 

Corpus  Christi  plastic  surgeon  Chili 
Robinson,  MD,  who  has  volunteered  his 
services  to  more  than  200  patients  in 
Central  America  and  the  Ukraine  over 
the  past  10  years,  received  a national 
Jefferson  Award  in  June. 

Bill  V.  Way,  DO,  of  Duncanville,  is  the 
new  president  of  the  Texas  Osteopathic 
Medical  Association  (TOMA).  He  took 
office  at  TOMA’s  101st  annual  conven- 
tion in  Corpus  Christi  in  June,  during 
which  Bruce  A.  Levy,  MD,  JD,  former 
executive  director  of  the  Texas  State 
Board  of  Medical  Examiners,  received 
the  association’s  Public  Service  Award. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1629;  e-mail  larry  b(@texmed.org. 


Ronald  Angus,  MD  S.  Ward  Casscells  III,  MD 


C.  Venkata  S.  Ram,  MD  Bill  V.  Way,  DO 


Deaths 


David  T.  Bailey,  MD,  54;  Abilene;  The 
University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio  School  of  Medicine, 
1972;  died  June  7,  2000. 

Stanton  J.  Barron,  MD,  73;  Abilene; 
Baylor  College  of  Medicine,  1949;  died 
June  23,  2000. 

Lynn  A.  Bernard,  MD,  80;  Houston;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1944;  died  June  18,  2000. 

Alan  N.  Breck,  MD,  57;  Alvin;  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  1967;  died  March  16,  2000. 
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Acanthosis  Nigricans 

Acanthosis  nigricans  is  a skin  marker  that  results  from  hyperinsulinemia,  a condition 
where  higher  than  normal  insulin  concentrations  remain  in  the  bloodstream. 

Hyperinsulinemia  is  a compensatory  result  of  insulin-resistance,  which  creates  a 
potential  risk  for  the  development  of  Type  2 diabetes.  Acanthosis  nigricans  usually 
manifests  itself  on  the  nape  of  the  neck,  but  can  also  appear  on  the  knuckles,  elbows, 
axillae,  knees,  abdomen,  thighs  and  soles  of  the  feet. 

Photo  courtesy  of  Dr.  Charles  Stuart 

Scientists  have  also  found  that  having  high  insulin  levels  over  long  periods  of  time  can  increase  the  risk  of  cardiovascular 
problems,  hypertension,  elevated  lipids,  as  well  as  obesity.  In  females,  high  insulin  levels  may  increase  the  risk  of 
developing  Polycystic  Ovarian  Syndrome  which  is  characterized  by  amenorrhea  (irregular  menstrual  cycles),  hirsutism 
(extreme  facial  hair),  severe  acne,  enlarged  ovaries,  obesity,  and  insulin-resistance. 


In-Depth  Medical  Assessment  oe 
Conditions  Related  to  Obesity 

The  following  table  provides  a listing  of  medical  findings 
related  to  obesity  paired  with  their  potential  conditions. 

In-  Depth  Medical  Assessment  oe  Conditions  Related  to  Obesity 
Findings  Potential  Conditions 

Physical  Examination 

frigrirans  Type  2 diabetes,  insulin  resistance 

Source:  Barlow,  SE,  Dietz,  WH.  Obesity  Evaluation  and  Treatment: 

Expert  Committee  Recommendations.  Pediatrics.  1998;  102  (3):  e29. 

Fasting  Plasma  Insulin 

Fasting  insulin  has  been  determined  as  a valid  measurement  of 
insulin  resistance.  The  normal  range  for  fasting  plasma  insulin 
is  2 to  1 2 uU/mL. 

Fasting  Plasma  Insulin 

Normal  Range;  2-12  uU/mL 

Source:  Stuart,  CA,  Gilkison,  CR,  Keenan,  BS,  Nagamani,  M.  Hyperinsulinemia 
and  Acanthosis  Nigricans  in  African  Americans.  Journal  of  the  National  Medical 
Association.  1997;89(8):  523-527. 

Therapeutic  Action 

There  are  no  current  pharmacological  interventions  available 
for  acanthosis  nigricans.  However,  studies  have  shown  that 
weight  management  and  exercise  can  decrease  fasting  plasma 
insulin  concentrations.  As  a result,  risks  associated  with  insulin 
resistance  tend  to  decrease  and  acanthosis  nigricans  markers 
tend  to  fade. 

Therapeutic  action  for  the  child  should  include: 

. weight  management 
• exercise 


CPT  Codes 

The  following  codes  are  provided  to  facilitate  the 
classification  of  acanthosis  nigricans  and  other  obesity- 
related  conditions: 

• 701.2  Acquired  Acanthosis  Nigricans 

• 251.1  Hyperinsulinemia/insulin  resistance 

• 790.2  Nonclinical  diabetes 

• 783.1  Abnormal  weight  gain 

• 401.9  Hypertension 

• 272.2  Mixed  Hyperlipidemia 

• 272.1  Hypertriglyceridemia 

• 626.0  Irregular  menstrual  cycle 

• 611.1  Gynecomastia 

• 278.8  Obstructive  sleep  apnea 

• 794.6  Abnormal  endocrine  function  test 


Nutritional  Counseling 

If  weight  management  is  recommended,  it  is  also 
advised  that  nutritional  counseling  be  included  for  the 
child.  Under  CPT  code  701 .2  "Acquired  Acanthosis 
Nigricans",  dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child. 

Dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child  and 
family  under  CPT  code  701.2 
"Acquired  Acanthosis  Nigricans". 


If  you  want  the  latest  information 
on  managed  care,  antitrust,  and 
patient  safety  issues,  plus  a dose 
of  politics  before  the  November 
elections,  then  make  sure  you’re 
at  the  Renaissance  Austin  Hotel 
September  15-16  for  TMA  Sum- 
mit 2000:  Advocacy,  Policy,  Pro- 
fessionalism. The  summit  is  the  first 
combined  TMA  Fall  Conference  and 
House  of  Delegates  interim  session. 


Randolph  Smoak,  MD 


Summit  activities  begin  at  6:30  am 
Friday  with  a “dawn  duster”  session  on 
managed  care  and  antitrust  legal  is- 
sues. It  will  be  moderated  by  TMA  Gen- 
eral Counsel  Donald  P.  Wilcox,  JD,  and 
will  feature  George  Parker  Young,  JD, 
of  Fort  Worth,  and  Asst  Atty  Gen  Mark 
Tobey,  chief  in  the  antitrust  section  of 
the  Texas  Attorney  General’s  Office 
Gonsumer  Practices  Division. 

The  opening  session  of  the  TMA 


Nancy  W.  Dickey,  MD 


House  of  Delegates  begins  at  8 am.  Ref- 
erence committees  will  meet  when  the 
House  recesses. 

A luncheon  — hosted  by  the  Texas 
Medical  Liability  Trust  — is  scheduled  for 
noon  and  will  include  a presentation  by 
Stephen  J.  Harvill,  of  Creative  Ventures  in 
Dallas.  He  will  discuss  ways  physicians 
can  recognize  and  cope  with  the  chaos 
caused  by  changes  in  health  care. 

The  luncheon  will  be  followed  by 


Steve  H.  Murdock,  PhD 
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El  Paso  internist  Abraham  Verghese,  MD,  left,  best-selling  author  of  My  Own  Country  and  The  Tennis  Partner,  vis- 
its with  Malathi  Koli,  MD,  and  her  husband,  Vijay  Koli,  MD,  of  San  Antonio,  at  the  IMG  Section’s  May  2000  meeting. 
Dr  Verghese  was  the  meeting's  keynote  speaker. 


The  Texas  Medical  Association  In- 
surance Trust  will  host  a reception  from 
5:15  to  6:30  pm  on  Friday. 

Saturday’s  activities  begin  with 
county  medical  society  and  district  cau- 
cuses from  6:30  to  8:45  am,  followed 
by  the  meeting  of  the  House  of  Dele- 
gates at  9 am.  Delegates  will  act  on  rec- 
ommendations from  the  reference 
committees. 

A box  lunch  will  begin  when  the 
House  adjourns  and  will  close  out  con- 
ference activities.  Speakers  will  be  Paul 
Burka,  executive  editor  of  Texas 
Monthly  magazine,  and  Harvey  Kron- 
berg,  political  analyst  and  editor  and 
publisher  of  Harvey  Kronberg’s  Quo- 
rum Report.  They  will  give  a state-of- 
the-state  political  report  and  an 
election  preview. 

The  conference  program  is  approved 
for  up  to  5.5  hours  of  continuing  med- 
ical education  credit.  There  is  no 
charge  for  TMA  members  and  guests. 
The  cost  for  nonmembers  is  $200. 

For  more  information,  call  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
e-mail  amy_e@texmed.org;  or  visit  the 
TMA  Web  site  at  www.texmed.org.  ★ 

Texas  Medicine  Rounds 


TMA  IMG  Section 
seeks  participants 


International  medical  graduates 
(IMGs)  are  invited  to  participate  in 
the  TMA  IMG  Section,  devoted  to 
the  unique  issues  and  concerns  of 
all  IMG  physicians.  The  section 
meets  twice  a year  in  conjunction  with 
the  TMA  House  of  Delegates. 

The  section  was  formed  to  give 
IMGs  representation  within  TMA,  to 
promote  TMA  membership  growth, 
and  to  help  develop  information  and 
educational  activities  on  topics  of  inter- 
est to  IMGs.  Physicians  who  graduated 
from  a foreign  medical  school  and  who 
are  TMA  members  are  automatically 
members  of  the  section,  which  is  gov- 
erned by  an  eight-member  council. 

The  fall  IMG  Section  business  meet- 
ing will  be  from  3 to  4 pm  on  Saturday, 
September  16,  in  the  Wedgewood 
Room  of  the  Renaissance  Austin  Hotel 
during  TMA  Summit  2000. 

For  more  information,  contact 
Kristina  Campbell  at  (800)  880-1300, 
ext  1427,  or  (512)  370-1427;  or  e-mail 
kristina_c@texmed.org.  ★ 
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Mariah  Scott 
Tel  800.880.1300 


the  conference’s  general  session  from  2 

to  5 pm.  Speakers  will  include: 

• TMA  President  Jim  Rohack,  MD. 

• American  Medical  Association  Presi- 
dent Randolph  Smoak,  MD.  1 le  will 
give  an  overview  of  significant 
health  issues  and  AMA’s  leadership 
role  in  representing  physicians  and 
patients. 

• Former  AMA  President  Nancy  W. 
Dickey,  MD,  acting  dean  of  the  Col- 
lege of  Medicine  at  Texas  A&M  Uni- 
versity System  Health  Science 
Center  and  program  director  of  the 
Family  Practice  Residency  Program 
of  the  Brazos  Valley.  A founding 
member  and  past  chair  of  the  Na- 
tional Patient  Safety  Foundation,  Dr 
Dickey  will  discuss  improving  med- 
ical outcomes  and  reducing  errors. 

• Steve  H.  Murdock,  PhD,  chief  de- 
mographer for  the  Texas  State  Data 
Center  and  director  of  the  Center  for 
Demographic  and  Socioeconomic 
Research  and  Education  at  Texas 
A&M  University.  He  will  discuss 
Texas  population  trends  and  demo- 
graphics and  how  they  will  affect  fu- 
ture health  care  needs. 

• Mariah  Scott,  general  manager  of 
Internet  Authentication  Services  in 
the  Internet  Health  Division  of  the 
Intel  Corporation.  She  will  discuss 
technology’s  impact  on  how  physi- 
cians practice  medicine. 


Jowdy  Photography 


PROFILE  JOHN  A.  BUESSELER,  MD 


Texas  Tech  honors  its  founding  dean 


Texas  Tech  University  Health  Sciences  Center  has 
named  John  A.  Buesseler,  MD,  the  school’s  first 
dean  and  vice  president,  as  founding  dean  and 
vice  president  for  health  affairs  and  health  sci- 
ences emeritus.  He  was  cited  by  David  R.  Smith, 
MD,  health  sciences  center  president,  and  Texas 
Tech  Chancellor  John  Montford  for  his  “distin- 
guished and  faithful  service,  visionary  leader- 
ship, and  standards  of  academic  and  clinical  excellence.” 

Dr  Buesseler,  who  became  dean  of  the  school  in  1970, 
has  had  an  eventful  and  colorful  career  in  military,  private, 
and  academic  medicine.  Besides  academic  posts  at  Texas 
Tech  and  the  University  of  Missouri,  he  has  been  a World 
War  II  battlefield  surgeon,  a practicing  ophthalmologist,  an 
adviser  to  NASA  on  life  support  and  safety  requirements 
and  Earth  and  space-based  experiments  for  the  Orbiting 
Research  Laboratory,  and  a flight  surgeon  in  Vietnam. 


A graduate  of  the  University  of  Wisconsin  in  1941  and 
its  medical  school’s  accelerated  wartime  program  in  Sep- 
tember 1944,  Dr  Buesseler  served  a 9-month  rotating  in- 
ternship at  Cleveland  City  Hospital  before  joining  the 
Army  Medical  Corps  in  1944,  serving  in  Europe  as  a bat- 
talion surgeon  and  a regimental  surgeon. 

After  leaving  the  Army  in  1947,  he  attended  the  Har- 
vard Graduate  School  of  Medicine  in  Ophthalmology  and 
completed  a residency  at  the  Hospital  of  the  University  of 
Pennsylvania.  “The  flood  of  young  physician  veterans  re- 
turning from  the  war  created  a glut  of  applicants  for  res- 
idencies, and  the  hospital  — with  200  applicants  for  two 
positions  — paid  the  residents  nothing.  I had  to  sell  my 
blood  and  join  the  Pennsylvania  Air  National  Guard  to 
survive,”  he  said. 

When  the  Korean  War  began,  his  National  Guard  unit 
was  activated  and  Dr  Buesseler  commanded  the  111th 
Bombardment  Wing  Medical  Group  at  a base  near 


Spokane,  Wash.  After  the  war  ended  in  1953,  he  spent  6 
years  in  private  practice  in  Madison,  Wis,  until  the  Uni- 
versity of  Missouri  School  of  Medicine  selected  him  to  be 
the  founding  chief  of  ophthalmology  at  its  new  medical 
school  in  Columbia,  Mo. 

While  at  Missouri,  Dr  Buesseler  was  recommissioned  as 
a colonel  and  became  commander  of  a reserve  hospital  at 
the  Army  Reserve  Armory  in  Columbia.  Having  wanted  to 
be  a paratrooper  since  World  War  II,  he  managed  in  1965 
to  get  a waiver  for  being  10  years  over  the  maximum  al- 
lowed age  of  35  and  successfully  completed  jump  school. 
“The  price  was  one  fractured  rib,  with  associated  hemor- 
rahagic  pleurisy,  and  three  costochondral  separations,”  he 
said.  He  also  became  a fully  qualified  Army  flight  surgeon 
and  a Special  Forces  (Green  Beret)  officer. 

In  1970,  Dr  Buesseler  left  Missouri,  where  he  was  ex- 
ecutive director  of  Kansas  City  General  Hospital  and  Med- 
ical Center  and  assisted  its  development  as 
the  primary  teaching  hospital  for  the  new 
University  of  Missouri  at  Kansas  City  School 
of  Medicine,  to  join  Texas  Tech.  During  the 
transition,  he  received  Department  of  De- 
fense authorization  for  a 3-month  active  mil- 
itary duty  tour  in  South  Vietnam  as  part  of  his 
research  for  his  PhD  dissertation  on  the  orga- 
nizational aspects  of  aeromedical  evacuation. 

At  age  50,  Dr  Buesseler  was  a flight  sur- 
geon on  more  than  200  helicopter  ambulance 
combat  service  support  sorties  to  rescue  sick 
and  wounded  soldiers  and  civilians.  About 
80%  of  those  flights  required  using  a “jungle 
penetrator,”  onto  which  the  patient  was  strapped  and 
hoisted  into  the  hovering  helicopter,  because  the  ground 
combat  prevented  the  injured  from  being  moved  to  a 
landing  zone.  “Even  though  I served  on  active  duty  in 
three  wars,  I was  seriously  shot  at  only  in  Vietnam.  Per- 
haps the  enemy  knew  I was  a dean,”  he  said,  noting  that 
as  far  he  knows  he  was  the  only  medical  school  dean  in 
combat  in  Vietnam. 

Dr  Buesseler  returned  from  Vietnam  in  time  to  suc- 
cessfully defend  his  proposed  biennial  budget  for  the 
Texas  Tech  medical  school  — which  he  had  prepared  and 
mailed  to  the  school  while  on  his  way  to  Southeast  Asia 
— before  the  Texas  Legislative  Budget  Board. 

“With  that  done,  as  the  first  full-time  employee,  I set- 
tled into  the  12-  to  14-hour  days  and  7-day  work  weeks 
preparing  the  newly  authorized  medical  school/health 
sciences  university  for  success.  The  rest,  as  they  say,  is 
history.”  ★ 


“Even  though  I served 
on  active  duty  in  three 
wars,  I was  seriously 
shot  at  only  in  Vietnam. 
Perhaps  the  enemy  knew 
I was  a dean.” 
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Christopher  Howard,  left,  a fourth*year  medical  student  at  Texas  A&M  College  of  Medicine,  examines 
forms  for  enrolling  in  the  Children's  Health  Insurance  Program  (CHIP)  with  State  Rep  Diane  White 
Delisi  (R-Temple)  and  third-year  medical  students  Stella  Hines  and  Andy  Cavanaugh  at  a Temple  gro- 
cery store.  In  July,  A&M  medical  students  conducted  a publicity  campaign  to  educate  eligible  families 
in  Beil  County  about  CHIP  and  to  encourage  them  to  enroll  their  children  in  the  program. 


TSBME  begins  collecting 
physician  profile  data 


The  next  time  you  fill  out  an  appli- 
cation to  renew  your  medical  li- 
cense, plan  on  answering  a lot 
more  questions.  That’s  because  the 
Texas  State  Board  of  Medical  Ex- 
aminers (TSBME),  under  orders  from  the 
Texas  Legislature,  has  begun  collecting 
physician  profile  information  and  eventu- 
ally will  make  it  available  to  the  public. 

TSBME  has  begun  collecting  the  infor- 
mation with  license  renewal  forms 
mailed  on  September  1.  Providing  the  in- 
formation will  be  optional  for  the  next 
year  but  will  become  mandatory  on  Sep- 
tember 1,  2001  — the  date  the  informa- 
tion will  become  available  to  the  public. 
The  information  will  be  posted  on  the  TS- 
BME Web  site  at  www.tsbme.state.tx.us 
and  also  will  be  available  by  written  re- 
quest, says  Jane  McFarland,  manager  of 
the  profile  program.  Collection  of  the 
data  is  required  by  House  Bill  110,  spon- 
sored by  Rep  Glen  Maxey  (D-Austin)  and 
passed  by  the  legislature  last  year. 

After  September  1,  2001,  medical  li- 
censes of  physicians  who  do  not  return 
the  completed  profile  form  to  TSBME 
will  not  be  renewed. 

TSBME  is  seeking  the  following  in- 
formation: 

• Full  name,  gender,  date  and  place  of 
birth,  and  ethnic  origin; 

I*  Primary  practice  location  and  mail- 
ing address; 

• Name  of  each  medical  school  at- 
tended and  the  graduation  dates,  or 
Fifth  Pathway  designation  and  com- 
j pletion  of  the  Fifth  Pathway  Program; 

A description  of  all  graduate  med- 
I ical  education  in  the  United  States 
or  Canada,  including  the  beginning 
and  ending  dates,  the  program 
name,  and  location; 

• Type  of  training  (internship,  resi- 
dency, or  fellowship)  and  specialty 
of  program; 

• Any  specialty  certification  issued  by  a 
board  that  is  a member  of  the  Ameri- 
can Board  of  Medical  Specialties  or 
the  Bureau  of  Osteopathic  Specialists; 
• Primary  and  secondary  specialties 
practiced,  as  designated  by  the 
physician; 


• Number  of  years  the  physician  has 
actively  practiced  medicine  in  Texas, 
the  United  States,  and/or  Canada; 

• Original  date  the  physician’s  Texas 
medical  license  was  issued; 

• Expiration  date  of  the  physician’s 
annual  registration  permit; 

• Current  registration,  disciplinary, 
and  licensure  statuses; 

• Continuing  medical  education  status; 

• Expiration  date  of  a permit  to  con- 
duct outpatient  anesthesia  services, 
if  applicable; 

• Method  of  licensure  of  the  physi- 
cian’s original  Texas  medical  license, 
and,  if  by  reciprocal  endorsement, 
the  state  and/or  province  of  recipro- 
cal endorsement; 

• Name  and  city  of  each  hospital  in 
Texas  in  which  the  physician  has 
privileges; 

• Type  of  language  translating  serv- 
ices, including  translating  services 
for  the  hearing  impaired,  that  the 
physician  provides  at  his  or  her  pri- 
mary practice  location; 

• Whether  the  physician  participates 
in  the  Medicaid  program; 

• Whether  the  physician’s  patient  serv- 
ice areas  are  accessible  to  disabled 
persons  as  defined  by  federal  law;  and 

• Descriptions  of: 

1.  Any  conviction  for  a felony.  Class 
A or  Class  B misdemeanor,  or  a 
Class  C misdemeanor  involving 
moral  turpitude  during  the  10- 


year  period  preceding  the  date  of 
the  profile. 

2.  Any  charges  reported  to  TSBME 
during  the  10-year  period  preced- 
ing the  date  of  the  profile  to  which 
the  physician  has  pleaded  no  con- 
test, for  which  he  or  she  is  the  sub- 
ject of  deferred  adjudication  or 
pretrial  diversion,  or  in  which  suf- 
ficient facts  of  guilt  were  found 
and  the  matter  was  continued  by 
a court  of  competent  jurisdiction. 

3.  Any  disciplinary  action  against 
the  physician  by  the  board  during 
the  10-year  period  preceding  the 
date  of  the  profile. 

4.  Any  disciplinary  action  against 
the  physician  by  a medical  licens- 
ing board  of  another  state  during 
the  10-year  period  preceding  the 
date  of  the  profile. 

5.  The  final  resolution  taken  by  the 
board  on  medical  malpractice 
claims  or  complaints  required  to 
be  opened  by  the  board  under 
the  Medical  Practice  Act. 

6.  Any  formal  complaint  issued  by  the 
board’s  staff  against  the  physician 
and  initiated  and  filed  with  the 
State  Office  of  Administrative  Hear- 
ings under  the  Medical  Practice  Act 
and  the  status  of  the  complaint. 

7.  Up  to  five  awards,  honors,  publi- 
cations, or  academic  appoint- 
ments, each  no  longer  than  120 
characters.  ★ 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


University  of  South  Carolina  researchers  who  examined  data  from  more  than  40,000 
pregnancies  between  1995  and  1998  say  there  is  a link  between  untreated  urinary  tract 
infections  in  the  first  and  third  trimesters  and  increased  instances  of  mental  retardation 
and  developmental  delays.  Obstetrics  and  Gynecology,  7/00 

The  risk  of  bleeding  may  outweigh  the  benefits  of  aspirin  treatment  in  men  with  high 
blood  pressure,  report  British  scientists  who  studied  5,499  men  between  ages  45  and  69 
who  had  an  increased  risk  of  heart  disease.  British  Medical  Journal,  7/1/00 

Fibrinolytic  therapy  within  90  minutes  of  a myocardial  infarction  results  in  fewer  long- 
term symptoms  of  congestive  heart  failure  than  if  administered  later,  according  to  Is- 
raeli researchers.They  conducted  a 4-year  follow-up  study  of  161  patients  who  received 
the  therapy  within  90  minutes  and  197  others  who  were  treated  between  90  minutes  and 
4 hours  after  the  onset  of  chest  pain.  American  Heart  Journal,  6/00 

Determining  whether  lesions  detected  by  a mammogram  have  a high  or  low  probability  of 
being  malignant  can  be  aided  by  the  use  of  Arcitumomab  imaging,  say  New  Jersey  re- 
searchers who  examined  210  women  with  known  or  suspected  breast  cancer.  Cancer,  7/1/00 

Dutch  scientists  say  a randomized  study  of  50  patients  shows  patient-managed  oral  an- 
ticoagulation treatment  appears  to  be  as  effective  as  clinic-managed  therapy.  The 
Lancet,  7/8/00 

California  researchers  say  they  were  unable  to  obtain  any  more  clinically  significant 
data  about  the  risk  of  heart  disease  from  measuring  serum  triglyceride  than  from  meas- 
uring serum  cholesterol  subtractions  alone.  Archives  of  Internal  Medicine,  7/10/00 

Cognitive  recovery  is  improved  when  stroke  patients  receive  treatment  for  depression, 
according  to  Iowa  researchers.  Stroke:  Journal  of  the  American  Heart  Association,  7/00 

Seattle  researchers  report  that  229  men  who  received  prostate  brachytherapy  had  a 10- 
year  survival  rate  of  98%  and  that  70%  of  them  showed  no  evidence  of  cancer,  either  by 
clinical  examination  or  by  a PSA  test.  Cancer,  7/1/00 

Stanford  scientists  have  identified  a gene  that  causes  arthritis  in  mice  and  say  a human 
version  of  the  gene  may  influence  the  development  of  arthritis  and  mineral-deposit 
arthropathies.  Science,  7/14/00 


No  telethon  needed 
for  HMO  executives 


The  top  22  chairs  and  chief  execu-i 
tive  officers  of  17  publicly  traded 
health  maintenance  organiza- 
tions (HMOs)  received  pay  in- 
creases of  14%  last  year, 
according  to  an  analysis  by  the  Corpo-' 
rate  Research  Group,  publisher  of  Man- 
aged Healthcare  Market  Report.  The 
salary  hikes  amounted  to  $41.9  million 
and  do  not  include  stock  options  val- 
ued at  another  $88.6  million. 

The  Corporate  Research  Group  noted 
that  the  stock  prices  of  these  same  17 
companies  declined  15%  in  1999.  The 
stocks  are  performing  better  this  year, 
up  7%  in  the  first  18  weeks  of  2000. 

According  to  the  analysis,  the  high- 
est paid  managed  care  executive  in 
1999  was  CIGNA  Chair  Wilson  Taylor, 
who  retired  in  February  2000  and  who 
was  paid  $7.5  million.  He  also  received 
stock  options  valued  at  $10.3  million. 

William  McGuire,  MD,  chief  execu- 
tive of  UnitedHealth  Group,  was  the 
second  highest  paid  executive  at  $4.8 
million  in  1999,  plus  stock  options  val- 
ued at  $18.7  million,  the  highest  of  any 
managed  care  executive. 

Edward  Hanway,  CIGNA  chief  execu- 
tive, was  third  at  $3.9  million,  plus  op- 
tions currently  valued  at  $3.9  million. 

The  lowest  paid  executive  was  Gre- 
gory Moses,  chief  executive  of  United 
American  Healthcare,  at  $325,000.  He 
also  received  25,000  stock  options 
worth  $30,500. 

Among  other  executives,  Oxford 
Health  Plans  Chief  Executive  Norm 
Payson,  MD,  was  paid  $764,058  in 
1999,  plus  400,000  stock  options  worth 
$2.5  million.  Leonard  Schaeffer,  chief 
executive  of  Wellpoint  Health  Networks, 
received  $3.3  million,  plus  361,231 
stock  options  worth  $8.6  million.  ★ 
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The  latest  human  genome  research  and  findings  are  covered  in 
this  month's  “MedBytes.”  Visit  these  Web  sites  for  more  informa- 
tion about  one  of  the  latest  hot  topics  in  medicine. 

American  Medical  Association 

Visit  the  AMA's  Web  site  for  genome  information  at  www.ama- 
assn.org/ama/pub/category/2304.html.  The  site  gives  general 
information  as  well  as  the  latest  policy,  advocacy,  and  legislative 
news,  and  a link  to  family  history  tools.  You  can  also  find  links  to 
outside  related  information. 

Baylor’s  Genome  package 

Visit  the  Baylor  College  of  Medicine  Web  site  at  www.bcm. 
tmc.edu/pa/dna.htm  for  the  latest  genome  facts,  including  an- 
swers to  frequently  asked  questions,  details  on  phases  I and  II  of 
Baylor’s  genome  project,  and  an  in-depth  history  of  the  genome 
sequencing  program  at  Baylor. 

National  Institutes  of  Health  (NIH) 

NIH  has  an  area  on  its  site  called  "National  Human  Genome  Re- 
search Institute,”  located  at  www.nhgri.nih.gov/NEWS/ 
human_genome  facts  print.html. The  site  gives  an  overview  of 
the  genome  project,  research  goals,  and  more. 

Celera  Genomics 

This  site,  located  at  www.celera.com,  gives  information  about 
Celera  Genomics,  which  recently  entered  into  a comprehensive 
genomics  agreement  with  American  Home  Products  Corporation. 
The  Web  site  provides  company  information,  press  releases,  and 
product  and  service  information. 


Department  of  Energy 

Go  to  www.er.doe.gov/geno_res/index.htm  to  view  this  site, 
which  gives  in-depth  background  into  the  Human  Genome  Project 
and  also  provides  links  to  genome  news  such  as  “Asthma-Linked 
Genes  Discovered,"  “Researchers  Unravel  Genome  for  'Superbug' 
Bacterium,”  and  “Researchers  Identify  Genes  Involved  in  Cardiac 
Hypertrophy  and  Recovery.” 

Oak  Ridge  National  Laboratory 

This  is  a good  site  for  anyone  searching  for  genome  information  on 
the  Internet.  You'll  find  several  outside  links  to  credible  genome  in- 
formation. Go  to  www.ornl.gov/hgmis/publicat/tko/09_ 
resources.html  and  click  on  the  various  resources. 

Science  magazine 

Here's  a link  to  an  article  entitled  “New  Goals  for  the  US  Human 
Genome  Project:  1998-2003."  The  article  covers  the  planning 
process,  specific  goals  during  this  time,  and  more.  Visit  www. 
sciencemag.org/cgi/content/full/282/5389/682. 

Cable  News  Network  (CNN) 

An  article,  “Your  Health  — Genome  Announcement  Brings  New 
Possibilities,”  is  located  at  www.cnn.eom/2000/HEALTH/06/30/ 
your.health. genome  and  covers  details  and  background  about 
the  genome  project.  The  site  also  gives  links  to  other  CNN 
genome-related  stories  and  other  related  Web  sites. 

Texas  Medical  Association 

VisitTMA’s  Web  site  at  www.texmed.org  and  check  out  the  new 
special  topic  pages.  These  are  special  front-page  connections  to 
comprehensive  online  resources  for  physicians  on  timely  and  im- 
portant topics  such  as  privacy,  childhood  vaccinations,  fraud  and 
abuse,  workforce,  patients’  bill  of  rights,  and  tobacco.  You'll  find 
links  to  these  pages  from  the  home  page  of  theTMA  site. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TM  A Web  site,  e-mail  jenniter_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


Pel  800.880.1300 


Texas  Medicine  Rounds 


19 


Payment  for  Services, 

Now! 

Don’t  wait  90,  60,  or  even  30  days.  With  electronic  funds  transfer.  Discover"^  Business  Services  settles 
within  2-3  business  days.  When  you  offer  your  patients  the  Discover®  Card  payment  option-you’ll 
speed  up  cash  flow  and  practically  eliminate  non-receivables.  Competitive  rates.  Fast  settlement.  24 
hour  service.  The  latest  in  point-of-transaction  technology! 


Sisn  up  to  accept 
Discover  Card: 
1-800-347-6673 

DISCOVER 

BUSINESS  SERVICES 

More  service.  More  solutions. 

www.discoverbiz.com 


Your  Comprehensive  Solution  to  Credentialing 
and  Managed  Care  Contract  Management 


THE  BENEFITS  OF  USING 
PRACTICE  UNIVERSE: 


eliminate  unnecessary 
paperwork 

reduce  overhead  expenses 

expedite  your 
practice  revenues 


O Imagine  never  completing 
another  credentialing 
application  or  managed  care 
contract! 

O Imagine  having  an  easy 
process  to  track  and  renew 
your  licenses,  insurances 
and  CME! 


O Imagine  having  the  ability 
to  view  your  pertinent  pro- 
fessional data  on-line  24 
hours  a day,  7 days  a week! 

O Imagine  having  all  your  fee 
schedules  posted  in  one 
database  for  easy  access  by 
you  and  your  billing  staff! 


11615  Forest  Central  Drive 
Suite  210 
Dallas,  TX  75243 


For  more  information  or  to  scheduie 
an  appointment,  please  call  or  email 


physicianservices@practiceuniverse.com 


Tobacco  takes 


A Florida  state  court’s  history-making  $145  billion  penalty  against  BigTobacco 
wasn’t  the  only  headline  regarding  the  tobacco  industry  this  summer. 


Cigar  warnings 


The  increase  in  cigar  smoking 
among  Americans  — espe- 
cially young  Americans  — has 
led  to  federal  warning  labels 
on  cigar  packages. 

The  nation’s  seven  major  cigar 
companies,  which  produce  almost 
95%  of  the  cigars  sold  in  the  United 
States,  reached  an  agreement  with 
the  Federal  Trade  Commission  in 
late  June  to  modify  their  packaging 
to  include  warnings  for  cigar  smok- 
ers. Cigar  warnings  will  also  include 
"l  i the  dangers  of  secondhand  smoke 
I for  nonsmokers,  which  is  a first  in 
I tobacco  packaging. 

I This  move  follows  a May  TMA 
I House  of  Delegates  recommenda- 
I tion  that  TMA  urge  the  medical 
■ community,  related  groups,  educa- 
H tional  institutions,  and  government 
^ agencies  to  report  more  effectively 
■ the  scientific  data  demonstrating 
* the  health  hazards  inherent  in  the 
use  of  cigars  and  to  support  re- 
! quired  health  warnings  on  cigar 
j packaging. 

US  Surgeon  General  David 
Satcher,  MD,  hopes  these  warnings 
will  end  the  widespread  mistaken 
belief  that  cigar  smoking  is  less 
harmful  than  cigarette  smoking.  In 
1999,  nearly  18%  of  students  na- 
tionwide had  smoked  cigars,  cigaril- 
los, or  little  cigars  on  more  than  1 of 

I the  30  days  preceding  a recent  an- 
nual survey  conducted  by  the  Cen- 
ters for  Disease  Control  and 
Prevention. 

For  more  information,  visit 
www.tobaccofreekids.org.  ★ 

|Tel  800.880.1300 


New  tobacco  guideline 

Citing  the  disappointing  efforts 
of  clinicians  and  the  US  health 
care  delivery  system  to  help 
tobacco  addicts  quit,  US  Sur- 
geon General  David  Satcher, 
MD,  announced  a new  public  health 
service-sponsored  clinical  practice 
guideline  for  tobacco  cessation  in 
late  June. 

Treating  Tobacco  Use  and  Depen- 
dence was  written  in  response  to  new, 
effective  clinical  treatments  for  to- 
bacco dependence  that  have  been 
identified  since  1994.  The  updated 
guideline  was  sponsored  by  a consor- 
tium of  seven  federal  government  and 
nonprofit  organizations,  including  the 
Agency  for  Healthcare  Research  and 
Quality,  Centers  for  Disease  Control 
and  Prevention,  National  Cancer  Insti- 
tute, National  Heart,  Lung,  and  Blood 
Institute,  and  the  Robert  Wood  John- 
son Foundation. 

The  guide  provides  clinicians,  to- 
bacco dependence  specialists, 
health  care  administrators,  insurers, 
purchasers  — and  even  tobacco 
users  — with  evidence-based  rec- 
ommendations regarding  clinical 
and  systems  interventions  that  will 
increase  the  likelihood  of  successful 
quitting. 

According  to  the  consortium,  the 
smoker’s  lack  of  success  in  quitting 
and  the  clinician’s  reluctance  to  in- 
tervene can  be  traced  to  a lack  of 
physician  training  and  health  care 
system  support  to  treat  tobacco  use 
successfully. 

For  more  information,  visit  www. 
surgeongeneral.gov/tobacco.  ★ 


Health  projects  funded 

Thirty-seven  Texas  organiza- 
tions and  32  rural  Texas  hos- 
pitals have  been  awarded 
more  than  $10  million  by  the 
Texas  Department  of  Health 
(TDH)  and  the  Center  for  Rural 
Health  Initiatives  (CRHI)  for  health 
care-related  projects  and  capital  im- 
provements projects.  The  programs 
were  created  by  the  Texas  Legisla- 
ture and  funded  by  the  settlement 
of  the  state’s  lawsuit  against  the  to- 
bacco industry. 

More  than  $8  million  was 
awarded  by  TDH,  while  CRHI  dis- 
tributed $2.2  million. 

The  health  department  grants 
will  be  used  for  public  health  proj- 
ects, including  childhood  obesity, 
hepatitis  C,  family  nutrition,  breath- 
ing problems  in  children,  medical 
self-care,  population-based  nursing, 
childhood  injury  prevention,  dia- 
betes, and  youth  violence.  Money 
for  the  awards  comes  from  the  Per- 
manent Fund  for  Children  and  Pub- 
lic Health. 

The  rural  grant  money  comes 
from  the  Rural  Health  Facility  Capi- 
tal Improvements  Program.  The 
projects  funded  by  the  program  will 
include  improving  existing  facilities, 
constructing  new  health  facilities, 
or  purchasing  capital  equipment,  in- 
cluding information  systems  hard- 
ware and  software.  ★ 
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You  know  what 
happens  when  you 
don’t  advertise? 


{NOTHING} 


Tfej 

Eir 


TfexasMedical 

Association 


Texas  Medicine  magazine  reaches  over  32,000  physicians  throughout 
the  state.  Make  things  happen  for  your  business  by  informing  them  about 
your  products  and  services.  To  advertise  in  Texas  Medicine  please  call 
(512)  370-1393  or  (512)  370-1423,  or  fax  (512)  370-1635 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will  provide  you  with  the 
solutions  to  your  medical  malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services 


For  additiomi!  informcdion,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Neva  Bruening,  P & C Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability'  • Clinics  • Hospitals  • ER  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 

Announcement! 

New  Program  Specifically  Designed  to  Provide 
Comprehensive  Property  and  Casualty  Coverages  at 
Extremely  Competitive  Premiums  for  Doctor  Offices  and  Clinics. 


Preventing  hean&bmin  attack 


TMA  Project  WATCHes  out 
for  children’s  physical  activity  i 


Project  WATCH,  TMA’s  heart  dis- 
ease and  stroke  prevention  edu- 
cation campaign  for  1999-2002,  j 
will  focus  on  physical  inactivity] 
in  elementary  school  children  I 
during  the  coming  year. 

“Children  learn  behaviors  when  they 
are  young  that  they  will  carry  as  habits 
the  rest  of  their  lives,”  said  TMA  Presi- 
dent Jim  Rohack,  MD,  of  Temple. 
“Proper  nutrition  and  daily  exercise  are 
crucial  for  our  bodies  to  function  at 
their  best  potential.  The  child  who  sees 
the  parent  overeat,  smoke,  and  be  a 
‘couch  potato’  imprints  those  as  accept- 
able behaviors  to  live.  Regrettably, 
those  behaviors  by  parents  are  basically 
teaching  the  children  they  brought  into 
the  world  how  to  exit  it  quickly.” 

During  the  second  phase  of  Project 
WATCH,  TMA  will  produce  bookmarks 
for  elementary  school  children  featur- 
ing Wags  the  Watchdog,  with  a mes- 
sage on  the  importance  of  physical 
activity.  The  bookmarks  will  be  distrib- 
uted in  collaboration  with  the  TMA  Al- 
liance, Texas  PTA,  Texas  Association  of 
School  Nurses,  and  others.  Astra 
Zeneca  and  The  Cooper  Clinic  are 
sponsors  of  the  project. 

WATCH  is  an  acronym  for  Weight, 
Activity,  Tobacco,  Cholesterol,  and 
High  blood  pressure  — the  five  pre- 
ventable risk  factors  for  heart  disease 
and  stroke.  The  project  involves  TMA 
and  the  TMA  Alliance  and  is  funded  by 
the  TMA  Foundation. 

Project  WATCH  enjoyed  a successful 
first  year.  At  the  1999  TMA  Fall  Confer- 
ence and  2000  Winter  Conference,  a 
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WATCH  booth  was  open  to  inform 
'physicians  about  the  project  and  screen 
for  high  blood  pressure  and  choles- 
terol. TMA  held  a press  conference  at 
the  winter  conference  to  inform  the 
public  about  Project  WATCH,  and  sent 
manuals  to  alliance  county  presidents 
to  help  them  plan  their  projects.  An  on- 
dine  risk  assessment  tool  for  patients 
can  be  accessed  through  the  TMA  Web 
site  at  www.texmed.org. 

To  receive  patient  education  and 
other  Project  WATCH  materials  for 
your  office,  call  (800)  880-1300,  ext 
1382,  or  (512)  370-1382;  e-mail 
watch@texmed.org;  or  visit  TMA’s  Web 
site  at  www.texmed.org.  ★ 

Photo  essay  emphasizes 
physicians’  healing  touch 


Touch,  the  first  diagnostic  and 
therapeutic  tool,  has  remained 
essential  in  the  formation  of  a 
patient-physician  relationship. 

^ Physicians’  hands  always  have 
j been  their  greatest  and  most  important 
i tools  — whether  it  is  in  taking  a pulse 
with  the  fingertips,  comforting  a child 
by  stroking,  or  rubbing  a body  stiffened 
by  the  cold.  To  the  doctor,  tactile  com- 
munication is  a diagnostic  touch.  To 
the  patient,  it  is  a healing  touch. 

That  touch  is  illustrated  by  a photo 
essay,  “The  Healing  Touch,”  on  display 
in  the  first-floor  History  of  Medicine 
gallery  of  the  TMA  building  in  Austin 
through  October  20.  It  was  originally 
published  in  the  December  1999  issue 
of  Texas  Medicine  (pp  36-49). 

The  exhibit  takes  the  viewer  up- 
close  and  personal,  focusing  on  physi- 
cians’ healing  touch.  More  than  30 
black-and-white  photographs  show  the 
hands-on  approach  to  healing  and  the 
importance  of  human  touch,  compas- 
sion, and  humor  in  medicine.  Austin 
photojournalist  Susan  Gaetz  aimed  her 
camera  lens  at  whom  and  what  physi- 
cians touch  — patients,  charts,  instru- 
ments, telephones,  books,  toys,  x-rays, 
computers,  and  medications. 

“The  Healing  Touch”  was  produced 
by  the  TMA  History  of  Medicine  Com- 
mittee, chaired  by  Elgin  W.  Ware,  Jr, 
MD,  of  Dallas.  ★ 
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Find  your  strength  in  N 


The  TN\A  2000-2001  Physician  Directory 
and  Resource  Guide  gives  you  access 
to  29,000  Texas  physicians! 

To  order  your  copy,  call  TMA  at 

(800)  880- 1 300,  ext.  1 3 1 0.  or  (5 1 2)  370- 1310. 
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INTRODUCING  A WAY  OF  BANKING 
THAT  DOCTORS  CAN  RELATE  TO. 


Sure,  Frost  has  banking  specialists  with  over  90  years  combined  experience  in  meeting 
the  unique  banking,  investment,  mortgage  and  insurance  needs  of  doctors.  But  it's 
the  honest,  loyal  and  somewhat  old-fashioned  way  we  do  business  that  really  sets  us  apart. 
Call  our  Healthcare  Financial  Services  Group  at  1-800-513-7678  to  see  for  yourself 
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WE'RE  FROM  HERE. 


AUSTIN  • BOERNE  • CORPUS  CHRISTI  • DALLAS  • FORT  WORTH  • GALVESTON 
HOUSTON  • MCALLEN  • NEW  BRAUNFELS  ♦ SAN  ANTONIO  • SAN  MARCOS 
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Can  we  talk? 

The  POEP  has  over  100  experts  on 
cancer  prevention,  early  detection, 
and  control  available  to  speak  at  your 
next  meeting. 


The  speakers  are  free  to  sponsoring 
county  medical  societies,  hospitals, 
and  other  medical  organizations. 


Topics  include: 

• Breast  Cancer 

• Cervix  Cancer 

• Colon  Cancer 

• Prostate  Cancer 

• Skin  Cancer 

...  plus  many  more! 

Also,  programs  on  Genetic  Evaluation 
of  Cancer  and  Pain  Management 
provide  1 hour  of  CME  ethics  credit! 


Physician  Oncology 


Education  Program 


Tex 


TexasMedical 

Association 


TEXAS 

CANCER 

COUNCIL 

Contact  POEP  at  (800)  880-1300,  ext.  1672 
or  poep@texmed.org. 


TMA  switchboard 

(800)  880-1300 

Impaired  Physicians 

(800)  880-1640 

Insurance 

(800)  880-8181 

Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 

info@texmed.org 

Advertising 

advertising@texmed.org 

Continuing  Medical  Education 

cme@texmed.org 

Interspecialty  Society  Committee 

isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tmajibrary@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 
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Designed  Especially  for  Healthcare  Professionals 


Endorsed  by: 
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“ylii  Unprecedented 
Standard  of  Excellence” 


COUTiSE  IMP'OTil/LmON 


Who  Should  Attend:  Physicians,  Practice 
Managers,  Nurse  Managers,  Hospital 
Administrators,  Office  Support  Personnel, 
and  Physicians  in  Training. 

The  Program  consists  of  four,  one-week 
modules  focusing  on  the  essential  issues 
of  General  Management,  Finance  & 
Accounting,  Marketing  & Promotion, 
and  Leadership  & Negotiation. The  mod- 
ules can  be  completed  within  a year  or 
over  an  extended  period  of  time  in  any 
sequence  or  location. 

Faculty  members  are  from  Cornell 
University,  the  University  of  California 
at  Los  Angeles,  and  other  major  schools 
of  business,  supplemented  by  selected 
industry  experts. 


You  will  learn  to 

• Develop  effective  leadership  and 
negotiation  skills 

• Establish  and  leverage  relationships 
and  networks 

• Manage  financial  information  for 
decision  making 

• Identify  marketing  opportunities 

• Facilitate  performance  and  teamwork 

The  program  is  offered  in  Dallas,  Houston, 
San  Francisco,  Los  Angeles,  New  York  City,  and 
on  the  Cornell  campus  in  Ithaca  N.Y. 

Easy  Enrollment  througli  our  Web  site,  or  by 
phone,  mail  or  fax. 

Tuition  Assistance  is  available  tlirough 
MBNA.  See  the  course  brochure  for  details. 


To  request  a course  brochure  or  further  information  call 
toll  free:  1.888.786.6334 

or  visit  our  web  site:  www.StonefieldGroup.com 


CME  Accreditation! AM  A Category  1 Credit.  This  activity  has  been  pianned  and  implemented  in  accordance  with 
the  Essentials  and  Standards  of  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  through  the 
joint  sponsorship  of  the  Medical  Society  of  the  State  of  New  York  (MSSNY)  and  The  Johnson  Graduate  School  of 
Management  at  Cornell  University.  MSSNY  is  accredited  by  ACCME  to  provide  continuing  medical  education  for 
physicians  and  takes  responsibility  for  the  content,  quality  and  scientific  integrity  of  this  CME  activity.  MSSNY  des- 
ignates this  continuing  medical  education  activity  for  a maximum  of  30  hours  per  week  of  Category  1 credit  toward 
the  AMA/PRA  (Physician 's  Recognition  Award).  Each  physician  should  claim  only  those  hours  of  credit  that  he/she 
actually  spent  in  the  educational  activity. 


Designed  and  produced  by: 


Personal  Counsel  in  Medical  Liability  Cases 

^ f 

. • Non-Profit  Certification / Recertification 
Probation  Modification  / Termination 
' . Managed  Care  Exclusions  • Licensure 
■ Reinstatement  • Medico-legal  Issues 
;V  • Expert  Review_*  Telemedicine 

• Medical  Ethics  Opinions 
• Physiaan  Assistants. 


Michael  Sharp* 


Plaza  • 1 7i 7 W.  Sixth  St  • 

- I ^ JMW  -Wj. 


Confidential  and  Experienced 

Legal  Representation 

- FOR  Texas  Physicians 


Representation  before  Texas  State  Board  of  Medical  Examiners, 


' J/The  Texas  Medical  Foundation  and  Medical  Staff  Peer  Review. 


Medical  Practice  Act  and  Medical  Examiners  Board  Actions 

r-  . . . I . 

IJ  (hearings,  settlement  conferences  and  licensure) 
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Tony  Cobos** 


i''|§HARP  & ATTORMEYS  AT  LAW 


^ 460  • Austin,  TX.78703  * 512  473  2265  • FAX:512  473  8525  • www.sharpcobos.com 

AiJmg/g^ah'ge  % Te^s  Board  of  Le^al  Specializatim.  *f  Tony  Cohos  is  Not  Board  Certified  by  the  Texas  Board  of  Legal  Specialization. 


We're  Right  at  Your  Fingertips! 

Discover  the  difference^  wheal^Ktthme.  direct  access  to  your  account 


A partnership  that  provides  powerfui  protection 


Www.api-fpic.cq 
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specifically  designed  for  our  insured  physicians 


Public  Health 


Certifying  death 

Health  department  seeks  less  cryptic  causes 


Y^ou  begin  another  workday  only 
to  receive  a call  that  a patient’s 
life  has  ended.  Her  son  notifies 
you  that  she  passed  away  in  her 
sleep  at  her  home  during  the 
night.  No  one  was  there  to  wit- 
ness her  death. 

You  know  the  elderly  woman  suffered 
from  several  conditions,  including  dia- 
betes and  advanced  Alzheimer’s  disease. 
But  none  of  these  sticks  out  as  the  imme- 
diate cause  of  death,  a section  you  must 
complete  on  her  death  certificate.  > > 


By  Johanna  Franke,  Associate  editor 


3l  800.880.1300 
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MEDICAL  MALPRACTICE  SOLUTIONS 


USI  Insurance  Services  Of  Texas 
5‘h  Largest  Insurance  Brokerage 


Our  Healthcare  specialists  can  provide  competitive  quality  malpractice 
insurance  alternatives  to  your  current  coverage.  We  pride  ourselves  on 
the  knowledgeable  fast  service  we  offer  our  clients. 

Our  clients  include: 

• Individual  Practitioners 
• Group  Practices  of  Physicians  and  Surgeons 
•Multi-Specialty  Practices 

USI  Insurance  Services  of  Texas  has  provided  insurance  solutions 
for  137  years.  We  pride  ourselves  in  being  a “SINGLE  SOURCE” 

insurance  provider. 


For  Additional  information  contact: 
David  D.  Wood 

1422  A Stonehollow 
Kingwood,  Texas  77339 
Toll  Free:  (800)  856-9782 
or  (281)  358-9782 
Fax;  (281)  359-3625 
email:  dave@malpractice.com 


An  Evening  in  Acapulco 


yvn/ 

TMA  Foundation  extends  heartfelt 
thanks  to  the  following  Amigos  and 
Amigos  Grandes  for  their  support 
ofTMAF's  seventh  annual  benefit. 
An  Evening  in  Acapulco. 


AMIGO  GRANDE  DONORS 


Dr.  Janet  E.  and 
Dr.  Robert  H.  Squires 

Glen  E.  Holley,  MD 

Marc  T.Taylor,  MD 

Mr.  Clarence  H.Woliver 

tA- 

Barbara  and 
Harris  M.  Hauser 

Parkland  Foundation 

r*. 


Dr.  and  Mrs.  Cesar  Albarracin 
Anonymous 
Mrs.  Debbie  S.  Baradhi 
William  Caplan,  MD 
Arthur  Morgan  Clements,  MD 
Dr.  and  Mrs.  Joseph  C. 
Dougherty 
Harold  D.  Dow,  MD 
Dr.  John  D.  Dunn 


The  Durham  Foundation 
Gus  Eckhardt,  MD 
El  Paso  County  Medical 
Society/Alliance 

Homer  R.  Goehrs,  MD 

Gulf  Coast  Regional  Blood 
Center  - In  Honor  of 
George  G.  Alexander,  MD 

Dr.  and  Mrs.  M.  Wyatt  Haisten 
Dr.  and  Mrs.  Rex  L.  Hyer 
Drs.  MalathiV.  and  Vijay  N. 


AMIGO  DONORS 


Chester  Golightly,  MD 
Joseph  C.  Goulding,  MD 
Eva  C.  Goulding 
Dr.  Perry  E.  Gross 
Margaret  E.  Hessin 
John  G.Hull,MD 
Dr.  and  Mrs.  Eldo  M.  Jones 
Thomas  A.  Kingman,  MD 


KoliFrancis  R.  Lonergan,  MD 
John  P.  McGovern,  MD 
Drs.  Linda  G.  and 
James  A.  Prentice 
Dr.Varadareddy  T.  and 
Dr.  Rajani  Reddy 
John  P.  Reeves,  MD 
Philip  E.  Rosen,  MD 
George  W.  Sandusky,  MD 
Dr. William  and 
Mrs.  Emily  Shelton 
Gregory  and  Carole  Thompson 


Dr.  and  Mrs.  Cesar  A.  Matos 
Dr.  Jerry  and  Katherine  Newton 
Daisy  and  Bill  Quayle,  MD 
Dr.  and  Mrs.  Mario  Ramirez 
Troy  R.  Smith, Jr.,  MD 
Dr.  and  Mrs.  Robert  L.  Stubblefield 
Sellers  J. Thomas,  Jr.,  MD 
Pablo  LXiques.MD 
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Could  you  be  more  specific? 

Cases  like  these  prompted  Galveston  in- 
ternist Michael  O’Malley,  MD,  to  write  a 
resolution  for  the  Texas  Medical  Associ- 
ation Young  Physician  Section  to  pres- 
ent to  the  TMA  House  of  Delegates  at 
its  1999  interim  session  last  November. 

The  resolution,  which  passed  at 
TexMed  2000  in  May,  asked  that  TMA, 
through  the  Council  on  Public  Health, 
request  the  Texas  Department  of  Health 
(TDH)  to  permit  the  diagnosis  of  “un- 
known, but  not  suspicious”  or  “natural 
causes”  as  the  primary  cause  of  death 
on  a death  certificate.  The  physician 
then  could  be  more  speculative  in  the 
“Secondary  To”  or  “As  A Likely  Conse- 
quence Of”  lines  on  the  certificate. 

“This  happens  to  a lot  of  physicians,” 
Dr  O’Malley  said.  “When  they  first  get 
out  of  residency,  they’re  sticklers  about 
things  — they’re  very  scientific  and  by- 
the-book.  They  don’t  want  to  sign  a cer- 
tificate saying  a person  died  from 
congestive  heart  failure,  or  myocardial 
infarction,  or  stroke  when  they  don’t 
know.  So  they  have  a tendency  to  defer 
to  the  medical  examiner  a lot  of  cases 
the  older  docs  just  sign  because  they 
don’t  want  to  hold  up  a funeral.” 

But  TDH  doesn’t  even  allow  justices 
of  the  peace/coroners,  medical  exam- 
iners, and  funeral  directors  to  use  “nat- 
ural causes”  as  the  primary  cause  of 
death,  and  private  physicians  are  held 
to  that  same  reporting  standard.  This  is 
because  “natural  causes”  doesn’t  mean 
much  when  collecting  vital  statistics  for 
the  state  and  the  nation. 

“When  a patient  shows  no  indication 
of  cause  of  death,  and  the  justice  of  the 
peace  and  the  police  have  investigated 
and  found  nothing  suspicious,  we  will  ac- 
cept ‘natural  causes,”’  said  Steve  Elkins, 
field  services  program  administrator  for 
the  TDH  Bureau  of  Vital  Statistics. 

Those  who  perform  autopsies  and 
list  “natural  causes”  as  the  immediate 
cause  of  death  receive  a letter  from 
TDH  asking  for  more  information.  TDH 
sends  query  letters  on  about  7%  of  all 
death  certificates  (nearly  10,000  in 
1998),  but  not  because  of  the  overuse 
of  “natural  causes.”  More  often,  a physi- 
cian receives  a letter  requesting  more 
details  like  the  type  of  cancer  causing 
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the  patient’s  death,  Mr  Elkins  says. 

I “If  the  physician  writes  back  that  he 
|or  she  absolutely  cannot  narrow  it 
idown  any  more  than  ‘natural  causes,’ 
then  our  coders  will  code  it  that  way,” 
jMr  Elkins  said.  “But  it  just  doesn’t  give 
iLis  much  information.” 


^Definite  death  data 

'The  cause  of  death  is  the  most  impor- 
tant piece  of  public  health  information 
I on  the  death  certificate,  Mr  Elkins  says, 
i Statisticians  gather  information  from 
this  section  to  assess  the  general  health 
of  the  population,  examine  medical 
problems  that  may  be  found  among  spe- 
cific groups  of  people,  and  Indicate  areas 
in  which  medical  research  could  have  the 
greatest  impact  on  reducing  mortality. 

“Legislators  look  at  these  data  to  de- 
termine budgets  and  policy,  and  the 
health  department  allocates  funding 
and  programs  based  on  those  statistics,” 
Mr  Elkins  added.  “Information  gathered 
on  fetal  deaths  along  the  Texas-Mexico 
border  helped  TDH  determine  that  preg- 
nant women  in  those  areas  need  to  take 
folic  acid  to  prevent  neural  tube  defects 
and  other  problems  in  the  womb.” 

But  being  more  specific  about  cause  of 
death  doesn’t  mean  a physician  should 
slap  down  just  anything  other  than  “nat- 
ural causes”  or  “unknown,  but  not  suspi- 
cious,” says  Bryan  emergency  medicine 
specialist  Robert  Emmick,  Jr,  MD,  chair 
of  TMA’s  Council  on  Public  Health. 

“You  can’t  use  ‘cardiopulmonary  ar- 
rest.’ That’s  not  a reason  of  death,”  Dr  Em- 
mick said.  “Everybody  dies  because  their 
heart  stops.  Why  did  the  heart  stop?” 

However,  listing  cardiac  arrhythmia 
in  the  “Immediate  Cause  of  Death”  sec- 
tion of  the  death  certificate,  followed 
by  myocardial  infarction  in  the  “Due  To 
(Or  As  A Likely  Consequence  Of)”  sec- 
tion, and  hypertensive  cardiovascular 


disease  in  the  secondary  “Due  To  (Or 
As  A Likely  Consequence  Of)”  section  is 
acceptable,  TDH  officials  say. 

Dr  O’Malley  believes  the  cop-out  of 
“heart  attack”  might  have  skewed  mor- 
tality statistics  and  sent  funding  toward 
prevention  of  the  wrong  diseases. 


“The  No.  1 cause  of  death  in  the 
United  States  is  coronary  artery  disease 
or  myocardial  infarction.  And  because  of 
that,  when  people  don’t  know  why  some- 
body dies,  they  put  ‘heart  attack,”’  he 
said.  “And  because  they  put  ‘heart  attack,’ 
it  gets  ranked  as  the  No.  1 cause  of  death, 
and  because  of  that,  people  put  ‘heart  at- 
tack.’ It’s  a self-perpetuating  diagnosis.” 

For  all  we  know.  Dr  O’Malley  says, 
the  No.  1 cause  of  death  in  the  country 
and  the  state  truly  may  be  “unknown” 
or  “natural  causes.”  But  if  TDH  allowed 
listing  of  these  causes,  physicians 
might  get  sloppy  and  put  “unknown” 
on  everything,  he  says. 


Death  certificate 
CME 


Still  unclear  on  how  to  complete  a 
death  certificate?  Then  visit  www.tdh. 
state.tx.us/phpep. 

The  Texas  Department  of  Health 
has  created  an  online  tutorial  worth  3 
hours  of  American  Medical  Associa- 
tion Physician’s  Recognition  Award 
Category  1 continuing  medical  educa- 
tion (CME)  credit.  The  tutorial  also 
contains  1 hour  of  ethics  CME. 

Anyone  can  view  the  site  for  free, 
but  those  who  complete  the  course 
and  pay  $30  online  by  credit  card  will 
receive  CME  credit  along  with  a cer- 
tificate for  the  CME  ready  for  immedi- 
ate printing. 
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“So  Texas  doesn’t  want  to  permit 
this,  unilaterally,  because  it  will  mess 
up  funding  from  the  CDC  [Centers  for 
Disease  Control  and  Prevention],”  Dr 
O’Malley  said.  “But  do  we  really  want 
to  secure  federal  funding  with  data  we 
know  are  bad?” 

Qualifying  causes 

Texas  health  officials  aren’t  asking  any- 
thing extra  of  their  private  physicians. 


justices  of  the  peace/coroners,  medical 
examiners,  and  funeral  directors.  “The 
practice  of  completing  a death  certificate 
is  no  different  in  Texas  than  in  the  rest  of 
the  United  States,”  Dr  Emmick  said. 

During  his  training  at  the  National 
Center  for  Health  Statistics  (NCHS),  Mr 
Elkins  learned  that  Texas  has  a unique 
mix  of  medically  untrained  justices  of 
the  peace/coroners  and  medical  exam- 
iners, who  are  always  physicians.  The 


large  metropolitan  areas  generally  have 
medical  examiners,  while  rural  areas, 
which  sometimes  lack  a physician  of 
any  kind,  use  justices  of  the  peace  to  in- 
vestigate deaths  and  order  autopsies  as 
needed.  But  one  thing  all  the  states 
have  in  common  is  the  need  for  educa- 
tion on  completing  death  certificates, 
Mr  Elkins  says. 

The  national  catise-of-death  deter- 
mination and  death  registration  proce- 


Who  should  certify 
the  cause  of  death? 


1.  Are  external  causes  involved  in  the  death? 


Question 

Answer/Decision 

Answer/  Decision 

Examples 

1 . Was  trauma  involved  at 

any  point  in  the  sequence 
leading  to  the  death? 

If  "No,”  proceed  to  the 
next  question. 

If  “Yes,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

Burns,  falls,  coma,  gunshot 
wounds,  exsanguination, 

car  accidents 

2.  Was  the  death  a result  of  a 

person’s  action  inflicted  on 
another  person? 

If  “No,”  proceed  to  the 
next  question. 

If  "Yes,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

A passenger  in  a car  wreck, 
a baby  who  dies  from 
inadequate  nutrition, 
a person  shot  by  another  person 

3.  Was  the  death  a result  of 

a person's  action  to 

him-  or  herself? 

If  “No,”  proceed  to  the 
next  question. 

If  “Yes,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

Overdosing  on  drugs, 
driving  drunk, 
playing  Russian  roulette 

If  the  answer  to  all  the  above  questions  is  “No,”  a physician  should  proceed  to  certify  death. 

2.  Do  you  know  enough  about  the  death  to  certify  the  cause? 

Question 

Answer/Decision 

Answer/  Decision 

Examples 

1.  Do  you  know  why  this 
person  died? 

If  “Yes,”  proceed  to  the 
next  question. 

If  “No,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

Unknown  cause  of  death,  eg, 
apparent  or  suspected  SIDS 

2.  Do  you  know  how  the 
sequence  of  events  leading 
to  the  death  began? 

If  “Yes,”  proceed  to  the 
next  question. 

If  “No,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

Person  was  under  your  care 
for  a long  time,  or  you  were 
treating  the  person  for  the 
disease  or  process  that  led 

to  the  death 

3.  Do  you  know  if  this  death 
was  expected? 

If  “Yes,”  proceed  to  the 
next  question. 

If  “No,”  refer  to  a 

medical  examiner  or 

justice  of  the  peace. 

Person  was  under  your  care 

for  a condition  or  disease  that 

is  usually  fatal 

Source:  Texas  Department  of  Health  Public  Health  Professional  Education  Program 
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dure  is  based  on  World  Health  Organi- 
zation (WHO)  guidelines.  Oti  the  fed- 
eral level,  the  NCHS  eollects  death 
certificate  information  in  a fortnat  that 
enables  state-to-state  and  country-to- 
country  comparisons.  'Hie  primary  clas- 
sificatioti  system  for  coding  causes  of 
death  is  based  on  the  latest  revision  of 
the  Internatioual  Classification  of  Dis- 
eases (currently  ICD-10),  which  follows 
WHO  guidelines  and  recommendations. 

Medical  personnel  rarely  are  trained 
specifically  in  writing  accurate  and  ap- 
propriate cause-of-death  statements, 
and  few  physicians  complete  death  cer- 
tificates often  enough  to  be  thoroughly 


familiar  with  the  basic  principles  of 
writing  them.  But  physicians  are  con- 
sidered the  experts  on  their  patients 
and  are  ultimately  responsible  for  the 
accuracy  of  entries  into  the  national 
health  database,  Mr  Elkins  says. 

“We  get  the  best  information  from 
the  family  physician  or  the  specialist 
who  treated  the  deceased  for  the  cause 
of  death,”  Mr  Elkins  said.  “A  lot  of 
times,  we  get  death  certificates  com- 
pleted by  the  ER  physician,  who  knows 
nothing  about  the  history  of  the  pa- 
tient. We’re  looking  for  family  physi- 
cians, whether  or  not  they  were  seeing 
these  patients  at  the  time  of  death.  The 


ER  physician  needs  to  track  down  the 
family  physician  or  specialist  to  com- 
plete the  death  certificate.” 

But  even  if  a primary  care  physician 
or  a specialist  cannot  be  located,  the  at- 
tending physician  is  the  expert,  Mr 
Elkins  says. 

“No  matter  how  uncertain  they  are 
about  the  cause  of  death,  physicians 
are  the  people  in  the  best  position  to 
give  us  guesses,”  he  said.  “They’re  not 
liable  in  any  way,  as  it  says  on  the  cer- 
tificate ‘to  the  best  of  my  knowledge’ 
and  ‘in  my  opinion,  death  occurred  in 
the  cause  and  manner  as  stated.’” 

Of  course,  knowingly  falsifying  a 


The  lost  art 
of  autopsy 


Determining  cause  of  death  may  be  more  difficuittoday  because  of 
the  decreased  number  of  autopsies  that  are  performed. 

As  always,  a physician's  reluctance  to  ask  family  members' 
permission  to  perform  an  autopsy  on  a loved  one  has  circumvented 
some  autopsies.  And  the  myths  among  the  lay  public  — such  as 
sensational  stories  about  people  claiming  their  recently  deceased 
relative's  organs  were  taken  and  sold  for  profit  — also  contribute 
to  the  lack  of  autopsies.  But  in  recent  years,  increased  technology 
and  lack  of  reimbursement  have  curtailed  the  number  of  autopsies. 

Hospital  autopsy  rates  have  fallen  dramatically  over  the  past 
40  years,  according  to  the  College  of  American  Pathologists 
(CAP).  In  the  1950s,  autopsies  were  performed  in  approximately 
40%  to  50%  of  hospital  deaths.  In  the  late  1990s,  average  autopsy 
rates  at  non-teaching  hospitals  werethoughtto  be  below  10%. This 
means  there  are  hospitals  where  an  autopsy  is  an  extremely  rare 
occurrence  or  is  not  provided  at  all  — and  there  are  pathologists 
who  rarely  practice  their  autopsy  skills. 

"While  pathology  residents  in  the  1950s  performed  around  2,000 
autopsies  during  their  4-year  training  periods,  by  the  late  1980s, 
most  pathology  residents  performed  250  autopsies  during  a 4-year 
training  period,"  said  Austin  pathologist  Randy  Eckert,  MD.  A 
pathology  resident  finishing  training  today  probably  has  done  be- 
tween 75  and  100  autopsies,  says  Dr  Eckert,  chair  of  the  CAP  dele- 
gation to  the  American  Medical  Association. 

"A  lot  of  clinicians  will  tell  you  that  the  diagnostic  capabilities 
we  have  currently  — CT  scans,  MRIs,  and  others  — have  improved 
their  ability  to  detect  disease  premortem,  so  autopsies  are  not 
needed,"  Dr  Eckert  said. 

But  an  article  in  the  October  1998  issue  of  The  Journal  of  the 
American  Medical  Association  titled  “Autopsy  Diagnoses  of  Ma- 
lignant Neoplasms:  How  Often  Are  Clinical  Diagnoses  incorrect?” 
begs  to  differ. 

A 10-year  retrospective  study  (1986-1995)  of  all  autopsies  per- 
formed at  the  Medical  Center  of  Louisiana  in  New  Orleans  showed 


a 44%  difference  between  clinical  and  autopsy  diagnoses  of  malig- 
nant neoplasms  and  confirmed  the  importance  of  postmortem  ex- 
amination, the  authors  say. 

Lack  of  reimbursement  for  autopsies  also  has  led  to  fewer 
pathologists  performing  the  procedures. 

"Pathologists  are  unwilling  to  embark  on  such  intensive  stud- 
ies for  little,  and  in  many  cases,  no  reimbursement  whatsoever 
from  any  third-party  payers,  hospitals,  and  patients'  families,”  Dr 
Eckert  said. 

A thorough  autopsy  — which  can  cost  up  to  $2,500  — takes 
about  2 hours  at  the  table  and  another  few  hours  to  review  a pa- 
tient's entire  clinical  record,  perform  microscopic  examinations, 
and  compile  a final  report. 

“A  good  10  to  12  hours  of  physician  time  is  necessary  in  some 
cases  to  do  a good  autopsy,"  Dr  Eckert  added. 

Traditionally,  autopsies  have  been  reimbursed  poorly  by  Medicare, 
Dr  Eckert  says.  “When  you  submit  an  autopsy  bill  for  a Medicare  re- 
cipient who  has  expired,  you  get  one  of  two  responses:  'The  cost  has 
been  covered  in  the  DRG  [diagnostic-related  group]  payment  made  to 
the  hospital,  so  the  hospital  must  pay  for  the  autopsy,'  or  'The  patient 
is  dead,  therefore,  he  is  no  longer  a Medicare  beneficiary.”' 

This  topic  popped  up  at  the  AMA  annual  meeting  in  June,  as 
the  Pennsylvania  delegation  asked  AMA  to  “study  the  restoration 
of  a Joint  Commission  on  Accreditation  of  Healthcare  Organiza- 
tions requirement  of  a medically  productive  and  realistic  autopsy 
rate,  premised  on  the  provision  of  adequate  designated  reim- 
bursement by  health  insurers  for  requesting  and  performing  au- 
topsy services.” 

Physicians  aren't  the  only  ones  who  would  reap  the  rewards  of 
higher  autopsy  rates,  says  Bryan  emergency  medicine  specialist 
Robert  Emmick,  Jr,  MD,  chair  of  the  Texas  Medical  Association 
Council  on  Public  Health.  “By  completing  death  certificates  cor- 
rectly and  obtaining  autopsies  when  appropriate,  we're  creating 
more  information  that  would  better  serve  our  patients.” 
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Death  by  chocolate? 


By  Richard  Viken,  MD 

It  has  been  said  that  death  is  the 
most  definitive  measure  of  ill  health. 
Morbidity  and  mortality  statistics  de- 
rived from  death  certificates  are  the 
only  continuously  collected,  popula- 
tion-based, disease-related  informa- 
tion available  in  most  parts  of  the 
world,  including  the  United  States.  Therefore,  in  order  to 
accumulate  meaningful  data,  accurate  and  concise  termi- 
nology should  be  used  to  describe,  in  a logical  order,  a se- 
quence of  events  leading  to  death. 

This  sounds  pretty  dogmatic  coming  from  a freewheel- 
ing primary  care  physician,  who  admits  to  being  all  over 
the  map  when  trying  to  place  a precise  address  on  a death 
certificate.  But  I think  that  I have  reoriented  my  approach 
after  researching  this  subject  quite  extensively  over  the 
last  several  weeks. 

When  I was  in  training,  only  25  years  after  introduction 
of  the  current  death  certificate,  my  mentors  consistently 
reminded  me  that  people  die  from  only  two  things:  car- 
diorespiratory arrest  and  cerebral  anoxia.  Now  I find  out 
that  you  can  die  from  other  things  — such  as  congestive 
heart  failure,  liver  failure,  selected  arrhythmias,  and 
exsanguination  — and  that  these  are  considered  mecha- 
nisms, not  causes,  of  death.  That’s  why  the  death  certifi- 
cate has  specific  instructions  (which  I have  always 
ignored)  not  to  use  these  terms.  My  gosh!  After  all  these 
years,  my  patients  have  been  djnng  for  the  wrong  reasons! 
I have  repented,  and  on  my  latest  death  certificate,  I wrote 
down  “subarachnoid  hemorrhage”  rather  than  “cerebral 
anoxia”  as  the  immediate  cause  of  death.  That  will  make 
someone  happy,  particularly  if  his  or  her  research  funding 
is  linked  to  diagnostic  coding  frequency. 

So  why  has  filling  out  the  death  certificate  correctly 
suddenly  become  a higher  priority  for  me?  Well,  first  of 
all,  I happened  to  read  the  black  box  warning  written  side- 
ways in  the  left  margin  of  the  certificate.  It’s  easy  to  miss. 
It  allows  you  the  opportunity  to  contribute  your  time  and 
money  to  the  Texas  Department  of  Corrections  if  you 
knowingly  falsify  any  information. 

Second,  I do  support  the  notion  that  the  primary  care 
physician  should  be  the  one  most  responsible  for  complet- 
ing the  death  certificate,  as  well  as  for  interacting  with  the 
family  and/or  the  medical  examiner.  The  issue  that  both- 
ers many  physicians  is  how  to  proceed  in  cases  for  which 
you  truly  don’t  know  the  cause,  ie,  the  unwitnessed  nurs- 
ing home  death.  My  advice:  Make  an  educated  guess, 


based  upon  your  personal  knowledge  or  chart  knowledge 
of  the  patient’s  medical  condition!  I firmly  believe  that  it’s 
a cop-out  to  write  “unknown”  or  “natural  causes”  as  ad- 
vocated by  some. 

Let’s  say  that  I am  summoned  to  pronounce  Old  Mother 
Hubbard.  I could  miss  an  ice  pick  hole  at  the  base  of  her 
skull;  or  I might  not  acknowledge  the  subtle  findings  of 
multiple  keratoses,  puffy  eyelids,  and  alopecia,  character- 
istic of  slow  arsenic  poisoning.  But  the  odds  are  pretty  fa- 
vorable that  her  death  will  be  due  to  one  or  more  of  the  5 
to  10  morbid  conditions  that  nearly  all  old  people  have, 
eg,  dementia,  diabetes,  ischemic  heart  disease,  hyperten- 
sion, chronic  obstructive  pulmonary  disease,  or  stroke. 

Finally,  I am  intrigued  by  the  possibility  that  death  cer- 
tification may  be  one  of  the  better  applications  of  the  cur- 
rent stampede  toward  computerized  medicine.  What 
could  be  simpler  than  entering  a list  of  the  patient’s 
known  disease  states  — past,  present,  and  presumptive  — - 
and  letting  the  computer  work  out  “Immediate  Cause,” 
“Underlying  Cause,”  and  “Other  Significant  Conditions 
Contributing  . . .”?  Of  course,  the  attending  physician 
could  tweak  the  information  as  appropriate  before  writing 
and  signing  the  final  form. 

National  and  local  efforts,  including  this  issue  of  Texas 
Medicine,  are  under  way  to  provide  renewed  education  in 
death  certificate  completion.  Software-based  and  online 
methods  are  also  in  production.  And  after  writing  this,  I 
plan  to  prepare  an  interactive  presentation  to  give  to  my 
family  practice  residents  — black  box  warning  and  all. 
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1 

statement  on  a death  certificate  can 
earn  a physician  2 to  10  years  in  prison 
and  a fine  of  up  to  $10,000,  according 
! to  the  Texas  Health  and  Safety  Code, 
j Physicians  have  5 days  to  complete 
' the  cause  of  death  statement  and  for- 


lignant  neoplasms,  cerebrovascular  dis- 
eases, accidents  and  adverse  effects, 
chronic  obstructive  pulmonary  dis- 
eases, diabetes  mellitus,  pneumonia 
and  influenza,  suicide,  chronic  liver 
disease  and  cirrhosis,  and  septicemia. 


I “These  are  GDC  requirements,  and  the  state’s  ability 
I to  receive  funding  from  the  federal  level  depends  on 
I complying  with  these  requirements.  So  it’s  in  our  best 
I interest  to  report  deaths  as  accurately  as  we  can.” 


ward  the  certificate  to  the  funeral  direc- 
tor or  registrar.  To  improve  accuracy  and 
! promptness  in  reporting  deaths,  most 
i states  allow  death  certifiers  to  use  the 

I 

■ qualifiers  “presumed”  and  “possible”  to 
describe  the  disease  or  injury  that  initi- 
ated the  events  resulting  in  death. 

TDH  accepts  both  the  unqualified 
cause-of-death  statement,  which  implies 
that  it  has  been  made  with  a high  de- 
gree of  certainty,  as  well  as  the  qualified 
cause-of-death  statement,  for  which  the 
certifier  felt  it  necessary  to  note  a spe- 
cific condition  or  a nonspecific  process 
as  being  “presumed”  or  “probable.” 
Physicians  need  not  wait  until  the  “sec- 
ondary to”  or  “as  a likely  consequence 
of”  sections  of  the  death  certificate  to 
get  more  speculative,  Mr  Elkins  says. 

“The  words  ‘presumed’  and  ‘probable’ 

I are  going  to  limit  the  meaning  of  the  im- 
mediate cause  of  death,”  Mr  Elkins  said. 

' “They’re  going  to  give  us  a general  indi- 
cation of  the  category  — heart  disease  or 
cancer,  for  example  — that  may  have  led 
to  death.  ‘Unknown’  or  ‘natural  causes’ 
gives  us  no  indication  whatsoever.” 

So  if  a physician  cannot  cite  a spe- 
cific condition  as  the  underlying  cause 
of  death,  the  cause  must  consist  of  a 
qualified  specific  condition  (eg,  proba- 
ble myocardial  infarction)  or  a qualified 
nonspecific  process  (eg,  end-stage  liver 
disease;  congenital  biliary  atresia). 

] These  general  indications  eventually 
'will  help  statisticians  produce  data  for 
; the  leading  causes  of  death  in  Texas.  In 
1998,  the  top  10  causes  of  death  in  the 
Lone  Star  State  were  heart  disease,  ma- 


The  next  step 

The  TMA  resolution  also  asked  TDH  to 
revise  the  examples  listed  on  the  back 
sheet  of  the  death  certificate  to  include 
a sample  of  “probable”  or  “presumed.” 
TDH  will  consider  this  addition  in  revis- 
ing its  death  certificate  based  on  a pro- 
posed US-standard  death  certificate,  Mr 
Elkins  says.  The  new  death  certificate  is 
set  to  debut  January  1,  2003. 

In  addition,  TMA  Council  on  Public 
Health  members  requested  that  TDH 
provide  continuing  medical  education 
(CME)  options,  through  the  Internet 
and  hard  copy,  for  physicians  and  oth- 
ers on  the  accurate  completion  of 
death  certificates. 

TDH  officials  have  created  an  online 
CME  course  available  at  www.tdh. 
state. tx.us/phpep.  They  also  are  work- 
ing on  a handbook  on  the  medical  cer- 
tification of  the  cause  of  death,  Mr 
Elkins  says. 

Dr  Emmick  and  TMA  public  health 
staff  continue  to  meet  with  Mr  Elkins 
and  other  TDH  officials  to  follow  up  on 
changes  in  the  death  certificate  and 
make  sure  the  state’s  immediate  cause- 
of-death  requirements  ask  no  more  of 
Texas  physicians  than  the  CDC’s. 

“These  are  CDC  requirements,  and  the 
state’s  ability  to  receive  funding  from  the 
federal  level  depends  on  complying  with 
these  requirements,”  Dr  Emmick  said. 
“So  it’s  in  our  best  interest  to  report 
deaths  as  accurately  as  we  can.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna. f@texmed.org. 


I 

j Tel  800.880.1300 


Prc'iviiti)if)  bean  & bmhi  attack 

Project  WATCH  , a new 
cardioviLscular  disease  and 
stroke  prevention  education 
program,  aims  to  knock  the 
No.  1 and  No.  3 killers  of 
Texans-iieart  disease  and 
stroke-off  the  charts.  The 
project  focuses  on  the  hve 
leading  preventable  risk 
factors  for  heart  and  huiin 
attiicks:  Weight,  Activity, 
T obacco.  Cholesterol,  and 
High  blood  pressure. 

For  more  information,  call 
(800)  880-1300,  ext.  1382, 
or  (512)  370-1382;  or 
e-mail  watchCg^texmed.org. 
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AN  OLD  JOKE  BEGINS  with  two  dogs  chasing  a car.  When' 
the  car  finally  stops,  one  dog  tnrns  to  the  other  and 
asks, “Now  that  we’ve  canght  it,  what  do  we  do  with  it?” 


Texas  physicians  have  been  chasing  the  contracting  prac- 
tices of  investor-driven  managed  care  for  years,  trying  to  hnd 
a way  to  correct  an  imbalance  in  bargaining  power  that  has 
allowed  health  insurance  plans  to  dictate  how  most  contracts 
with  individual  physicians  are  structured.  In  1999,  the  Texas 
Legislature  finally  halted  the  managed  care  contract  vehicle, 
giving  Texas  physicians  a legal  means  to  conduct  joint  nego- 
tiations under  limited  conditions  without  running  afoul  of 
the  antitrust  laws.  (See  “Antitrust  Defense,”  August  1999 
Texas  Medicine,  pp  28-32,  and  “TMA  at  the  Table,”  Novem- 
ber 1999  Texas  Medicine,  pp  28-32.) 

Senate  Bill  1468,  known  as  the  physician  negotiation  law, 
was  signed  by  Gov  George  W.  Bush  over  the  objections  of 
business  and  insurance  interests.  After  an  almost  yearlong 
process  of  drafting  rules  to  govern  the  joint  negotiation 
process,  Texas  Atty  Gen  John  Gornyn,  whose  office  must  au- 
thorize negotiations  after  ensuring  that  they  fall  within  the 
limits  of  the  law,  issued  final  rules  on  May  17.  They  went  into 
effect  on  June  6. 

If  followed  correctly,  the  law  provides  protection  under 
the  “state  action  doctrine”  from  an  antitrust  violation  when 
physicians  negotiate  and  discuss  19  types  of  contract  issues 
with  health  plans.  They  include: 

• Fees; 

• Patient  referral  procedures,  utilization  review,  and  quality 
assurance  procedures; 

• Formulation  of  reimbursement  methodology; 

• Programs  to  improve  the  cost-effective  delivery  of  preven- 
tive services  and  to  improve  health  care  delivery  to 
women; 

• Clinical  criteria  relating  to  disease  management  programs 
and  clinical  guidelines; 

• Programs  to  enhance  patient  education  and  treatment 
compliance; 

• Methods  to  detect  and  prevent  fraud  and  abuse; 

• Physician  selection  and  termination  criteria;  and 

• Administrative  issues,  such  as  timing  of  payment. 

In  the  first  30  days  under  the  new  rules,  through  July  6,  not 
a single  group  of  physicians  filed  an  application  to  begin  the 
joint  negotiation  process.  That  doesn’t  worry  Texas  Medical 
Association  leaders,  who  worked  with  the  attorney  general’s 
staff  to  revise  the  rules  and  who  are  now  urging  a slow,  meas- 
ured approach  to  developing  strategies  to  test  the  new  law. 
They  hope  a good  first  experience  will  provide  strong,  positive 


examples  for  other  Texas  doctors  and  for  advocates  of  national 
and  state  legislation  authorizing  similar  negotiations. 

“We  have  a two-track  approach  within  TMA,”  explained 
Division  of  Medical  Economics  Director  Rich  Johnson.  “Our 
first  track  is  to  provide  information  to  our  members  about 
the  process  and  to  identify  resources  they  can  use.  The  sec- 
ond track  is  to  figure  out  how  we  can  best  help  those  who 
want  to  pursue  joint  negotiations  and  seek  to  apply.”  , 

TMA  General  Counsel  Donald  P.  Wilcox,  JD,  says  the  associ- ; 
ation  initially  will  play  a consultant’s  role  with  physicians  who 
want  to  try  the  process.  “We  need  to  help  doctors  who  want  to  j 
do  this  to  put  a group  together  and  test  the  law,”  he  said.  i 
Questions  about  the  joint  negotiation  process  are  wide- 
spread among  physicians,  health  plans,  and  businesses  that 
pay  for  their  employees’  health  coverage,  and  uncertainty 
about  what  will  happen  next  is  rampant.  The  uncertainty 
centers  on  three  key  questions: 

• Will  there  be  a preemptive  legal  challenge  to  the  rules  or 

the  process  in  the  Texas  courts?  , 

• Will  health  plans  refuse  to  negotiate  with  groups  of  doc- 
tors, as  they  are  able  to  do  under  the  Texas  statute? 

• Will  Congress  pass  a pending  bill  that  would  provide 
physician  negotiations  with  health  plans  an  exemption 
from  federal  antitrust  law? 

The  answers  to  those  questions  depend  on  whom  you  ask. 

Preempting  tlie  talks 

Mr  Wilcox  and  Mr  Johnson  say  health  plans  could  seek  to 
head  off  negotiations  by  challenging  the  statute  in  court.  “We 
don’t  know  of  any  legal  challenge,  but  we  have  heard  that 
health  plans  are  predicting  a challenge,”  Mr  Johnson  said. 

Mr  Wilcox  says  any  court  challenge  is  likely  to  come  once 
a group  of  physicians  applies  to  use  the  joint  negotiation 
statute,  not  before. 

The  grounds  for  a possible  legal  attack  by  opponents  of 
joint  negotiations  were  laid  out  in  a letter  from  Vinson  & 
Elkins,  a Houston-based  law  firm,  to  Governor  Bush  in  June 
1999.  In  that  letter,  unnamed  lawyers  from  the  firm  acting 
on  behalf  of  unnamed  clients  unsuccessfully  urged  the  gov- 
ernor to  veto  the  bill. 

“The  main  point  was  that  the  act  [SB  1468]  didn’t  meet 
the  two  prongs  of  the  state  action  test,”  said  Jeffrey  Kloster, 
JD,  of  counsel  to  the  health  industry  section  of  Vinson  & 
Elkins’  Austin  office. 
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The  state  action  test  allows  private  collective  activity  to  be 
jimnuine  under  the  antitrust  laws  if  the  action  is  the  result  of 
|a  clearly  articulated  and  expressed  state  policy  and  is  actively 
isupervised  by  the  state  itself. 

I “The  act  does  not  appear  to  require  the  attorney  general  to 
take  steps  to  determine  the  specifics  of  any  jointly  negotiated 
j physician  fees,  such  as  reviewing  empirical  data  to  determine 
the  reasonableness  of  the  fees,”  the  Vinson  & Elkins  letter 
I stated.  It  also  said  the  attorney  general  would  not  have  ongo- 
ing authority  to  monitor  compliance  with  the  negotiated  con- 
tracts or  to  track  changes  in  the  marketplace  that  might  make 
negotiated  agreements  anticompetitive.  “This  type  of  static 
‘supervision’  appears  to  fall  short  of  the  type  of  active  supervi- 
sion required  under  the  state  action  doctrine,”  the  letter  said. 

' Vinson  & Elkins  claimed  the  act  violates  the  Texas  Consti- 
tution because  the  legislature  did  not  give  the  attorney  gen- 
eral sufficient  direction  in  delegating  to  him  the  authority  to 
supervise  the  act.  The  letter  cited  three  policy  reasons  for 
killing  the  bill: 


• Coercive  action  by  doctors  would  force  health  plans  to 
raise  fees,  in  turn  leading  to  higher  health  care  costs  and 
health  insurance  premiums. 

• Groups  of  doctors  within  a specialty  could  control  the  mar- 
ket for  their  specialty  even  while  comprising  less  than  10% 
of  the  doctors  in  the  market.  (The  law  permits  negotiations 
only  when  the  physician  group  comprises  no  more  than  10% 
of  the  doctors  in  the  health  plan’s  geographic  service  area.) 

• Protections  against  improper  collusive  action  between 
physicians  were  inadequate. 

TMA  countered  the  Vinson  & Elkins  assertions  in  a letter 
from  Mr  Wilcox  to  the  governor.  He  pointed  out  that  the  at- 
torney general  is  expected  to  take  an  active  role  in  reviewing 
and  evaluating  not  just  the  process  and  proposed  topics  of 
the  negotiations  but  also  the  substance  and  impact  of  the 
contracts.  He  also  argued  that  it  was  appropriate  to  give  the 
attorney  general  — not  the  legislature  — the  power  to  inter- 
pret the  law  as  it  applies  to  a specific  fact  situation. 


Requirements  of  joint  negotiations 


In  a May  17  letter  to  physicians, Texas  Atty  Gen  John  Cornyn  said 
he  will  not  sue  competing  physicians  who  discuss  forming  a nego- 
tiating group  and  seeking  approval  under  the  1999  joint  negotiation 
statute.  But  he  warned  that  physicians  should  not  share  or  discuss 
specific  fee-related  information  until  his  office  approves  the  ne- 
gotiation group.  Before  approval,  discussions  of  fees  and  related 
issues  should  be  limited  to  “general  expressions  of  dissatisfac- 
tion” and  evaluation  of  whether  a negotiation  group  is  warranted. 

Physicians  who  form  a group  will  be  required  to  submit  informa- 
tion concerning  their  practices  and  fees  as  part  of  the  application. 
Under  antitrust  law,  fee  and  pricing  information  cannot  be  shared  by 
competitors.  The  attorney  general  suggests  that  the  competing 
physicians  choose  a third  party  to  collect  the  information  and  man- 
age the  application  process. The  representative  should  avoid  shar- 
ing the  information  with  the  group  members  until  the  group  is 
approved.  For  that  reason,  Mr  Cornyn  recommends  that  the  group 
choose  a representative  who  is  not  one  of  the  competing  physicians. 

Mr  Cornyn  also  warned  that  fee  information  exchanged  among 
competitors  before  approval  should  be  at  least  3 months  old  and 
sufficiently  general  to  make  it  impossible  to  identify  fees  for  indi- 
vidual practices. 

By  the  same  reasoning,  physicians  should  not  discuss  what 
fees  or  reimbursement  rates  are  sought  by  the  group  until  the  joint 
negotiation  application  is  approved.  If  the  approved  negotiations 
fail  or  are  discontinued,  doctors  should  cease  discussions  within 
the  group,  or  they  could  face  antitrust  scrutiny. 

Paying  for  the  process 

The  attorney  general’s  office  will  charge  $2,000  to  review  an  appli- 
cation for  a joint  negotiation  group  if  the  proposed  negotiations 
are  for  contract  provisions  other  than  fees.  It  will  collect  an  addi- 


tional $500  for  reviewing  a contract  produced  by  the  negotiations. 

Groups  proposing  to  negotiate  fees  will  be  charged  $5,000  — 
$4,000  to  review  the  application  and  $1,000  to  scrutinize  the  fee 
contract.  And  that's  before  the  costs  of  lawyers  and  other  group 
representatives  are  tallied. 

Attorney  General  Cornyn  says  he  will  act  upon  the  application 
within  30  days  after  it  is  completed.  The  contract  should  be  sub- 
mitted for  review  within  2 weeks  of  reaching  agreement  and  at 
least  30  days  before  the  contract  takes  effect.The  parties  will  not 
be  allowed  to  begin  the  contract  until  the  attorney  general  ap- 
proves the  contract  in  writing. 

Should  a health  plan  reject  negotiations,  a portion  of  the  fee 
that  has  not  been  expended  in  processing  the  application  will  be 
refunded  to  the  physician  group,  says  Asst  Atty  Gen  MarkTobey, 
chief  of  the  antitrust  section  of  the  Consumer  Practices  Division. 

Providing  information 

Building  the  application  for  a joint  negotiation  will  require  a physi- 
cian group  to  provide  the  attorney  general  with  detailed  information 
about  its  practices,  the  local  market  for  health  care,  and  its  con- 
tracts. In  the  application,  the  group  must  specify  which  provisions  it 
wants  to  negotiate  and  provide  a time  estimate  for  the  negotiations. 

The  group  will  also  have  to  estimatethe  impact  ofthe  negotia- 
tions and  submitted  contracts  on  the  quality  of  patient  care,  con- 
sumers, and  competitors.  The  benefits  of  a contract  and  the 
identity  of  other  physicians  who  share  the  risk  of  the  contract  also 
must  be  provided. 

For  negotiations  involving  fees,  the  physicians'  group  will  be 
asked  to  show  how  fee-related  contract  terms  have  already  af- 
fected or  threaten  to  adversely  affect  the  quality  and  availability  of 
patient  care. 
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As  for  the  policy  questions  raised  by  Vinson  & Elkins,  Mr 
Wilcox  said  the  statute  forbids  coercive  action,  that  adequate 
protections  against  collusive  action  do  exist,  and  that  the  at- 
torney general  can  limit  the  size  of  negotiating  groups  to  pre- 
vent negotiating  specialists  from  controlling  more  than  10% 
of  a market. 

Setting  the  table 

There  is  doubt  whether  physicians  will  use  the  joint  negotia- 
tion process  and  whether  health  insurance  plans  will  agree  to 
sit  down  and  negotiate  with  those  who  do.  “How  likely  is  it 
that  the  plans  will  come  to  the  table?  We  don’t  know.  Some 
say  they  can’t  because  of  the  antitrust  implications,”  Mr 
Johnson  said. 

Mr  Wilcox  predicts  many  physicians  will  be  reluctant  to 
use  the  process  because  it  is  cumbersome  and  because  of  the 
health  plans’  right  to  refuse  to  negotiate.  He  points  out  that 
doctors  already  can  use  third-party  “messengers”  to  give  and 
receive  some  information  from  health  plans  about  contracts. 
“The  messenger  process  is  cumbersome,  but  not  as  cumber- 
some as  the  joint  negotiation  process,”  he  said. 

Bob  Tollefson,  executive  director  of  the  Nacogdoches  Area 
Physicians  Association,  says  no  one  from  East  Texas  will  be 
rushing  to  test  the  waters  of  joint  negotiation,  in  part  because 
of  uncertainty  about  how  the  health  plans  will  respond. 

“Our  doctors  aren’t  planning  to  be  the  first  ones  to  use  it,”  Mr 
Tollefson  said.  “You  can  spend  a lot  of  time  and  money  getting 
it  together,  but  if  you  don’t  have  much  success  getting  the  plans 
to  sit  down  and  talk  to  you,  it  will  be  money  that’s  wasted.” 

Jerry  Patterson,  executive  director  of  the  Texas  Association 
of  Health  Plans,  says  he  has  been  told  by  some  health  plan  of- 
ficials that  they  will  not  negotiate  with  physicians.  “They  are 
saying,  ‘We  won’t  negotiate  because  we  won’t  do  something 
that  will  put  the  physicians  at  risk  under  antitrust  law.’” 


Mr  Wilcox  says  TMA  will  consider  seeking  legislation  in^ 
next  year’s  session  of  the  Texas  Legislature  to  require  health 
insurers  to  negotiate  in  good  faith  with  physicians  who  re-i 
ceive  approval  from  the  attorney  general  to  negotiate  as  a 
group.  He  says  he  expects  some  use  of  the  law,  “when  it’s  to 
the  advantage  of  both  the  doctors  and  the  plan”  to  negotiate 
contract  issues  and  fees. 

Mr  Johnson  disagrees  with  Mr  Patterson’s  assessment. 
“From  a physician’s  perspective,  this  process  can  be  used  by‘ 
anyone  who  has  a solid  case  to  take  into  negotiations,  but  we  ‘ 
need  a reasonable  chance  to  get  them  to  the  table,”  he  said. , 
“I  think  some  of  the  plans  will  use  it  because  it’s  a forum  to  | 
discuss  issues  that  they  can’t  discuss  with  groups  of  doctors” 
under  current  antitrust  laws. 

Mr  Wilcox  urges  physicians  who  do  use  the  process  to 
watch  for  pitfalls. 

First,  the  health  plan  can  undermine  joint  negotiations  by 
cutting  deals  with  individual  physicians  within  the  negotiat- 
ing group  and  nothing  can  be  done  to  stop  the  individual 
from  accepting  the  contract.  “If  physicians  go  this  route,  they 
have  to  observe  [antitrust]  protocol,”  he  said,  warning  that 
they  could  find  themselves  open  to  charges  that  they  have 
used  shared  price  and  fee  information  accumulated  for  the 
joint  negotiation.  “If  they  do,  they  are  outside  the  agreement 
and  subject  to  the  antitrust  laws.” 

Second,  estimating  the  impact  of  a negotiation  or  a con- 
tract will  be  tricky.  There  is  no  standard  source  of  market  in- 
formation, and  estimated  impacts  will  be  subject  to  attack  by 
the  health  plans  or  others  opposing  the  negotiations. 

TMA  will  establish  pilot  programs  to  provide  information 
and  support  to  groups  that  are  considering  joint  negotia- 
tions. Those  programs  are  expected  to  be  in  place  by  the  fall, 
Mr  Johnson  says. 

Despite  his  skepticism  about  the  effectiveness  of  the  law. 


“How  likely  is  it  that  the  plans  will  come  to  the  table? 
We  don’t  know.  Some  say  they  can’t  because 
ol  the  antitrust  implications.” 


Mr  Patterson  also  predicts  physicians  will  be  hesitant  to 
use  the  joint  negotiation  process  because  “it  doesn’t  provide 
antitrust  protection  for  the  physicians  who  would  use  it.”  If 
a physician  group  and  a health  plan  were  to  negotiate  a con- 
tract, it  wouldn’t  require  a complaint  from  the  health  plan  or 
competing  physicians  to  prompt  the  federal  government  to 
intervene  on  antitrust  grounds,  he  explained.  The  Federal 
Trade  Commission  or  US  Justice  Department  are  empowered 
to  protect  consumers  and  can  act  independently  without 
waiting  for  a complaint,  he  says. 


Mr  Tollefson  says  TMA’s  effort  to  pass  the  joint  negotiation 
bill  was  worthwhile.  “The  legislation  sent  a message  to  man- 
aged care  plans,  and  maybe  that’s  all  we  get  out  of  it  at  this 
time,”  he  said. 

Waiting  for  Campbell 

Mr  Kloster  says  SB  1468  sent  a dual  message.  “First,  it  was  a 
message  [to  the  plans]  that  they  ought  to  take  [contract]  dis- 
cussions seriously.  Second,  the  message  was  that  this  was 
part  of  an  attempt  to  take  this  issue  to  the  federal  level.” 
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He  also  says  physicians  and  other  backers  of  antitrust  ex- 
emptions granted  by  Congress  will  try  to  use  the  Texas  legis- 
lation to  leverage  federal  action.  While  federal  action  is 
pending,  Mr  Kloster  says,  a rush  on  the  attorney  general’s 
seeking  approval  for  joint  negotiations  is  unlikely. 

“1  think  there  will  be  a wait-and-see  period  to  evaluate 
what’s  happening  with  the  federal  process,”  Mr  Kloster  said. 

TMA  is  monitoring  American  Medical  Association-backed 
efforts  to  pass  a bill  sponsored  by  US  Reps  Tom  Campbell  (R- 
Calif)  and  John  Conyers,  Jr,  (D-Mich)  that  would  make  ne- 
gotiating physicians  exempt  from  federal  antitrust  laws.  This 


jointly  negotiate  to  restrict  the  roles  of  nonphysicians  in  pro- 
viding quality  care  to  patients,  also  are  mobilized  against  the 
Campbell/Conyers  bill. 

Some  consumer  advocates  and  governmental  watchdog 
agencies  have  found  common  ground  with  the  insurance  in- 
dustry and  business  on  the  antitrust  issue.  Antitrust  officials 
from  the  US  Department  of  Justice  and  the  Federal  Trade 
Commission  have  voiced  opposition  to  the  Campbell/Cony- 
ers bill.  The  Consumer  Federation  of  America  charges  that 
physicians  are  trying  to  improve  their  economic  position,  not 
the  quality  of  patient  care. 


“You  can  spend  a lot  of  time  and  money  getting  it  together, 
but  if  you  don’t  have  much  success  getting  the  plans  to 
sit  down  and  talk  to  you,  it  will  be  money  that's  wasted.” 


is  considered  important  because  Texas  physicians  who  nego- 
tiate under  state  rules  with  the  approval  of  the  Texas  attor- 
ney general  would  be  exempt  from  state  prosecution,  but 
could  still  face  legal  challenges  from  the  federal  antitrust 
lawyers  and  trade  regulators.  The  Campbell/Conyers  bill  is  a 
modification  of  labor  law,  with  some  antitrust  benefits,  while 
the  Texas  law  features  the  state  action  doctrine  that  is  a de- 
fense against  certain  aspects  of  antitrust  law.  (See  “Antitrust 
Relief,”  May  2000  Texas  Medicine,  pp  33-35.) 

The  Campbell/Conyers  bill  passed  the  US  House  of  Rep- 
resentatives on  a 276-136  vote  on  June  30,  but  opposition 
from  Senate  Majority  Leader  Trent  Lott  (R-Miss)  suggests  it 
will  go  no  farther. 

“I  just  don’t  think  that  is  something  we  should  be  moving 
toward,”  Senator  Lott  said  at  a press  conference.  “I  don’t 
think  we  need  more  lawsuits  in  America,  and  I don’t  think  we 
need  more  labor  unions,  and  that’s  basically  what  we’re  try- 
ing to  do.” 

Passage  of  the  Campbell/Conyers  bill  in  the  Senate  faces 
“only  two  problems,”  noted  Harold  Freeman,  TMA  lobbyist. 
“There’s  no  Senate  sponsor,  and  we  have  to  find  a way 
around  the  Senate  majority  leader.” 

Concerns  over  Campbell  and  1468 

It’s  no  surprise  that  insurance  companies  and  managed  care 
entities  are  leading  the  charge  in  opposing  the 
Campbell/Conyers  bill.  Nor  is  it  surprising  that  business 
groups  such  as  the  US  Chamber  of  Commerce  joined  the  op- 
position to  prevent  what  they  claim  will  be  a domino  effect 
of  price  increases  for  physician  services,  followed  by  in- 
creases in  the  cost  of  treatments,  followed  by  rising  rates  for 
health  insurance. 

Nursing  groups,  who  fear  doctors  will  use  their  ability  to 


But  AMA  maintains  the  bill  contains  safeguards  to  ensure 
that  patients’  interests  would  remain  primary.  “It  would  for- 
bid any  collective  cessation  of  patient  care,  contains  a sun- 
set provision  that  would  limit  the  duration  of  the  legislation 
to  3 years,  and  requires  a study  of  its  impact  before  reau- 
thorization by  Congress,”  an  AMA  statement  said.  “In  addi- 
tion, health  plans  would  not  be  forced  to  accept  terms 
sought  by  health  care  professionals,  and  any  potentially  an- 
ticompetitive behavior  would  remain  subject  to  antitrust 
challenge  by  the  Department  of  Justice  and  the  Federal 
Trade  Commission.” 

Concerning  the  Texas  physician  negotiation  law,  Lisa 
McGiffert,  a health  issues  specialist  for  the  Southwest  Re- 
gional Office  of  Consumers  Union,  says  the  organization  did 
not  take  a position.  But  after  its  passage.  Consumers  Union 
is  concerned  that  physicians  could  abuse  the  law  if  proper 
oversight  isn’t  forthcoming  through  the  Texas  Attorney  Gen- 
eral’s Office. 

She  echoed  one  of  the  concerns  expressed  by  Vinson  & 
Elkins  in  its  letter  to  Governor  Bush.  While  the  law  limits 
negotiating  groups  to  less  than  10%  of  the  physicians  in  a 
given  market,  Ms  McGiffert  says  price-fixing  could  occur  in 
smaller  physician  groups,  especially  those  of  doctors  in  a 
single  specialty. 

She  predicts  that  joint  negotiations  will  be  sought  most  of- 
ten by  small  groups  of  specialists  to  negotiate  fees  for  serv- 
ice, and  therein  lies  the  rub.  “If  all  the  neurologists  in  Dallas 
come  together,  they  wouldn’t  be  10%  of  the  medical  popula- 
tion, but  there  will  be  antitrust  and  pricing  concerns.”  ★ 


Walt  Borges  can  be  reached  at  (800)  880-1300,  ext  1385,  or  (512)  370-1385;  or  by  e-mail  at 
walt_b@texmed.org. 


Tel  800.880.1300 


Volume  96  ★ Number  9 


39 


Science 


The  gene  machine 

Baylor  brings  human  genome  spotlight  to  Texas 


As  a boy  growing  up  in  a small  Aus- 
tralian farming  town,  Richard 
Gibbs,  PhD,  never  thought  he’d 
end  up  in  Houston  piecing  to- 
gether the  puzzle  of  human  life. 

In  fact,  many  of  the  Baylor  Col- 
1 lege  of  Medicine-Human  Genome 
Sequencing  Center  (BCM-HGSC)  re- 
searchers, whose  noses  have  been  stuck  to 
the  proverbial  grindstone  since  1996,  were 
somewhat  surprised  to  look  up  from  their 
work  in  late  June  to  find  they  had  propelled 
themselves  into  the  history  books.  > > 


By  Johanna  Franke,  Associate  editor 
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See  “MedBytes,”  p 19, 
for  Web  sites  related  to  the  Human  Genome  Project, 


The  human  race 

The  highly  publicized  contest  between 
the  public  and  private  sectors  to  se- 
quence the  3 billion  deoxyribonucleic 
acid  (DNA)  base  pairs  of  the  human 
genome  began  10  years  ago  with  16  re- 
search institutions  in  the  United  States, 
Great  Britain,  Germany,  France,  Japan, 
and  China  (see  “Human  Genome  Se- 
quencing Consortium  Members,”  p 42). 

Though  all  these  institutions  are 
generating  a high-quality,  accurate  se- 
quence of  the  human  genetic  code, 
three  US  laboratories  were  selected  to 
receive  funding  from  the  National  Hu- 
man Genome  Research  Institute,  a part 
of  the  National  Institutes  of  Health 
(NIH).  These  labs  were  Washington 
University  School  of  Medicine  in  St 
Louis,  the  Whitehead  Institute,  outside 
Boston,  and  Baylor  College  of  Medi- 
cine. In  addition,  the  Department  of 
Energy  set  up  its  own  sequencing  facil- 
ity, the  Joint  Genome  Institute,  in  Wal- 
nut Creek,  Calif. 

“The  competition  with  the  private 
group  [Celera  Genomics]  has  been 
stimulating,  but  the  competition  within 
the  academic  quarter  has  been  more 
difficult,”  said  Dr  Gibbs,  who  codirects 
BCM-HGSC. 

Many  Human  Genome  Project  fol- 
lowers believe  that  Maryland-based 
Celera  took  much  less  time  to  finish  the 
genome  rough  draft  than  the  public 
consortium  of  institutions.  In  actuality, 
the  company  and  the  consortium  began 
and  ended  their  rough  draft  sequencing 
work  at  about  the  same  time,  says 
George  Weinstock,  PhD,  who  codirects 
the  sequencing  center  with  Dr  Gibbs. 

Before  any  institution  — public  or 
private  — could  go  about  determining 
the  exact  order  of  the  base  pairs  (com- 
binations of  the  nucleotides  adenine, 
thymine,  cytosine,  and  guanine)  in  a 
DNA  segment,  sequencing  technology 
and  software  had  to  improve.  By  the 
; mid-1990s,  NIH  officials  felt  the  tools 
were  far  enough  along  — both  in  tech- 
nology and  affordability  — to  instigate 
the  pilot  project  phase.  During  the  next 
3 years,  NIH  invited  public  and  private 
[ institutions  to  demonstrate  their  ability 
j to  do  high-throughput  DNA  sequencing. 

I “They  needed  to  put  together  large 
! centers  to  actually  do  this  because  they 
didn’t  exist,”  said  Dr  Weinstock,  a pro- 

! Tel  800.880.1300 


fessor  in  The  University  of  Texas-Hous- 
ton  Health  Science  Center  Department 
of  Microbiology  and  Molecular  Genet- 
ics. “If  you  have  an  automobile  plant, 
and  you  go  to  war,  you  can  convert  the 
auto  plant  to  a tank  plant.  But  we  did 
not  have  anything  like  that  for  genome 
sequencing.” 

As  many  as  10  genetics  centers  at- 
tempted to  pass  NIH’s  standards.  Dr 
Weinstock  says  this  was  a formidable 
job,  especially  in  an  academic  environ- 
ment lacking  the  business  acumen  and 
administrative  resources  most  private 
companies  possess. 

“We  don’t  pay  as  well,  and,  basically, 
we’re  here  to  do  research,  not  to  man- 
age corporations,  so  this  was  a real 
challenge,”  Dr  Weinstock  said. 

BCM-HGSC  researchers  rose  to  the 
challenge  by  showing  they  could  per- 
form the  technical  work,  maintain  the 


quality  necessary  to  sequence  the  hu- 
man genome  after  a scale-up,  and  gen- 
erate institutional  commitments  for 
further  scaling  up. 

“It’s  a very  impressive  accomplish- 
ment to  be  able  to  succeed  in  all  those 
different  arenas  when  all  you’re  ever 
trained  to  do  as  a PhD  is  conduct  ex- 
periments,” Dr  Weinstock  said. 

Along  with  the  strong  commitment  of 
the  internationally  known  Dr  Gibbs  and 
the  talent  and  expertise  of  researchers 
working  in  the  Texas  Medical  Center, 
BCM-HGSC  had  a third  secret  weapon  in 
Dr  Weinstock.  As  a former  reviewer  of 
genome  centers  for  NIH,  he  brought  ad- 
ditional perspectives  to  BCM-HGSC. 

“When  NIH  decided  to  have  the 
competition  for  these  big  funds,  I was 
very  fortunate  to  be  able  to  join  the 
Baylor  center  and  participate  directly 
in  this  great  adventure,”  Dr  Weinstock 


Physicians: 

Add  genetics  to  your  reading  list! 


“Read!" 

That's  the  advice  researchers  are  giving  physicians  to  deal  with  the  fast-paced 
world  of  genetics. 

Staying  on  top  of  new  genetic  developments  will  help  not  only  you  but  also  your  patients. 

“Education  is  really  important  for  physicians  because  they  tend  to  be  highly  re- 
spected and  have  tremendous  credibility  — more  than  we  mad  scientists,"  said  George 
Weinstock,  PhD,  codirector  of  the  Baylor  College  of  Medicine-Human  Genome  Se- 
quencing Center  (BCM-HGSC)  in  Houston.  “We  can  say  all  of  this  stuff,  but  it  doesn’t 
mean  much.  If  your  family  doctor  starts  talking  to  you  about  it,  it  really  registers." 

One  way  to  explain  the  human  genome  to  patients  is  to  compare  it  with  a 46-volume 
encyclopedia,  says  James  Lupski,  MD,  professor  of  molecular  and  human  genetics  and 
pediatrics  at  Baylor.  Each  chromosome  represents  a volume,  and  a gene  on  the  chro- 
mosome represents  a page  or  a paragraph. 

“Traditionally,  when  we  searched  for  a gene  mutation  that  caused  a disease,  we 
looked  for  a missing  word  or  sentence  or  a misspelled  word,"  Dr  Lupski  said.  “For  ge- 
nomic disorders,  we  need  to  be  on  the  lookout  for  bunches  of  pages  missing,  because 
the  whole  genome  or  portions  of  the  genome  are  altered." 

Physicians  need  to  keep  in  mind  that  the  Human  Genome  Project  is  a long-term  en- 
deavor. “I  think  in  the  next  5 years  or  so,  we’re  going  to  see  a lot  in  the  way  of  diagnos- 
tics coming  out  of  this  effort,”  said  Steve  Scherer,  PhD,  director  of  mapping  for 
BCM-HGSC.  "But  it’s  going  to  be  another  8 to  12  years  before  we  see  anything  with  re- 
gard to  therapeutics.” 

Human  genome  rough  draft  findings  probably  will  be  published  in  the  November  2000 
issue  of  Science,  according  to  Baylor  researchers. 

(See  “A  Physician’s  Guide  to  the  Human  Genome,"  p 46.) 
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Science 


said.  So  when  the  NIH  dust  settled, 
Baylor,  Washington  University,  and  the 
Whitehead  Institute  were  left  standing. 
Along  with  the  Joint  Genome  Institute 
and  the  Wellcome  Trust-funded  Sanger 
Centre  outside  of  London,  the  three  ed- 
ucational institutions  planned  to  map 
the  human  genome  by  2005. 


stitutes  ramped  up  their  forces.  The  full- 
scale  effort  to  sequence  the  human 
genome  was  launched  in  March  1999. 

By  working  around  the  clock,  the 
public  researchers  crossed  the  human 
genome  rough  draft  finish  line  at  the 
same  time  Celera  did.  The  scientists 
quickly  identified  the  burnout  gene. 


“We  don’t  pay  as  well,  and,  basically, 
we’re  here  to  do  research,  not  to  manage 
corporations,  so  this  was  a real  challenge.’’ 


Then  Celera  entered  the  picture  in 
1998  with  the  quest  to  complete  the 
genome  within  3 years  using  the  faster, 
more  expensive  “shotgun”  sequencing 
technique.  Shotgun  sequencing  in- 
volves the  cloning  of  a large  region  of 
DNA  into  many  smaller  fragments  of 
DNA,  which  are  then  sequenced  indi- 
vidually and  reassembled  to  re-create 
the  starting  material. 

Fearing  the  squirreling  away  of 
genome  sequence  data  through  patents 
and  secrecy  agreements  made  by  private 
companies,  the  government-funded  in- 


“The  competition  has  been  good  in  a 
way,”  said  Steve  Scherer,  PhD,  director 
of  mapping  for  BCM-HGSC.  “It  cer- 
tainly got  the  public  effort  kick-started. 
But  there’s  been  a lot  of  personal  sacri- 
fice involved  in  really  ramping  this 
thing  up  to  that  kind  of  level.” 

Baylor  scientists  are  responsible  for 
10%  of  the  human  genome.  At  press 
time,  they  had  mapped  250  megabases 
of  human  genomic  DNA  from  chromo- 
somes 12  and  3 and  the  X chromosome. 
A megabase  is  a measure  of  length  for 
DNA  and  ribonucleic  acid  (RNA)  equal 


Human  Genome  Sequencing 
Consortium  members 


1.  Baylor  College  of  Medicine,  Houston 

2.  Beijing  Human  Genome  Center,  Institute  of  Genetics,  Chinese  Academy  of  Sci- 
ences, Beijing 

3.  Gesellschaft  fur  Biotechnologische  Forschung  mbH,  Braunschweig,  Germany 

4.  Genoscope,  Evry,  France 

5.  GenomeTherapeutics  Corporation,  Waltham,  Mass 

6.  Institute  for  Molecular  Biotechnology,  Jena,  Germany 

7.  Joint  Genome  Institute,  US  Department  of  Energy,  Walnut  Creek,  Calif 

8.  Keio  University, Tokyo 

9.  Max  Planck  Institute  for  Molecular  Genetics,  Berlin 

10.  RIKEN  Genomic  Sciences  Center,  Saitama,  Japan 

11.  The  Sanger  Centre,  Hinxton,  UK 

12.  Stanford  DNA  Sequencing  andTechnology  Development  Center,  Palo  Alto,  Calif 

13.  University  ofWashington  Genome  Center,  Seattle 

14.  University  ofWashington  Multimegabase  Sequencing  Center,  Seattle 

15.  Whitehead  Institute  for  Biomedical  Research,  Massachusetts  Institute  ofTechnol- 
ogy,  Cambridge,  Mass 

16.  Washington  University  Genome  Sequencing  Center,  St  Louis 

Source:  National  Human  Genome  Research  institute 
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to  1 million  bases  in  single-stranded 
I molecules,  or  1 million  base  pairs  in 
j double-stranded  molecules. 

Baylor  researchers  also  brought  a 
great  deal  of  scientific  prestige  to  the 
n Lone  Star  State,  Dr  Weinstock  says. 

■ “If  you  consider  that  only  five  places 
! in  the  world  are  handling  this  many 
[different  projects  and  generating  this 
I kind  of  data  at  the  pace  we’re  doing  it, 
ji  then  there’s  absolutely  no  question  that 
I Baylor,  the  Texas  Medical  Center,  and, 
frankly,  the  state  of  Texas  have  a re- 
source that  researchers  can  use.” 

The  application 

Now  that  the  rough  draft  has  been  un- 
veiled, BCM-HGSC  researchers  are  contin- 
uing to  work  toward  a final  draft  as  well 
j as  helping  their  colleagues  apply  new  se- 
i quencing  data  to  their  own  studies, 
f Researchers  from  clinical  and  basic 
i science  departments  have  been  drop- 
jping  into  Baylor’s  genome  center  to 
]say,  “Gosh,  this  is  really  exciting.  The 
( genome  is  done.  Now,  can  you  help  me 
,1  find  my  gene?”  or  “I’ve  found  my  gene, 
jand  I have  these  genome  segments 
[from  some  patients  who  may  have  an 
I abnormal  gene  there.  Can  you  help  me 
I'  sequence  it?”  Dr  Weinstock  says. 

“The  ability  to  reach  out  and  vault 
} individual  research  projects  ahead  in 
[i  many  different  areas  is  certainly  one  of 
the  things  that  we’re  able  to  do.” 

David  Nelson,  PhD,  a professor  of 
'j  molecular  and  human  genetics  at  Baylor, 

' is  reaping  the  rewards  of  the  rough  draft 
completion  in  his  study  of  incontinentia 
::pigmenti  (IP).  IP  is  a fairly  rare  male- 
i lethal  disorder  on  the  X chromosome 
that  Dr  Nelson  has  been  chasing  for  the 
.■past  10  years.  While  most  male  fetuses 
jiwith  the  IP  mutation  expire  4 months 
1 into  the  pregnancy,  females  born  with 
the  genetic  disorder  generally  have  blis- 
jtering  and  warty  rashes,  abnormally 
'shaped  or  missing  teeth,  and  patchy, 
j bald  spots.  Also,  10%  of  females  with  IP 
; suffer  vascular  problems  in  their  brain 
' structures  and  in  their  retinas,  leading  to 
: mental  retardation  or  blindness. 

The  IP  gene  eventually  was  found  on 
idle  X chromosome  in  one  of  the  more 
; gene-rich  regions  of  the  human  genome. 
iThe  average  density  of  genes  in  the 
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genome  is  about  1 every  50,000  nu- 
cleotides, Dr  Nelson  says.  But  the  IP  re- 
gion has  a gene  every  7,000  nucleotides. 

“Some  of  this  region  had  been  se- 
quenced before  the  completion  of  the 
rough  draft,  but  not  a lot  of  it,  so  we 
had  the  problem  of  trying  to  identify 
genes,”  Dr  Nelson  said.  “We  always  had 
the  nagging  concern  that  there  might 
be  another  gene  there  that  we  didn’t 
know  about,  and  that  was  the  actual  IP 
gene  — the  one  that’s  behind  the  door 
and  we  can’t  see  it  because  that  region 
hasn’t  been  sequenced.” 

By  locating  shared  segments  among 
families  affected  by  a genetic  disorder, 
scientists  can  determine  which  seg- 
ment houses  the  gene  and  the  muta- 
tion for  the  disorder.  Dr  Nelson  and  his 
colleagues  studied  30  genes  before  the 
IP  gene  showed  up  in  sequencing  done 


on  the  immune  system  last  fall. 

Though  Dr  Nelson  has  difficulty  pin- 
pointing how  much  time  the  Human 
Genome  Project  saved  his  team,  he 
said,  “You  could  imagine  numbers  as 
high  as  30  years  if  our  lab,  by  itself, 
had  to  work  out  the  tools  to  analyze 
each  of  those  gene  candidates.” 

The  next  step  is  to  create  milder  mu- 
tations in  mice  that  would  be  similar  to 
the  IP  mutation.  “Once  you  have  a de- 
cent mouse  model,  you  can  study  the 
impact  of  certain  drugs  on  mice  and 
apply  your  findings  to  humans,”  Dr 
Nelson  said. 

Besides  advancing  research  in  edu- 
cational institutions,  the  human 
genome  rough  draft  is  propelling  the 
development  of  genetic  research  acces- 
sories by  biotech  companies.  (See 
“Booming  Biotechs”  below.) 


Booming 

biotechs 


Mapping  the  human  genome  is  big  business,  and  some  Houston  biotechnoiogy  compa- 
nies are  happy  to  ride  the  wave  created  by  the  Bayior  Coiiege  of  Medicine-Human 
Genome  Sequencing  Center's  work  on  the  rough  draft. 

The  July  8,  2000,  Houston  Chronicle  listed  the  following  Houston-area  companies 
that  are  taking  advantage  of  the  research  being  conducted  in  their  own  backyard. 

Biocyte Therapeutics:  Works  with  researchers  fromThe  University  ofTexas  M.D.  Ander- 
son Cancer  Center  to  study  gene  targets  that  cancer  cells  use  to  overpower  healthy  cells. 

GeneExcel:  Creates  delivery  systems  for  gene  therapy  to  move  drugs  from  a shot  or  a 
pill  to  a tumor,  for  example. 

Genometrix;  Conducts  genotyping  — assessing  the  genetic  makeup  for  one  specific  trait. 

Introgen  Therapeutics:  Uses  gene  discovery  to  develop  cancer  treatments. 

Lexicon  Genetics:  Creates  knockout  mice,  which  are  missing  a specific  gene.  Re- 
searchers study  the  mice  to  determine  the  missing  gene's  function. 

Lark  Technologies:  Conducts  rapid  deoxyribonucleic  acid  (DNA)  sequencing  for 
pharmaceutical  companies  and  researchers. 

Sigma  Genesis:  Supplies  reagent  — chemical  substances  involved  in  a chemical  re- 
action — and  puts  together  short  pieces  of  synthetic  DNA. 

Spectral  Genomics:  Detects  minute  differences  between  genes  at  the  chromosome 
level. 

Tanox:  Develops  specialized  antibodies  as  drugs. 
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The  nagging  issues 

Things  indeed  have  changed  with  the 
mapping  of  the  human  genome. 

“What  we’ve  learned  through  the 
genome  program  is  that  the  old  style  — 
one  scientist,  one  disease  — is  not  the 
model  to  follow,”  Dr  Gibbs  said. 

But  things  also  have  stayed  the 
same. 

The  ethical  and  social  concerns  that 
screamed  from  the  genetics  headlines  a 
year  ago  still  abound.  Patients  are  wor- 
ried that  employers  and  insurance 
companies  will  reject  them  based  on 
their  genetic  shortcomings,  and  physi- 
cians are  worried  about  incorporating 
genetic  testing  in  their  practices  while 
ensuring  privacy  and  reasonable  costs. 
(See  “Wading  in  the  Gene  Pool,”  June 
1999  Texas  Medicine,  pp  30-36.)  But 
some  of  these  fears  may  be  based  in  ig- 
norance, Baylor  researchers  say. 

“According  to  some  polls,  40%  of 
people  think  the  Human  Genome  Pro- 
ject may  do  harm,  and  90%  of  people 
haven’t  got  a clue  what  it  is.  This  stuff 
is  really  taking  awhile  for  people  to  di- 
gest,” Dr  Gibbs  said. 

These  worries  and  practices  can  be 
allayed  with  legislation,  the  re- 
searchers say.  Last  winter.  President 
Clinton  signed  an  executive  order  that 
prohibits  every  civilian  federal  depart- 
ment and  agency  from  using  genetic 
information  in  any  hiring  or  promotion 
action.  President  Clinton  also  has  en- 
dorsed the  Genetic  Nondiscrimination 
in  Health  Insurance  and  Employment 
Act  of  1999,  which  would  extend  fed- 
eral employment  protections  to  the 
private  sector  and  help  expand  protec- 
tions of  individuals  purchasing  health 
insurance  that  began  with  the  Health 
Insurance  Portability  and  Accountabil- 
ity Act. 

“To  me,  it’s  kind  of  a no-brainer,”  Dr 
Scherer  said,  “but  there’s  obviously 
some  resistance  from  quarters  that 
tend  to  have  a lot  of  money  — like  the 
insurance  industry  — so  it  may  be 
more  challenging  to  get  laws  like  this 
through  Congress  than  it  should  be.” 

The  Texas  Legislature  already  has 
passed  a law  to  prohibit  discrimination 
by  employers  and  health  insurance  com- 
panies based  on  information  derived 
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from  genetic  testing.  (See  “lexas’  Ge- 
netic Nondiscrimination  l,aw”  lielow.) 

“If  you  deny  health  insurance  to 
anyone  with  a preexisting  condition 
based  on  genetics,  you’re  going  to  deny 
lit  to  everybody,  so  insurance  compa- 
nies won’t  be  able  to  make  money  that 
way,”  Dr  Nelson  added. 

’ Though  these  concerns  are  valid.  Dr 
Gibbs  worries  they  may  circumvent  fur- 
ther advancements  in  genetic  research, 
j “I’m  concerned  that  the  scientific  com- 
munity won’t  be  assertive  enough  in 
doing  more  of  this  so  that  we  may  un- 
I derstand  ourselves  biologically.” 

Dr  Scherer  hopes  scientists  don’t  use 
genetics  to  play  God.  “If  we  could  intro- 
duce a new  copy  of  the  muscular  dystro- 
! phy  gene  — a good  copy  — into 
someone  who  has  that  defect  and  correct 
; it,  that’s  great,”  he  said.  “But  when  you 


start  talking  about  permanently  altering 
the  genome  by  incorporating  a mutation 
that’s  going  to  protect  everybody  from 
AIDS,  you’ve  gone  that  next  step.  What 
if  AIDS  immunity  moves  on  to  increased 
intelligence  or  height?  Then  you  start 
engineering  human  beings,  and  1 have 
serious  problems  with  that.” 

As  these  debates  continue,  re- 
searchers proceed  to  smooth  out  the 
human  genome  rough  draft  in  hopes  of 
offering  preventive,  diagnostic,  and 
therapeutic  treatments  for  hereditary 
diseases.  But  they  repeatedly  stress 
they’ve  only  scratched  the  surface  of 
the  human  genome. 

“On  the  one  hand,  I want  to  be  really 
excited  and  let  people  know  this  is  great 
stuff  that  will  completely  revolutionize 
medicine,”  Dr  Scherer  said.  “But  on  the 
other  hand,  they  have  to  realize  it  isn’t 


going  to  happen  overnight,  and  we  still 
h;ive  a heck  of  ;i  lot  of  work  to  do.” 

Perhaps  the  discoveries  will  happen 
faster  than  scientists  think.  Many  ge- 
netic researchers  were  pleasantly  sur- 
prised at  how  fast  some  genes  have 
been  sequenced. 

“If  you  subtract  out  the  develop- 
ment phase  and  the  pilot  project  phase 
of  the  Human  Genome  Project,  the 
genome  really  was  mapped  over  about 
an  18-month  period,”  Dr  Weinstock 
said.  “And,  now,  we  could  do  it  in  6 
months.  This  is  beyond  anybody’s 
wildest  imagination.  The  next  thing 
you  know,  they’ll  be  selling  home  DNA- 
sequencing  kits.” 


Johanna  Franke  can  be  reached  at  (800)  880*1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna„f(^texmed.org. 


Texas’  genetic 
nondiscrimination  law 


In  1997,  theTexas  Legislature  enacted  House  Bill  39to  prohibit  dis- 
crimination by  employers  and  health  insurance  companies  based 
on  information  derived  from  genetic  testing. 

A genetic  test  is  defined  as  a laboratory  test  of  an  individual’s 
deoxyribonucleic  acid  (DNA),  ribonucleic  acid  (RNA),  proteins,  or 
chromosomes  to  identify  by  analysis  genetic  mutations  or  alter- 
ations associated  with  a predisposition  for  a clinically  recognized 
disease  or  disorder. 

This  type  of  testing  does  not  include  routine  physical  examina- 
tions; drug-  and  HIV-screening  tests;  and  chemical,  blood,  or  urine 
analyses  unless  they  were  conducted  purposefully  to  obtain  ge- 
netic information  or  questions  regarding  family  history. 

In  the  workplace,  the  law: 

• Prohibits  employers  from  failing  or  refusing  to  hire,  discharging, 
or  otherwise  discriminating  with  respect  to  compensation  or  the 
terms,  conditions,  or  privileges  of  employment  on  the  basis  of 
genetic  information  or  the  refusal  to  submit  to  a genetic  test. 

• Provides  that  genetic  information  is  confidential  and  that  per- 
sons may  not  disclose  or  be  compelled  to  disclose,  by  subpoena 
or  otherwise,  genetic  information  about  an  individual  unless  the 
disclosure  is  specifically  authorized  by  the  individual. 

• Provides  that  a written  authorization  for  release  of  genetic  in- 
formation should  include  a description  of  the  information  to  be 
disclosed,  the  name  of  the  person  to  whom  the  disclosure  is 
made,  and  the  purpose  for  the  disclosure. 

• Provides  that  an  individual  who  submits  to  a genetic  test  has 
the  right  to  know  the  results  of  that  test. 


With  regard  to  insurance  companies,  the  law: 

• Prohibits  health  insurers  from  using  genetic  information  orthe 
refusal  to  submit  to  a genetic  test  to  reject,  deny,  limit,  cancel, 
refuse  to  renew,  increase  the  premiums  for,  or  otherwise  ad- 
versely affect  eligibility  for  coverage. 

• Provides  that  health  insurers  requesting  a genetic  test  in  con- 
nection with  the  application  for  coverage  for  a purpose  other 
than  those  prohibited,  must  notify  the  applicant  that  the  test  is 
required,  disclose  to  the  applicant  the  proposed  use  of  the  test 
results,  and  obtain  the  applicant's  written  informed  consent  for 
the  test. The  health  insurer  may  not  use  the  results  of  a genetic 
test  obtained  under  these  conditions  as  an  inducement  for  the 
purchase  of  coverage. 

• Provides  that  genetic  information  is  confidential  and  that  per- 
sons may  not  disclose  or  be  compelled  to  disclose,  by  subpoena 
or  otherwise,  genetic  information  about  an  individual  unless  the 
disclosure  is  specifically  authorized  by  the  individual. 

• Provides  that  a written  authorization  for  release  of  genetic  in- 
formation should  include  a description  of  the  information  to  be 
disclosed,  the  name  of  the  person  to  whom  the  disclosure  is 
made,  and  the  purpose  for  the  disclosure. 

• Provides  that  an  individual  who  submits  to  a genetic  test  has 
the  right  to  know  the  results  of  that  test. 


Source:  National  Human  Genome  Research  Institute 


Tel  800.880.1300 


Volume 96  ★ Numbers 


45 


Science 


Commentary: 

A physician’s  guide 
to  the  human  genome 

By  Raymond  C.  Lewandowski,  Jr,  MD 


“Mutations,  frame  shifts,  deletions,  recombinations,  posi- 
tion effect,  imprinting.”  This  is  the  new  language  of  the 
physician  of  the  21st  century. 

The  year  2000  probably  will  be  looked  upon  in  the  future 
as  the  year  of  the  most  remarkable  breakthrough  in  medi- 
cine, the  sequencing  of  the  human  genome.  The  impact  of 
this  accomplishment  will  be  felt  from  this  time  forward. 

Having  the  human  gene  code  will  allow  us  eventually 
to  identify  every  human  gene  and  all  diseases  associated 
with  or  caused  by  an  abnormal  gene  or  gene  product.  The 
genetic  understanding  of  a disease  process  will  lead  to 
specific  treatments  and  cures. 

Looking  two  or  three  decades  ahead, 
physicians  will  have  a patient’s 
genetic  makeup  available  to  them 
as  a routine  part  of  the 
patient’s  medical  history. 

Physicians  and  patients  already  have  begun  to  benefit 
from  molecular  analysis.  Definite  diagnoses  now  can  be 
made  in  disorders  such  as  Huntington’s  chorea,  cerebellar 
ataxia,  muscular  dystrophy,  and  breast  cancer.  The  genetic 
understanding  of  certain  cancers  allows  treating  physi- 
cians to  select  the  specific  therapy  that  is  most  effective 
for  the  specific  molecular  or  cytogenetic  diagnosis.  Physi- 
cians will  be  able  to  learn  the  genetic  makeup  of  certain 
components  of  a cancer  cell,  such  as  the  cell  membrane. 
They  then  will  be  able  to  develop  a vaccine  that  they  can 
give  to  the  patient  so  that  the  patient’s  immune  system 
will  eliminate  the  cancer. 

Looking  two  or  three  decades  ahead,  physicians  will 
have  a patient’s  genetic  makeup  available  to  them  as  a 
routine  part  of  the  patient’s  medical  history.  The  ability  to 
test  for  hundreds  and  probably  thousands  of  genes  at  one 
time  and  on  a single  blood  sample  will  be  possible  using 
“chip”  technology.  As  a result,  the  physician  will  know  if 
the  patient  is  at  risk  for  developing  diseases  that  may  be 


preventable  or  for  which  gene  therapy  is  available.  With 
the  powerful  tool  of  the  patient’s  individual  genetic  code, 
physicians  will  be  able  to  eliminate  some  diseases  such  as 
cystic  fibrosis  and  muscular  dystrophy,  and  significantly 
alter  other  diseases  such  as  diabetes  and  atherosclerotic 
heart  disease.  There  certainly  will  be  opportunities  to 
also  alter  and  perhaps  cure  disorders  such  as  Hunting- 
ton’s and  Alzheimer’s. 

Treatment  of  common  diseases  also  will  be  affected  by 
the  knowledge  of  one’s  genetic  makeup.  Drugs  ideally 
suited  to  a patient’s  genetic  makeup  will  allow  physicians 
to  treat  their  patients  with  “designer”  drugs  offering  the 
greatest  efficacy  for  each  patient.  Physicians  will  be  able 
to  reduce  potential  side  effects  by  selecting  from  geneti- 
cally altered  drugs  matched  to  the  patient’s  genome.  And 
by  analyzing  the  genetic  makeup  of  the  offending  organ- 
ism, physicians  will  be  able  to  select  drugs  that  are  most 
likely  to  eliminate  the  organism. 

Couples  will  be  able  to  compare  their  genetic  makeup 
before  starting  a pregnancy.  If  they  face  a risk  of  having  a 
child  with  a specific  genetic  abnormality,  they  will  be  able 
to  seek  pre-implantation  genetic  manipulation  to  avoid 
having  a child  with  such  an  abnormality. 

There  is  no  question  that  there  is  a significant  genetic 
contribution  to  the  aging  process.  And  although  there  is 
an  absolute  limit  to  longevity,  the  ability  to  influence  the 
genetic  component  of  the  aging  process  will  certainly  sig- 
nificantly extend  the  average  life  expectancy. 

One  important  issue  for  everyone  to  understand  is  that 
the  knowledge  of  the  human  gene  sequence  is  truly  only 
the  beginning.  There  are  many  curves  ahead  and  vast 
mountains  to  climb.  There  are  likely  to  be  individual  ge- 
netic characteristics  in  almost  every  person  that  will,  once 
understood,  continue  to  expand  our  knowledge  of  just 
how  our  genes  make  us  work. 


Raymond  C.  Lewandowski,  Jr,  MD,  is  a medical  geneticist  in  Corpus  Christ!  and 
a member  of  the  Texas  Medical  Association  Council  on  Scientific  Affairs. 
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Gene  versus  genome  — Baylor  College  of  Medicine  researchers  are  finding  that  some 
disorders  result  from  abnormalities  in  the  genome  rather  than  just  a defective  gene. 
The  genome  is  the  complete  set  of  genetic  instructions  encoded  on  deoxyribonucleic 
acid  (DNA)  that  determines  an  organism's  structure  and  function,  and  sometimes  por- 
tions of  the  genome  get  rearranged.  A DNA  segment  might  lack  a gene  or  fragments  of 
genes,  or  it  might  contain  duplicate  copies  of  a gene  because  of  these  rearrangements, 
Baylor  researchers  say.  For  example,  the  red-green  pigment  gene  on  the  X chromosome 
is  repeated  tandemly,  or  side  by  side.  If  a portion  of  the  structure  is  deleted,  color  blind- 
ness can  occur.  Hypertension  also  has  been  associated  with  a rearrangement  because 
of  tandem  repeats  of  genes,  and  hemophilia  can  be  caused  by  a rearrangement  that  is 
due  to  an  inverted  repeat  in  which  one  copy  of  a repeated  gene  is  arranged  within 
another  gene.  Now  that  the  human  genome  rough  draft  is  complete,  Baylor  scientists 
hope  to  predict  which  portions  of  the  genome  are  more  susceptible  to  rearrangements 
that  can  lead  to  genomic  disorders. 

Banking  on  DNA  for  Alzheimer’s  research  — TexasTech  University  Health  Sciences 
Center  researchers  are  enrolling  Texas  families  in  their  DNA  Bank  of  Alzheimer's 
Families  for  Genetic  Studies,  a collection  of  DNA  samples  from  patients  and  their  fam- 
ilies. The  DNA  is  used  for  genetic  research  to  find  the  cause  of  Alzheimer's  disease, 
particularly  the  identification  of  the  gene  involved  in  the  late  onset  of  this  disease.  The 
DNA  bank  has  enrolled  more  than  2,400  families  of  patients  with  memory  problems 
since  it  was  funded  by  the  State  ofTexas  in  1993.  DNA  bank  staff  have  traveled  to  near- 
ly 90Texas  towns,  where  they  attended  family  reunions  and  visited  homes  of  local  sup- 
port groups,  nursing  facilities,  senior  citizen  centers,  churches,  and  schools.  For  more 
information,  visit  www.ttuhsc.edu/pages/neuro/alzres/alzdna.htm. 

Zeroing  in  on  chromosome  18  — With  the  help  of  the  Chromosome  18  Registry  and 
Research  Society  and  the  Human  Genome  Project,  researchers  at  The  University  of 
Texas  Health  Science  Center  at  San  Antonio  are  searching  for  the  specific  genes  that 
are  missing  or  altered  In  children  with  chromosome  18  disorders.  Five  syndromes  are 
associated  with  chromosome  18,  which  is  thought  to  contain  about  850  genes.  Each  of 
the  five  syndromes  is  characterized  by  abnormalities  and  delays,  including  mental  dis- 
abilities; neurological  problems;  and  facial,  skeletal,  and  organ  malformations.  The 
Chromosome  18  Registry  and  Research  Society  is  based  in  San  Antonio  and  can  be 
found  on  the  Internet  at  www.chromosome18.org. 

When  blood  pressure  is  high,  look  for  chromosome  5 — Human  Genome  Project 
mapping  has  assisted  researchers  at  The  University  of  Texas-Houston  Health  Science 
Center  in  identifying  a gene  that  contributes  to  high  blood  pressure.  By  comparing 
DNA  in  locations  identified  in  the  Human  Genome  Project  in  siblings  with  high  and  low 
blood  pressure,  researchers  were  able  to  focus  on  a region  on  chromosome  5.  An  analy- 
sis of  the  variation  in  the  DNA  sequence  in  the  siblings'  genes  showed  an  association 
between  high  blood  pressure  and  the  beta  2-adrenergic  receptor  gene.  Researchers 
hope  these  findings,  which  were  published  in  the  June  27,  2000,  Circulation,  will  help 
them  determine  which  patients  with  high  blood  pressure  respond  best  to  changes  in 
diet,  exercise,  or  drug  treatments. 
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Presidential  health 

Bush,  Gore  campaigns  jockey  for  position  on  health  issues 

hen  Americans  go  to  the  polls 
in  November  to  elect  a new 
president,  they  will  choose  a 
leader  who  will  preside  over 
arguably  the  most  important 
health  care  debate  our  nation 
has  faced  since  Congress  en- 
acted Medicare  in  the  1960s. 

At  press  time,  Congress  was  locked  in  ai 
bitter  partisan  battle  over  patients’  rights ' 
legislation,  which  was  stalled  in  a House-; 
Senate  conference  committee.  Medicare 
is  in  serious  need  of  reform  to  shore  up! 
its  shaky  financial  status  before  the  baby 
boom  generation  begins  retiring  early  in 
this  century.  And  the  Clinton  administra- 
tion has  added  a wrinkle  by  wanting  to 
tack  a potentially  costly  prescription  drug 
benefit  onto  the  program.  > > 


By  Ken  Ortolon,  Associate  editor 
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Despite  a tiooming  national  econ- 
omy, the  number  of  uninsured  people 
has  outpaced  the  nation’s  prosiierity, 
prompting  a potential  crisis  in  the  US 
health  care  delivery  system. 

Advances  in  technology  and  medical 
research  are  driving  up  the  cost  of  new 
pharmaceuticals  and  treatment  methods. 
And,  numerous  issues  — including  the 
emergence  of  the  Internet  and  the  use 
and  misuse  of  confidential  medical 
records  — are  threatening  patient  privacy. 

All  of  these  issues  will  confront  the 
new  president  and  the  new  Congress  in 
2001.  While  political  observers  in  both 
Austin  and  Washington  disagree  on 
whether  these  issues  can  make  or  break 
the  candidacies  of  Democratic  Vice 
President  Al  Gore  and  Texas’  Republi- 
can Gov  George  W.  Bush,  there  is  little 
doubt  they  will  figure  prominently  in 
the  race  for  the  White  House.  Demo- 
cratic and  Republican  politicos  say  their 
candidates  must  stake  out  territory  they 
can  defend  and  hold  as  the  health  care 
j policy  debate  heats  up  this  fall. 

Health  issues  traditionally  have  played 
I a key  role  in  national  political  campaigns. 

I “If  you  ask  the  public  what  issues  are  im- 

■ portant  to  them,  health  issues  usually  are 
in  the  top  three,  but  they’re  always  in  the 
top  six,”  said  Nancy  W.  Dickey,  MD,  acting 

' dean  of  the  Texas  A&M  University  System 
Health  Science  Center  College  of  Medi- 
’ cine  and  past  president  of  the  American 
; Medical  Association, 
i A number  of  recent  national  polls  sup- 

■ port  Dr  Dickey  on  that  point.  In  late  June, 
Newsweek  magazine  asked  750  Ameri- 
cans to  rank  the  issues  that  should  be  the 

' “highest  priority  for  government  in  Wash- 
I ington”  over  the  next  year.  Reforming  the 
I health  care  system  and  fixing  Medicare 
ranked  among  the  top  five  issues.  A Har- 
I ris  Poll  conducted  2 weeks  earlier  asked 
1,015  Americans  to  name  “the  two  most 
important  issues  for  the  government  to 
address.”  Health  care  ranked  No.  1.  (See 
“What  Americans  Think,”  p 51.) 

Staking  out  a claim 

With  health  care  high  on  the  public 
radar  screen,  the  question  is.  Which 
candidate  can  exploit  the  issue  with 
voters  this  fall?  Not  surprisingly,  both 
camps  think  they  can  gain  the  upper 
hand  in  the  health  care  debate. 

“There  are  a number  of  health  care 


issues  that  Americans  are  concerned 
about  — long-term  care,  affordability 
of  prescription  drugs,  making  sure  that 
kids  have  access  to  health  insurance,” 
said  Gore  spokesperson  Jano  Cabrera. 
“On  each  of  these  fronts,  if  you  com- 
pare what  the  two  candidates  have  pro- 
posed side  by  side,  we’re  confident  that 
our  guy  will  come  out  on  top.” 

Bush  supporters  disagree.  “Issues 
that  traditionally  have  been  Democra- 
tic issues  in  the  past,  such  as  Medicare 
and  health  care,  aren’t  necessarily  to  be 
taken  for  granted  as  issues  that  Gore 
will  be  able  to  champion,”  said  Repub- 
lican political  consultant  Bryan  Epp- 
stein,  of  Fort  Worth.  He  says  recent 
polling  indicates  Governor  Bush  is  do- 
ing well  on  traditional  Democratic  is- 
sues such  as  Social  Security,  education. 
Medicare,  and  health  care  in  general. 

Meanwhile,  the  war  of  words  and  po- 
litical spin  on  health  care  has  begun. 
The  vice  president’s  campaign  Web  site 
(www.algore2000.com)  includes  a 
lengthy  laundry  list  of  health  care  prior- 
ities, including  strengthening  Medicare 
and  Medicaid,  expanding  access  to 
health  care,  holding  down  costs,  invest- 
ing in  medical  research,  improving  qual- 
ity, enacting  a patients’  bill  of  rights,  and 
protecting  children  from  tobacco. 

Governor  Bush’s  site  (www.georgew 
bush.com)  focuses  more  on  education. 
Social  Security,  and  taxes,  but  also  in- 
cludes proposals  to  help  the  working 
uninsured  afford  health  coverage  through 
$2,000  tax  credits.  He  also  pays  consider- 
able attention  to  bailing  Medicare  out  of 
its  impending  fiscal  crisis,  while  provid- 
ing a prescription  drug  benefit  for  seniors 
through  the  private  marketplace. 

Governor  Bush  also  has  spent  a sig- 
nificant amount  of  time  on  the  cam- 
paign trail  and  space  on  his  Web  site 
touting  Texas’  leadership  in  the  area  of 
managed  care  reform,  all  of  which  was 
enacted  under  his  watch,  if  not  initially 
with  his  enthusiastic  support. 

Spinning  the  issues 

Meanwhile  Vice  President  Gore  has  spent 
considerable  time  recently  criticizing 
Texas  and  Governor  Bush  for  being  stingy 
with  spending  on  health  care  for  the  poor 
and  leading  the  nation  in  the  number  of 
people  who  lack  health  insurance. 

“The  record  speaks  for  itself,”  Mr 


Cabrera  said.  “[Governor  Bush]  had 
the  opportunity  to  expand  the  Chil- 
dren’s Health  Insurance  Program.  Once 
it  was  passed,  he  took  credit  for  it,  but 
he  initially  fought  efforts  to  expand 
coverage  for  children  in  Texas.” 

Democrats  also  think  Governor 
Bush  is  vulnerable  on  the  issue  of  pa- 
tients’ rights.  Some  congressional  Re- 
publicans, such  as  US  Rep  Charles 
Norwood,  of  Georgia,  support  and 
have  even  sponsored  the  Patients’  Bill 
of  Rights  legislation  pending  in  Con- 
gress. However,  the  Republican  leader- 
ship in  Congress  has  taken  the  blame 
for  blocking  any  meaningful  patients’ 
rights  legislation.  And,  Vice  President 
Gore  has  gone  so  far  as  to  slam  Gover- 
nor Bush  for  falling  to  use  his  influence 
with  those  Republican  leaders  to  move 
the  legislation  forward. 

“Bush  can  use  his  influence  here,” 
Mr  Cabrera  said.  “These  are  the  people 
who  are  supporting  his  campaign.” 

Health  care  lobbyist  Marc  Samuels,  a 
former  health  policy  analyst  to  both 
President  George  Bush  and  the  governor, 
says  the  vice  president’s  arguments  sim- 
ply point  out  his  own  lack  of  leadership. 

“A  sitting  president  and  a sitting  vice 
president  — who  also  acts  as  presiding 
officer  of  the  Senate  — should  be  able 
to  move  these  issues,”  Mr  Samuels  said. 
“The  administration  shouldn’t  need  the 
Republican  presidential  nominee  to 
move  these  issues  along  for  them.” 
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The  Texas  record 

Meanwhile,  other  Republican  strate- 
gists say  Governor  Bush  is  well  posi- 
tioned on  patients’  rights.  In  fact,  in  a 
July  11  press  release,  the  governor’s 
campaign  took  the  vice  president  to 
task  for  his  lack  of  leadership  on  pa- 
tients’ rights  and  touted  the  cutting- 
edge  managed  care  reforms  Texas  has 
enacted  during  Governor  Bush’s  tenure. 

Mr  Eppstein  says  the  governor  has  a 
real  chance  to  own  the  patients’  rights  is- 
sue this  fall.  “If  George  W.  Bush  champi- 
ons loudly  the  patient  protections  that 
have  been  passed  in  Texas,  he  will  win 
this  issue  strongly.  He  certainly  has  the 
platform  to  stand  on.  The  question  is 
whether  he  will  get  on  it  and  champion 
it,  because  to  do  so  he  has  to  butt  heads 
with  the  Republican  leadership  in  Con- 
gress right  now,”  he  said. 

Governor  Bush  vetoed  the  first  pa- 
tient protection  bill  that  landed  on  his 
desk  in  1995.  But  his  supporters,  in- 
cluding some  Texas  physicians,  point 
out  that  he  had  a justifiable  reason. 

“The  governor’s  argument  was  ±at 
the  bill  in  1995  exempted  two  large 
health  plans,”  said  Houston  internist  Car- 
los Hamilton,  MD,  former  chair  of  the 
Texas  Medical  Association  Political  Action 
Committee  (TEXPAC),  who  is  close  to 
Governor  Bush.  “He  asked  his  insurance 
commissioner,  Elton  Bomer,  to  promul- 
gate rules  to  reinstate  all  the  aspects  of 
patients’  rights  that  he  did  support.” 

The  rules  then-Commissioner  Bomer 
eventually  adopted  went  even  farther 
than  the  original  bill  and  formed  the 
basis  of  the  far  broader  package  of  pa- 
tient protection  reforms  that  the  Texas 
Legislature  enacted  in  1997.  Governor 
Bush  signed  most  of  those  bills  and  let 
a measure  creating  the  first-in-the-na- 
tion  statute  allowing  health  mainte- 
nance organizations  to  be  sued  for 
negligent  medical  necessity  decisions 
become  law  without  his  signature. 

“Bush  said  his  reason  for  not  signing 
the  liability  reform  was  that  he  was  skep- 
tical as  to  whether  it  would  dramatically 
escalate  lawsuits,”  Mr  Eppstein  said. 
“The  proof  is  that  it  has  not.  He’s  always 
been  good  at  standing  up  and  saying, 
‘I’m  wrong  or  if  the  empirical  data  proves 
me  wrong.  I’ll  correct  my  position.’” 
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Kim  itoss,  TMA’s  vice  president  for 
public  policy,  agrees  with  Mr  Eppstein. 
“Any  criticism  of  Governor  Bush’s  veto  of 
1995  misses  the  point  entirely,”  he  said. 
“The  1997  legislative  package,  which  he 
did  support  despite  fierce  opposition 
from  the  business  and  insurance  interest 
groups  that  were  among  his  staunchest 
supporters  when  he  first  ran,  was  more 
comprehensive  by  a factor  of  5.  In  fact, 
it  is  the  basis  of  the  bipartisan  Norwood- 
Dingell  Patients’  Bill  of  Rights. 

“Governor  Bush  overcame  stiff  internal 
opposition  from  his  staff,  as  well  as  a mul- 
timillion-dollar  lobbying  blitz  by  some  of 
his  core  constituencies  to  cross  over  and 
land  on  the  shores  of  patients’  rights,”  Mr 
Ross  continued.  “It  is  of  national  signifi- 
cance that  the  Republican  nominee  for 
president  of  the  United  States  has  taken  a 
position  that  not  only  defends  states’ 
rights  and  patients’  rights  but  also  directly 
contradicts  the  position  of  the  Republican 
congressional  leadership.” 

Meanwhile,  Republicans  say  the  vice 
president  has  some  vulnerability  of  his 


What 
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Health  care  ranked  high  on  Americans’  list  of  priorities  in  recent  polls  by  Newsweek 
magazine  and  the  Harris  Poll. 

In  June,  Newsweek  asked  750  adults:  "In  your  opinion,  which  ONE  of  the  following 
should  be  the  highest  priority  for  the  government  over  the  next  year  or  so?” 

Their  responses  were: 


1.  Improving  education  32% 

2.  Fixing  the  Social  Security  system  24% 

3.  Reforming  the  health  care  system  23% 

4.  Fixing  the  Medicare  system  11% 

5.  Reforming  the  campaign  finance  system  4% 

6.  Don't  know  6% 


Also  in  June,  the  Harris  Poll  asked  1,015  adults:  “What  do  you  think  are  the  two  most 
important  issues  for  the  government  to  address?” 

The  top  responses  were: 


1.  Health  care  (excluding  Medicare) 

18% 

2.  Education 

5% 

3.  Taxes 

14% 

4.  Crime/violence 

12% 

5.  Social  Security 

12% 

6. The  economy 

9% 

7.  Gun  control 

7% 

own  on  health  care.  For  one,  they  say 
the  administration’s  Medicare  prescrip- 
tion drug  plan  — staunchly  supported 
by  Vice  President  Gore  — is  unrealistic 
because  it  would  create  an  uncapped 
entitlement  that  puts  the  government 
at  great  financial  risk. 

Ringing  endorsement 

Despite  Texas  physicians’  initial  disap- 
pointment over  the  veto  of  the  1995 
patient  protection  bill,  many  continue 
to  support  the  governor.  And  TEXPAC 
has  endorsed  him  in  his  campaign 
against  Vice  President  Gore. 

“During  his  tenure.  Governor  Bush 
has  demonstrated  a talent  for  overcom- 
ing the  more  strident  elements  of  his 
party,  as  well  as  his  supporters  in  the 
business  and  insurance  communities, 
to  support  what  are  demonstrably  the 
most  comprehensive  patients’  rights 
laws  in  the  country,”  Mr  Ross  said.  ★ 
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Delivering  Physical  Therapy 
Ownership  Opportunities  to 
Physicians  Nationwide 
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The  presentation  of  shock  in  an  infant 
can  be  subtle,  yet  must  be  recognized  and 
treated  very  quickly  to  prevent  decom- 
pensation and  cardiopulmonary  arrest. 
Treatment  must  begin  as  soon  as  shock  is 
noted  and  before  or  along  with  the  eval- 
uation to  establish  the  etiology  of  the 
shock.  This  case  report  illustrates  these 
principles  by  describing  an  infant  with 
sickle  cell  anemia  who  presented  to  the 
emergency  department  in  shock  after 
sustaining  a fall. 


Dr  Wilhelm,  residency  director,  Department  of 
Emergency  Medicine,  The  University  of  Texas- 
Houston  Medical  School;  Dr  Mehaffey,  attending 
emergency  physician,  St  Luke’s  Episcopal  Hospi- 
tal, Houston,  Tex.  Send  reprint  requests  to  Dr 
Wilhelm,  The  University  of  Texas-Houston  Med- 
ical School,  Department  of  Emergency  Medicine, 
6431  Fannin,  Ste  6.270,  Houston,  TX  77030. 
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Differential  diagnosis  and  management  of  an  infant 
presenting  in  shock  with  a history  of  sickle  cell  anemia 
and  a recent  fall 

GINGER  W.  WILHELM,  MD  MARK  MEHAEFEY,  MD 


INTRODUCTION 

This  case  report  describes  our 
evaluation  of  an  infant  who  pre- 
sented to  our  emergency  depart- 
ment in  clinical  shock  after 
sustaining  a fall  with  another 
person  landing  on  top  of  her.  In  addi- 
tion to  the  history  that  suggested  blunt 
trauma,  the  infant  also  had  a previous 
diagnosis  of  sickle  cell  anemia  (SCA). 
Thus,  in  our  differential  diagnosis  we 
had  to  consider  traumatic  causes  of 
shock  such  as  abdominal  visceral  injury 
as  well  as  the  possible  complications 
that  can  occur  in  patients  with  SCA. 
These  complications  include  bacterial 
sepsis  and  other  critical  infections, 
acute  splenic  sequestration  crisis, 
aplastic  crisis,  and  hemolytic  crisis  (1). 

CASE  REPORT 

A black  female  infant,  aged  7M  months, 
presented  to  the  emergency  department 
with  the  following  history:  while  left  in 
the  care  of  her  siblings,  her  8-year-old 
brother  had  been  carrying  the  patient  in 
his  arms  when  a third  sibling  pushed 
them.  The  patient  fell  to  the  floor,  and 
her  older  brother  fell  on  top  of  her.  She 
cried  immediately  and  then  seemed  to 
fall  asleep.  Their  parents  arrived  home 
2 hours  later  to  find  the  infant  pale,  list- 
less, and  refusing  her  bottle,  so  they 
called  911.  She  was  taken  to  the  hospi- 
tal by  ambulance,  secured  in  her 
bassinet.  The  parents  stated  that  the  pa- 
tient had  sickle  cell  anemia  and,  also, 
that  she  had  had  a mild  respiratory  in- 
fection 1 week  earlier  with  a low-grade 
fever.  She  had  otherwise  been  in  good 
health  and  was  taking  prophylactic 
penicillin  and  folic  acid. 

On  physical  examination,  she  re- 
sponded to  vigorous  stimulation  with  a 
weak  cry.  She  had  a systolic  blood  pres- 
sure of  58  mm  Hg  by  palpation,  heart 
rate  of  160  beats  per  minute,  respira- 
tions of  44  breaths  per  minute,  and  an 
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axillary  temperature  of  36.3°  C.  Oxygen 
saturation  was  99%  on  room  air.  Exami- 
nation of  the  head  and  neck  revealed  no 
evidence  of  trauma,  a normal  fontanelle,  i' 
pale  conjunctiva,  reactive  pupils,  clear! 
tympanic  membranes,  and  pale  mucous  i 
membranes.  Findings  of  cardiac  exami- ; 
nation  were  normal  with  no  murmurs  or  : 
gallops.  Her  lungs  were  clear,  but  she  j 
exhibited  tachypnea  with  nasal  flaring  i 
and  abdominal  retractions.  Her  ab- 
domen was  soft  and  nondistended,  with 
normal  bowel  sounds.  A large  mass  pres- 
ent in  the  left  upper  quadrant  was  pre- 
sumed to  be  the  spleen.  The  pelvis  was 
stable,  and  we  found  no  evidence  of  long 
bone  injury.  Her  extremities  moved  nor- 
mally and  were  warm,  with  intact  pe- 
ripheral pulses.  Capillary  refill  was  less 
than  3 seconds,  and  no  clubbing  or 
edema  was  evident. 

Our  differential  diagnosis  at  that 
time  included  closed  head  injury,  blunt 
trauma  to  the  chest  and/or  abdomen 
resulting  in  shock,  or  one  of  the  com- 
plications of  SCA.  The  patient  was 
placed  on  continuous  monitoring  and 
supplemental  oxygen.  An  intravenous 
bolus  of  20  mL/kg  normal  saline  was 
administered.  Blood  was  sent  for  com- 
plete blood  count  (CBC)  with  differen- 
tial and  platelets,  electrolytes,  blood 
cultures,  reticulocyte  count,  and  type 
and  screen.  Radiographs  of  the  cervical 
spine,  chest,  and  pelvis  were  obtained. 
Computed  tomographic  scans  of  the 
head  and  abdomen  were  requested. 
The  patient’s  blood  pressure  improved 
briefly  to  117/58  mm  Hg  after  the  ini- 
tial fluid  bolus  but  then  dropped  to  70 
mm  Hg,  and  her  heart  rate  climbed  to 
180  beats  per  minute. 

The  patient’s  CBC  revealed  a white 
blood  cell  count  of  29,000/mm^  with 
normal  differential,  hemoglobin  of  3.4 
gm/dL,  hematocrit  of  10.1%,  and 
platelets  of  156,000/mml  Reticuloc3Te 
count  was  11%.  Her  electrolytes,  blood 
urea  nitrogen,  and  glucose  were  normal. 
She  was  given  a transfusion  of  10  mL/kg 
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of  type  O Rh-negative  packed  red  blood 
cells.  Also,  ceftriaxone  was  administered 
intravenously  at  a dose  of  75mg/kg.  She 
responded  well  to  the  transfusion; 
within  30  minutes,  her  vital  signs  re- 
turned to  normal  and  she  was  awake, 
alert,  and  interacting  well  with  her  par- 
ents. The  abdominal  computed  tomogra- 
phy revealed  moderate  splenomegaly 
with  no  other  abnormalities  or  free  fluid. 
The  computed  tomography  of  the  brain 
showed  normal  findings.  She  was  admit- 
ted to  the  pediatric  intensive  care  unit 
and  given  a second  red  blood  cell  trans- 
fusion of  10  miykg.  After  the  second 
transfusion,  her  hemoglobin  and  hemat- 
ocrit rose  to  10.7  gm/dL  and  32.5%,  re- 
j spectively,  and  remained  stable.  She  was 
' transferred  to  the  pediatric  floor  the  next 
i morning.  Results  of  her  blood  cultures 
I were  negative  after  72  hours,  and  she 
' was  discharged  to  her  home  on  prophy- 
lactic oral  penicillin  and  folic  acid.  Her 
discharge  diagnosis  was  acute  splenic  se- 
! questration  crisis  (ASSC). 


DISCUSSION 


In  evaluating  this  infant  who  presented 
with  shock,  we  addressed  the  historical 
information  available.  This  included  the 
possibility  of  trauma  from  the  fall  and 
the  patient’s  SCA.  The  possibility  of 
head  injury  was  considered  because  of 
the  change  in  the  infant’s  mental  status. 
However,  shock  is  uncommon  in  the 
presence  of  isolated  closed  head  injury 
unless  the  injury  results  in  substantial 
loss  of  the  patient’s  blood  volume  into 
the  intracranial  cavity  or  scalp.  This  pa- 
tient’s normal  fontanelle  and  head  ex- 
amination made  the  diagnosis  of  head 
injury  less  likely.  Other  traumatic  causes 
of  shock  such  as  tension  pneumothorax 
or  long  bone  fracture  were  also  not 
likely  on  the  basis  of  the  clinical  exami- 
nation. However,  the  abnormal  findings 
of  the  abdominal  examination  certainly 
could  have  been  consistent  with  trauma, 
especially  to  a solid  viscus. 


The  clinical  presentation  of  ASSC 
very  closely  mimics  blunt  abdominal 
trauma  with  hemorrhage  from  a solid 
viscus  because  both  events  lead  to  de- 
creased circulating  blood  volume  caus- 
ing poor  tissue  perfusion,  cellular 
hypoxia,  and  end-organ  dysfunction. 
Despite  her  normal  capillary  refill  (<3 
seconds),  this  child  manifested  stage  3 
hemorrhagic  shock  or  potentially  25% 
to  40%  blood  loss  as  manifested  by  a 
cloudy  sensorium,  tachycardia,  tachyp- 
nea, and  decreased  systolic  blood  pres- 
sure (2).  The  initial  resuscitation  of  a 
patient  with  ASSC  is  likewise  very  sim- 
ilar to  the  resuscitation  of  traumatic 
shock,  with  attention  directed  first  to 
airway,  ventilation,  and  circulation.  Pa- 
tients with  ASSC  will  usually  require 
transfusion  of  packed  red  blood  cells  in 
addition  to  volume  expansion  with 
normal  saline.  More  than  a single 
transfusion  may  be  needed  because  the 
sequestration  process  may  also  entrap 
the  transfused  cells  within  the  already 
enlarged  spleen.  Overly  vigorous  resus- 
citation with  normal  saline  can  worsen 
an  already  profound  anemia.  The  se- 
questration process  is  usually  reversed 
through  adequate  patient  oxygenation, 
hydration,  and  transfusion.  Whole 
blood  transfusion  may  relieve  the  dual 
problem  of  intravascular  volume  deple- 
tion and  impaired  tissue  oxygenation. 
Reversal  of  shock,  a rising  hematocrit, 
and  a smaller  spleen  indicate  improve- 
ment of  the  sequestration  crisis  (1). 

A splenic  sequestration  crisis  in  a 
patient  with  SCA  is  defined  as  a de- 
crease in  the  steady  state  hemoglobin 
concentration  of  at  least  2 gm/dL,  evi- 
dence of  compensatory  marrow  re- 
sponse (persistent  reticulocytosis  or 
nucleated  red  blood  cells  on  peripheral 
smear),  and  an  acutely  enlarging 
spleen  (3).  Young  patients  with  SCA 
may  also  experience  minor  recurrent 
splenic  sequestration  events  that  pres- 
ent a less  severe  clinical  picture  (4). 
They  may  also  have  protracted  hyper- 


splenism, with  a lowered  hemoglobin 
sustained  for  several  months  (5). 

The  differential  diagnosis  of  a sud- 
denly worsening  anemia  in  patients 
with  SCA  includes  aplastic  crisis  or  a 
sudden  worsening  of  their  chronic  he- 
molytic state  (known  also  as  hyperhe- 
molytic  crisis).  An  SCA  patient  with  an 
acute  aplastic  crisis  may  present  with  a 
rapidly  worsening  anemia,  but  reticulo- 
cytosis will  be  low  to  absent.  Aplastic 
crisis  is  thought  to  be  caused  by  par- 
vovirus B-19  infection,  which  can  cause 
temporary  suppression  of  bone  marrow 
erythroid  activity  (1,6,7).  In  healthy 
children  with  normal  red  blood  cell  life 
spans,  this  erythroid  suppression  may 
not  be  detected,  but  in  the  SCA  patient 
with  shortened  red  blood  cell  survival, 
acutely  worsening  anemia  can  result 
(1).  Young  SCA  patients  may  also  expe- 
rience a worsening  of  their  baseline  he- 
molytic state  during  an  infectious  illness 
and  present  with  worsening  anemia  and 
hyperbilirubinemia.  These  patients  with 
increased  hemolysis  will  maintain  their 
increased  reticulocytosis  (1). 

ASSC  is  a relatively  common  compli- 
cation of  sickle  cell  disorders,  usually  af- 
fecting patients  younger  than  6 years 
who  have  homozygous  sickle  cell  dis- 
ease (1,3,8).  In  a sequestration  event, 
circulating  erythrocytes  become  trapped 
within  the  suddenly  enlarging  spleen, 
causing  acute  anemia  and  hypovolemia; 
usually,  increased  erythropoiesis  is  evi- 
dent. Even  with  successful  initial  treat- 
ment, the  risk  of  recurrent  ASSC  has 
been  estimated  at  40%  to  50%,  with  a 
mortality  of  20%  (3,8,9).  Splenectomy 
has  been  recommended  after  the  first  or 
second  attack  to  prevent  recurrences 
and  improve  mortality  (10,11). 

The  triggering  events  for  ASSC  re- 
main obscure,  but  40%  of  ASSC  patients 
in  some  series  have  a history  of  a recent 
viral  infection  (3,8).  The  parents  of  our 
patient  reported  that  the  infant  had  ex- 
perienced a mild  respiratory  infection 
with  a maximal  temperature  of  37.7°  C 
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during  the  week  preceding  the  splenic 
sequestration  crisis.  Although  the  possi- 
bility of  the  stress  of  the  fall  was  enter- 
tained as  an  etiologic  factor,  a review  of 
the  literature  did  not  disclose  any  re- 
ports of  traumatic  causes  for  ASSC.  An- 
other risk  factor  for  ASSC  is  the 
expectedly  lower  fetal  hemoglobin  (Hb 
F)  level  that  occurs  approximately  at 
age  6 months  (3,8,12).  In  infants 
younger  than  6 months,  the  higher  per- 
centage of  Hb  F affords  protection 
against  ASSC.  Acute  chest  syndrome  has 
been  reported  to  accompany  ASSC,  as 
have  dactylitis  and  gastroenteritis  (8). 
Pneumococcal  vaccine  and  prophylactic 
penicillin  do  not  affect  the  risk  that 
ASSC  may  develop  (8).  Sixteen  percent 
of  cases  of  ASSC  have  been  associated 
with  bacterial  infections,  involving  the 
spectrum  of  bacteria  to  which  SCA  pa- 
tients are  susceptible,  primarily  Sti'epto- 
coccus  pneumoniae  and  Haemophilus 
influenzae  (8).  ASSC  is  second  only  to 
infection  as  the  most  frequent  cause  of 
death  in  the  SCA  patient  younger  than  5 
years  (10,13). 

Approximately  10%  of  SSA  patients 
will  have  experienced  splenic  sequestra- 
tion by  age  3 years,  and  some  case  series 
report  rates  closer  to  30%  (13,14).  The 
overall  mortality  rate  in  SCA  is  highest 
between  the  ages  of  6 months  and  5 
years,  with  the  group  aged  from  6 
months  to  12  months  having  the  highest 
risk  (13,14).  After  age  5 years,  the  fre- 
quency of  death  from  sepsis  and  ASSC 
diminishes  (8).  ASSC  becomes  much 
less  common  after  age  5 years  because 
the  SCA  patient’s  spleen  undergoes  fi- 
brosis from  recurrent  vaso-occlusive 
events.  Preserved  splenic  size  and  func- 
tion may  account  for  the  occasional 
presentation  of  ASSC  in  the  adolescent 
or  adult  with  mixed  heterozygous  sickle 
cell  state  (Hb  SC  disease  or  Hb  S (1-tha- 
lassemia) (1,3,15-18). 

Patient  mortality  from  ASSC  has 
been  improved  with  parent  education 
(6,13,19).  Parents  can  be  taught  to  pal- 
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pate  the  spleen  and  to  seek  medical  at- 
tention immediately  if  they  detect 
rapid  enlargement  of  the  spleen  or  in- 
creased pallor.  Prophylactic  partial  or 
complete  splenectomy  is  indicated  af- 
ter one  or  two  severe  attacks  and  is  not 
associated  with  a significant  risk  for  in- 
fection (6,11,19,20).  These  two  meas- 
ures have  improved  survival  from  ASSC 
by  90%  in  the  past  years  (6,21). 

The  other  possible  etiology  for  shock 
in  this  patient  could  have  been  over- 
whelming infection  such  as  bacterial 
sepsis  or  meningitis.  Broad-spectrum 
antibiotic  coverage  was  begun  early  in 
the  evaluation,  but  an  infectious  etiol- 
ogy became  less  likely  once  the  hemo- 
globin was  known  to  be  3.4  gm/dL. 

CONCLUSION 

The  infant  described  in  this  report  pre- 
sented with  a clinical  picture  essentially 
indistinguishable  from  acute  traumatic 
hemorrhagic  shock.  Successful  manage- 
ment of  shock  should  include  aggres- 
sive treatment  of  the  shock  as  the 
etiology  is  being  determined.  Bacterial 
sepsis  and  meningitis  are  possible  in 
any  infant,  but  the  patient  with  SCA 
carries  an  increased  risk  for  these  infec- 
tions. Other  complications  more  unique 
to  the  patient  with  SCA  that  could  have 
presented  with  a shocklike  state  include 
ASSC,  aplastic  anemia,  hemolytic  crisis, 
and  acute  chest  syndrome. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology  Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Hand  Surgery 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomats  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Ophthalmology 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Freguency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 
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Orthopedic  Surgery 


Orthopedic  Surgery,  Spine 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Brack,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director;  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


Pain  Management 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 


http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Steven  J.  Mackey,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
William  D.  Lowe,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspeciaity  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Tel  800.880.1300 
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Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD,  FACRO 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  lesions. 
Intensity  Modulated  (IMRT)  and  3D  conformal  radiotherapy. 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer. 

LDR  and  outpatient  HDR  brachytherapy  for  gyn  and  lung  tumors. 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  ILmngs  must  run  for  a minimum  of  six  months.  discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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OPPORTUNITIES 

AVAILABLE 

Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 


NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presbyterian, 
Harris  Methodist,  Trinity  Mother  Frances,  and 
other  leading  health  systems.  A variety'  of 
opportunities  are  available  in  mral,  suburban, 
urban,  trauma,  and  teaching  hospitals.  Annual 
patient  volumes  range  from  17,000-75,000. 
Additional  positions  in  direct  care  and 
occupational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  group.  Contact  Diane  Hoffmann: 

Emergency  Medicine  Consultants,  Ltd. 

6-i5I  Bn'fltu'ood  Stair  Road,  Siiik'  200.  Fort  VCorth.  TX  761 12 
(888)  362--’91F  (817)  h96-970():  Fclx  (817)  496-9889: 

Email:  cliaueFMC@aoI.com 


Texas:  MULTI  SPECIALTY  GROUP  seeking 
[l  FT  and  PT  Emergency  Physicians.  Practice  in 
a BRAND  NEW,  nationally  recognized  facility. 

40.000  annual  patient  volume;  36  hr  physician  cov- 
erage plus  12  hr  urgent  care  coverage.  BC/  BP  in 
EM  or  PC  preferred.  Bilingual  in  Spanish  required. 
Earn  excellent  compensation,  includes  benefit  pack- 
age. Contact  Lasca  Pierson  at  MEPA/EmCare;  (800) 
362-2731;  Fax  (214)  712-2008;  or  email; 
lasca_pierson@emcare.com.  EOE 

NEW  MEXICO:  GREAT  RATES  for  Emer- 
gency medicine  opportunity  at  community 
hospital.  Full-time,  BP/BC  EM  and  PC,  employee 
status,  competitive  salary,  benefit  package.  Contact: 
Lasca  Pierson  at  EmCare  /MEPA  Region,  (800)  362- 
2731;  e-mail:  lasca_pierson@emcare.com  EOE 


OKLAHOMA:  Seeking  FT  BP/BC  PC  with 
emergency  medicine  experience.  ED  annual 
vol.  of  14,000.  Excellent  nursing  and  supportive 
medical  staff.  Highly  competitive  compensation. 
Only  30  minutes  from  Tulsa.  Enjoy  a mild  climate, 
strong  family  values  and  good  friends.  Contact: 
Lasca  Pierson,  EmCare/Southwest;  (800)  362- 
2731,  x2035;  Fax:  (214)  712-2008;  email 
lasca_pierson@emcare.com.  EOE 

Oklahoma:  Emergency  Medicine  group  seeking 
Full  Time  EM  physician  for  smaller  attractive  com- 
munity in  north  central  Oklahoma.  Exceptional 
nursing  and  medical  staff.  19,500  annual  patient 
volume,  9 bed  ED,  12  hr  shifts,  BC/BP  in  EM  or  PC 
preferred.  Excellent  compensation  and  benefit 
package,  paid  malpractice.  Contact  Lasca  Pierson  at 
EmCare/Southwest  at  (800)  362-2731,  ext.  2035, 
or  fax  CV  to  (214)  712-2008,  email 
lasca_pierson@emcare.com.  EOE 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC. 

Annual  ED  volume  is  18,000.  Productivity  incentive, 
paid  malpractice,  employee  benefits  available.  Con- 
tact Lasca  Pierson  at  Emcare,  (800)  362-2731  ext. 
2035,  or  fax  CV  to  (214)  712-2008,  email 
lasca_pierson@emcare.com.  EOE 

Texas,  San  Angelo:  Full  and  part-time  MINOR 
CARE  CLINIC  positions  are  currently  available  as  an 
independent  contractor  for  physicians  BC  in  PC. 

Four  minor  care  clinics  see  a combined  annual 
patient  volume  of  36,000.  Paid  malpractice 
w/unlimited  tail,  flexible  scheduling  and  competi- 
tive compensation.  Contact  Lasca  Pierson  at 
EmCare/Southwest  (800)  362-2731  ext.  2035;  fax 
(214)  712-2008;  or  lasca_pierson@emcare.com. 

TEXAS:  Lufkin:  Great  town  for  quality  family 
life.  Seeking  physicians  who  want  to  make  a 
difference.  Paid  malpractice  with  unlimited  tail; 
competitive  compensation;  excellent  tax-deferred 
retirement  package;  professional  expense  reim- 
bursement account;  insurance  available.  Annual  ED 
volumes  of  15,000  patients.  Contact:  Anne  Biggs, 
EmCare,  (800)  362-2731,  fax:  (214)  712-2008; 
email,  anne_biggs@emcare.com 


Ear,  Nose  and  Throat 

ENT/Allergy  Practice  in  North  Dallas  subur- 
ban city.  Tremendous  turnkey  opportunity.  Fax: 
(972)  985-3801  or  e-mail  gift0025@airmail.net. 


Family  Practice 

Part-time  and  full-time  physician  openings  in 
a busy  family/occupational  clinic.  Fax  current 
CV  to  (713)  270-8414. 


TexasMedicine 


Earn  two  hours  of 
continuing  medical 
education  by  reading 
October’s  special 
symposium  issue 
on  quality. 


We’ul  Explore: 


Data  used  to  improve  quality 
of  health  care 

AMA  and  physician 
performance  measurements 

Practice-based  learning  for 
improvement 

The  JCAHO  ORYX  initiative 

Patient  safety  in  America 
and  Texas 


CONTACT  Information: 


For  more  information, 
call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383, 
or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 
Also  consult  the  TMA  Web  site 
at  wunv.texmed.org. 


Tel  800.880.1300 
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Family/General  Practice 


STAFF  PHYSICIANS 

Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Fax  CV  to  (972)  871- 
7116,  or  contact  Lisa  Gross  at  (972)  255-5533  or 
(888)  K CLINIC, 

Part-time  family  physician  required  for  at  least 
two  half  days  per  week  in  busy  office  within  twenty- 
five  minutes  drive  from  Austin.  Call  (512)  376- 
5247  for  information. 

Texas-Coastal  Access  for  FP.  Immediate  open- 
ing to  join  a progressive  outpatient  FP  group  in  a 
popular,  rapidly  expanding  city  in  a coastal  area  of 
500,000  population.  Named  one  of  the  “fastest 
growing  areas  in  the  Nation.”  Easy  access  to  the 
Texas  Coast  and  beautiful  white  beaches,  resorts 
and  fantastic  dining  options.  All  metro  amenities. 
International  airport.  Exceptional  recreational 
activities  including  sailing,  fishing,  golf,  etc.  Enjoy 
warm  winters.  Palm  trees,  cool  sea  breezes.  Excep- 
tional housing  options  in  brand  new  or  established 
neighborhoods.  Highly  rated  public  and  private 
schools.  University.  Have  immediate  practice. 

Great  work  & call  schedule.  Modern,  attractive 
office  space.  Great  reimbursement.  Competitive 
Salary  -I-  Benefits  -I-  Partnership!  Contact:  Mark 
Hall,  THE  TEXAS  RECRUITERS  (888)  851-5353. 

Fax  CV  to  (903)  677-6795. 

Mhall@txrecruiters.com. 


FP  doctors  needed  for  small  communities  in 
various  parts  of  Texas.  Also  community  clinic  in 
Colorado  needs  FP  doctor  to  do  OB-Jl  Visa  Doctor 
Welcome.  Call  Jerry  at  (800)  460-8159  for  more 
information. 

Board  certified  or  Board  eligible  family  prac- 
tice physician  needed  to  accommodate  com- 
munity growth.  The  physician  selected  will 
receive  a competitive  compensation  package  guar- 
anteed, as  well  as  a group  practice  equity  opportu- 
nity. Region  boasts  a population  of  225,000  within 
40  minutes,  and  380,000  within  60  minutes.  No 
capitated  contracts,  and  no  insurance  plan  with  a 
monopoly.  City  boasts  of  superior  educational  insti- 
tutions, and  a high  quality  life.  For  consideration, 
please  mail  C.  V.  to  Richard  Baland,  P.O.  Box  84, 
Wichita  Falls,  Texas  76307. 

Hospitalist 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100% 
inpatient  medicine  positions  offer  competitive  earn- 
ings, benefits  and  a well-defined  work  schedule. 

Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager,  Physi- 
cian Development  at  (800)  777-0938,  or  fax  cur- 
riculum vitae  to  (502)  580-4066. 


Internal  Medicine 

AUSTIN,  TEXAS  - Internist  needed  for  one  of 
the  fastest  growing  cities  in  the  nation.  Lakes, 
forests,  golf,  etc.  Unlimited  recreational  activities. 
Join  progressive  IM  group.  Call  coverage.  Compet- 
itive salary  -I-  bonus  -H  benefits.  Partnership 
offered.  Contact:  Chuck  Brazell,  The  Texas 
Recruiters:  (888)  851-5353.  Fax  CVto  (903)  677- 
6795,  cbrazell@txrecruiters.com. 


Locum  Tenens 


Int  ^■m 


P H Y S I C I A N S* 


Time  for 
a Change? 


Locum  Tenens 
Opportunities 
Await 


As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 


Call  Us  Today  At: 

(800) 531-1122 


www.interimphysicians.coni 
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Locum  Tenens 


Occupational  Medicine 


Locum  Tenens/Permanent  Placement 


Medical  Staffing  Network  has  imiuediate  oiieiiings  in  the  following 


specialties: 

• Radiology 

• Anesthesiology 

• Psychiatry 

• Emergency  Medicine 

• Primary  Care 

• Short  and  long  term 


Local  and  national 
assignments 

Excellent  compensation 

Malpractice  Insurance 

Friendly,  dedicated  service 


If  you  are  looking  for  a permanent  position  MSN  has  positions 
nationwide.  Our  Locum  Tenens  to  perm  option  allows  you  to  try 
out  a position  prior  to  accepting  a contract.  Our  physicians  have 
found  this  option  veiy  helpful  in  assessing  the  relative  strengths 
and  weaknesses  of  different  positions,  ensuring  a stable,  long-term 
relationship  when  a contract  is  signed. 

Fax  your  CV  to  (281)  820-5582  or  email  to  mistycauthen® 
msnhealth.com  and  a recruiter  will  contact  you  with  openings. 


medical  stajfmg  network,  inc. 


BC/BE  Radiologist  7-14  days  per  month. 

Southern  Colorado.  MRJ,  NM,  US,  CT,  mammogra- 
phy. Please  fax  C.V.  to  (303)  814-0902. 

Neurology 

Neurologist  needed  pan  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Gross  at  (972)  255-5533  or  (888)  K 
CLINIC 


OB/GYN 

OB/GYN  doctors  needed  for  various  locations 
in  Texas.  Call  Jerry  at  The  Lewis  Group  for  more 
information  (800)  460-8159. 

GYN  Practice  - Immediate  opening  in  beauti- 
ful, growing  East  Texas  community  serving 
170,000  population.  Enjoy  life  surrounded  with 
lakes,  tall  oak  and  pine  trees,  hills,  etc.  90  miles  to 
metro  city.  15  minutes  to  University.  Take  over 
retiring  gynecologist’s  practice.  Existing  practice  is 
open  3 days  a week  and  produces  $250,000  take 
home  income.  FULL  time  OB  possible.  Call  cover- 
age. Contact;  Chuck  Brazell,  The  Texas  Recruiters 
(888)  844-TEXAS.  Fax  (903)  677-6795,  cbrazell 
@txrecruiters.com. 


Board-certified  (surgery),  with  Texas  license 
seeks  40  to  50-hour  weekly  outpatient  posi- 
tion in  Texas.  Ex  USN  flight  surgeon.  Senior  FAA 
AME.  Wide  experience  in  Occupational  Medicine. 
43,000  + hours  in  ER.  Send  replies  to  Ad- 1223, 
Texas  Medicine,  401  W.  15th  Street,  Austin,  Texas 
78701. 

Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  Join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Gross  at  (972)  255-5533  or  (888) 

K CLINIC. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

&.  Associates 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

Nov.  2000  Sept.  29, 2000 

Dec.  2000  Nov.  1,2000 

Jan.  200 1 Dec.  1,2000 
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MI  Methodist 

Hospitals  of  Dallas 

Methodist  Medical  Center  (MMC), 
one  ot  Dallas’  oldest  and  largest 
not'fonprotit  hospitals  is  a major 
teaching  and  referral  facility  and 
the  flagship  hospital  for  Methodist 
Hospitals  of  Dallas  which  includes: 
Charlton  Methodist  Hospital 
(CMH)  and  the  Methodist  Family 
Health  Centers  (MFHC).  Presently, 
we  are  interviewing  tor  the 
following  positions: 

• Neurology  - CMH 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  - MMC 

• Rheumatology  - MMC 


For  information  or  to  apply, 
contact  Susan  Cogburn: 
Phone  (214)  947'4579 
Fax  (214)  947H502 
E-mail  susancoghurn@mhd.com 
P.O.  Box  655999 
Dallas,  TX  75265-5999 


Pediatrics 

NORTH  TEXAS  PEDIATRICS  - Immediate 
opening  for  a Pediatrician  to  join  a progressive 
multi-specialty  group  in  a rapidly  expanding  mid- 
sized metropolitan  city.  Metropolitan  amenities  and 
community  charm  all  add  to  this  family-oriented 
lifestyle.  Enjoy  numerous  activities  including  shop- 
ping, restaurants,  hunting,  fishing,  golf,  and  more. 
Great  housing  options  in  new  or  established  neigh- 
borhoods. Highly  rated  public  and  private  schools. 
University.  Enjoy  a practice  where  YOU  are  needed. 
Fantastic  work  schedule.  Call  1:8.  Extremely  nice 
office  space.  NO  MANAGED  CARE!  STRONG 
income  potential!  Excellent  place  to  work,  live  and 
play!  For  complete  details  contact  Mark  Hall,  THE 
TEXAS  RECRUITERS.  (888)  844-TEXAS.  Fax  CV  to 
(903)  677-6795.  mhall@txrecruiters.com. 


Radiology 

The  Veterans  Affairs  North  Texas  Health 
Care  System  (VANTHCS)  in  Dallas, Texas  is 

actively  recruiting  fellowship-trained  radiologists 
with  an  interest  in  teachings,  research  and  excellent 
clinical  care.  We  are  looking  for  board  certified  fel- 
lowship-trained subspecialists  in  musculoskeletal 
imaging,  thoracic  imaging  and  neuro-imaging.  Our 
VA  Medical  Center  is  affiliated  with  the  University 
of  Texas  Southwestern  Medical  Center  (UTSWMC) 
at  Dallas  and  our  Radiology  Department  is  fully 
integrated  with  the  Department  of  Radiology  at 
UTSWMC.  UTSWMC  is  a part  of  a large  and 
dynamic  medical/educational  complex  including  a 
school  of  medicine,  dentistry  and  allied  health.  Fac- 
ulty rank  at  the  University  of  Texas  Southwestern 
Medical  School  will  be  based  on  qualifications.  The 
Radiology  Department  at  VANTHCS  recently  moved 
into  a brand  new  $100  million  dollar  Clinical  Addi- 
tion. Our  Radiology  Department  is  a fully  digital 
department  with  filmless  radiology,  web  distribution 
of  images  to  referring  physicians,  and  state-of-the- 
art  equipment.  A competitive  salary  with  benefits  is 
offered.  Candidates  should  submit  their  letter  of 
intent  and  a copy  of  their  curriculum  vitae  to: 

Andre  J.  Duerinckx,  M.D.-Ph.D.,  Chief  of  Radiology 
Service  (114),  VA  North  Texas  Health  Care  System, 
4500  S.  Lancaster  Road,  Dallas,  Texas  75216, 

Phone:  (214)  857-0185,  Fax:  (214)  857-0173,  VA 
North  Texas  Health  Care  System  is  an  Equal  Oppor- 
tunity Employer. 

LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board>certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Heaith  Care  iitiration 


• Restraint  of  Trade  Litigation 

• Peer  Review  Defense 

• Licensure  Hearings 

• Medicare  & Medicaid  Compliance 

• Sale  8 Purchase  of  Medical  Practice 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


FOR  SALE  OR  LEASE 


lU 

Rancho  No  Le  Hace 

• 22  minutes  south  of  Texas  Medical  Center 

• 288.63*  acres 

< 

• 4 houses  with  swimming  pool 

• Lighted  tennis  court 

• Stables  and  barns 

• Stocked  fishing  lakes 

• Beautiful  live  oak  trees  with  water  running 

through  property 

o 

• All  furnishings  and  equipment  included 

For  ^formation  call  M.  Bruce  Jester  (713)  626-2828 

Ik 

brucejester@henrysmlller.com 

Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 

Used  Echo  Machines  for  sale  (2);  HP  Sonos  500 
with  Color  Doppler,  ATL  Interspect  XL  with  doppler 
(no  color).  Call  817-277-9107  for  information. 

Office  Space 
Practices 

For  Sale:  Allergy  clinic  practice.  First  and  old- 
est in  Longview.  Beautiful  facility  with  excellent 
established  clientele.  Superb  location  between  two 
major  hospitals.  Please  reply  to  AD-1222,Texas  Med- 
icine, 401  W.  15th  Street,  Austin,  Texas  78701. 

Family  Practice  for  Sale:  Austin,  Texas.  No 

Medicaid,  minimal  HMO  and  Medicare.  Estimated 
in  top  3%  of  earnings  in  US.  Price  1 year’s  net. 

Fax:  (512)  258-8631. 

For  Sale  - Busy  general  practice  in  growing 
and  affluent  section  of  Fort  Worth,  TX.  High 
visibility,  close  to  hospitals.  Reply  to  Ad-1221,  Texas 
Medicine,  401  W.  15th  Street,  Austin,  Texas  78701, 
or  assadiql@ipninet.com. 


Jeffrey  C.  Grass 
Perry-Miller  8 Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

‘Not  certified  by  the  Board  of 
Legal  Specialization  by  choice. 
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I For  Sale  -Two  office  rural  ophthalmology 
practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
i hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 

For  Sale  - Ophthalmology  practice  in  Austin, 
Texas.  Fully  equipped  three  lanes,  rebuilt  office  and 
adjacent  optical  shop.  Beautiful  facility  in  the 
northwest  corridor.  Superb  location  and  visibility. 
Excellent  established  clientele.  Major  hospitals  in 
vicinity.  Fax:  (512)  331-8839. 

General,  Occupational  & Urgent  Care  prac- 
tice: Established  20  years.  3600  sq.  ft.  Presently 
staffed  by  me  and  2 PT  MD’s.  Perfect  for  2 FT  MD’s. 
6 exam  rooms,  lab,  x-ray,  2 MD  offices,  2 adm. 
offices.  Open  7 days  a week.  I’m  retiring.  Drennon 
Stringer,  MD.  (972)  980-1010. 

Private  practice  for  sale.  Exclusive  North  Dallas. 
Twenty  years  established.  General  medicine  and 
varicose  veins.  Send  responses  to  Ad-1219,  Texas 
Medicine,  401  W.  15th  Street,  Austin,  Texas  78701, 

Newly  finished  medical  space.  Approx  1300 
square  feet.  Plano,  TX.  Frontage  to  busy  street  cor- 
ner. Access  to  lab,  x-ray,  and  support  staff.  Contact 
Dr.  Steve  Rakkar  (972)  208-2900. 

Approximately  400  SQ  FT  for  sub-lease  in 
SETON  Medical  Park  Tower.  Available  immedi- 
ately. For  information,  please  call  (512)  467-7877. 

Real  Estate 

Spectacular  crystal  clear  Blanco  river  prop- 
erty; 26  ac  with  400  ft.  of  riverfront;  swimming 
hole;  low  water  dam;  deep  water  well;  road  and 
cleared  building  site;  575K;  842-5550. 


EDUCATIONAL 

OPPORTUNITIES 


ULTRASOUND  EDUC/VriON 


Introduction  to  PV 

Dec.  1-2 

Vascular  Accreditation 

Nov.  4 

Emergency  Medicine 

Nov.  16-18 

.Advanced  Emergency 
Medicine 

Nov.  3-4 

Abdominal  (5  Day) 

Oct.  16-20 

Nov.  27-Dcc 

OB/GYN  (5  Day) 

Oct.  23-27 

Dec.  4-8 

Vascular  Ultrasound 

Oct.  2-6 

Echo/Cardiac  Doppler 

Nov.  6-13 

Endovaginal 

Dec.  8-9 

Family  Practice 

Oct.  12-14 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location; 
minimum  enrollment  required.  Call  (800)  239- 
1361  for  more  infomiation  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AM  A PR  A credit 


www.aheconline.com 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1 st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 


CLASSIFIED  ADVERTISING  CATEGORIES 

• Allergy  and  Immunology 

. Hospitalist 

• Otolaryngology 

• Positions  Wanted 

• Anesthesiology 

• Internal  Medicine 

• Pathology 

• Entertainment 

• Cardiology 

• Locum  Tenens 

. Pediatrics 

« Equipment 

• Dermatology 

• Neonatology 

• Physical  Medicine/Rehabilitation 

* Office  Space 

. Emergency  Medicine 

• Nephrology 

• Plastic  Surgery 

• Practices 

• Endocrinology 

. Neurosurgery 

• Preventive  Medicine 

• Property 

• Family/General  Practice 

. Obstetrics/Gynecology 

• Psychiatry 

* Travel 

• Gastroenterology 

• Occupational  Medicine 

• Radiology 

• Vacation  Homes 

• General  Surgery 

• Oncology 

. Rheumatology 

• Wanted  to  Buy 

• Geriatrics 

• Ophthalmology 

• Urology 

. Business  and  Financial  Services 

« Hematology 

• Orthopedics/Orthopedic  Surgery 

• Other  Opportunities 

Tel  800.880.1300 
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TMA  Planner 


September  15-16,  2000 
TMA  Summit  2000: 

Advocacy,  Policy,  Professionalism 
Renaissance  Austin  Hotel 


February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  3-5,  2001 
TexMed  2001 

George  R.  Brown  Convention  Center 
Houston 


September  2000 

September  6 

San  Antonio 

Medical  Records:  Release,  Retention,  and  Confidentiality 

September  6 

Houston 

Employing  a Non-Physician  Practitioner 

September  7 

Corpus  Christi 

Employing  a Non-Physician  Practitioner 

September  12 

McAllen 

Employing  a Non-Physician  Practitioner 

September  13 

Austin 

Employing  a Non-Physician  Practitioner 

September  13 

Houston 

Medical  Records:  Release,  Retention,  and  Confidentiality 

September  14 

Temple 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 

September  20 

Dallas 

Complying  with  OSHA 

September  20 

Tyler 

Medical  Records:  Release,  Retention,  and  Confidentiality 

September  21 

Tyler 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 

September  21 

Lubbock 

Complying  with  OSHA 

September  27 

Houston 

Complying  with  OSHA 

September  28 

McAllen 

Complying  with  OSHA 

October  2000 

October  4 

Corpus  Christi 

Complying  with  OSHA 

October  5 

McAllen 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 

October  5 

Fort  Worth 

Complying  with  OSHA 

October  10 

Paris 

Physician  Stress/Burnout 

October  11 

Austin 

Complying  with  OSHA 

October  12 

San  Antonio 

Complying  with  OSHA 

October  12 

Houston 

Managed  Care  Expo 

October  18 

Tyler 

Complying  with  OSHA 

October  18 

Fort  Worth 

Medical  Records  Security 

October  19 

Corpus  Christi 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 

October  25 

Austin 

Medical  Records  Security 

October  25 

Dallas 

Managed  Care  Expo 

October  27 

Houston 

Maintaining  Professional  Boundaries  and  Treating  Difficult  Patients 
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The  fight  to  protect  your  professional  reputation 
is  a medical  emergency  few  physicians  are 
prepared  to  handle.  Increasing  medical 
liability  claims  frequency  and  severity  in  Texas 
are  raising  your  chances  of  a costly  court- 
room appearance  that  will  take  time  away 
from  your  patients  and  family. 

An  experienced  ally  can  make  the  critical 
difference.  TMLT  has  closed  over  21,000 
claims  during  the  twenty  years  we  have  been 
defending  Texas  physicians. 

Texas  Medical  Liability  Trust  'Austin,  Texas  • 800*580*8658  * 


And  we  have  an  enviable,  long  term  track 
record  of  success  in  the  courtroom.  Skilled 
law  firms  and  TMLT  claim  professionals  guide 
you  personally  through  each  step  of  the  legal 
process.  Because  TMLT  is  Texas-based,  we 
know  the  Texas  legal  environment  and  Texas 
trial  venues.  This  is  an  advantage  out-of-state 
carriers  just  don't  have. 

If  you  were  facing  a lawsuit,  wouldn't  you 
want  a TMLT  claim  professional  beside  you 
in  the  courtroom? 

Choose  the  best  defense. 
www.tmlt.org  C h o o s c T M LT. 


SCOTT  & WHITE 


Occupational  and  Business  Related  Health 
Care  Issues  for  the  Primary  Care  Provider 
October  13-14,  2000 
Marriott  at  the  Capitol,  Austin,  Texas 

The  program  is  designed  to  provide  Primary  Care  and 
Oceiipational  Medicine  Practitioners  an  overview  of  common 
clinical,  legal  and  regulatory  issues  associated  with  providing 
health  care  to  businesses  and  work  injury /illness  patients. 

Continuing  Education  Credit:  Scott  and  Wliite  designates 
this  continuing  medical  education  activity  for  a maximum  of 
13  credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association.  Each  physician  should  claim  only  those  hours  of 
credit  that  he/she  actually  spent  in  the  educational  activity. 

This  program  has  been  reviewed  and  is  acceptable  for  13 
prescribed  hours  b\  the  American  Academy  of  Family 
Physicians. 


Radiology  Update  for  the  Primary  Care 
Provider 

November  3-4,  2000 

Marriott  at  the  Capitol,  Austin,  Texas 

The  symposium  is  designed  to  provide  a review  of  radiology 
topics,  emphasizing  the  evaluation  of  patients  from  the  per- 
spective of  the  primary  care  provider.  It  is  intended  to  benefit 
general  practitioners,  family  practitioners,  internists,  and  physi- 
cian assistants. 

Continuing  Education  Credit:  Scott  and  White  designates 
this  continuing  medical  education  activity  for  a maximum  of  9 
credit  hours  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  Each  physi- 
cian should  claim  only  those  hours  of  credit  that  he/she  actual- 
ly spent  in  the  educational  activity. 

This  program  has  been  reviewed  and  is  acceptable  for  9 pre- 
scribed hours  by  the  American  Academy  of  Family 
Physicians. 


Accreditation:  Scott  and  White  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education 

to  provide  continuing  medical  education  for  physicians. 


October  6 

November  9-11 

November  13 
November  I6-I8 
December  1-2 
December  8-9 


Upcoming  CME  Courses 


Clinical  Challenges  in  Bereavement:  Beyond 
Supportive  Care 

10th  Annual  (dinical  Approach  to  Common 
Problems  in  the  Mature  Adult 
Howard/Keegan  Lectureship  in  Bioethics 
Sexual  Health  in  the  21st  Century 
1 4th  Annual  Update  in  Pelvic  & Vaginal  Surgery' 
Gastroenterology'  for  the  Primary'  Ciare  Physician 


Hilton  Austin  North  Hotel,  Austin,TX 

Hilton  Palacio  del  Rio,  SanAntonio,TX 

Scott  & White, Temple, TX 
Adam's  Mark  Hotel,  San  Antonio,TX 
Hilton  Palacio  del  Rio,  San  Antonio,TX 
Hilton  Palacio  del  Rio,  San  Antonio, TX 


For  Information/Registration: 

Scott  & White  Continuing  Medical  Education,  2401  South  31st  Street,  Temple,  TX  76508;  1-800-724-7280 
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Mission 

Statement 

Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  theTexas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
tive activities  that  influence  the  practice  of 
medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 

4.  To  encourage  balanced  debate  on  issues 
that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
professionalism,  advocacy,  and  service. 

6.  To  enhance  the  desirability  of  membership 
in  theTexas  Medical  Association. 
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From  Your 
President 


medical  care  and  patient  safety,  and 
providing  protection  from  those  who 
would  harm  the  public  with  unproven 
therapies. 

Quality  is  not  about  inanimate  ob- 
jects. It  is  about  processes  and  systems 
that  provide  unlimited  possibilities.  But 
Dr  W.  Edwards  Deming,  an  industrial 


lie  opinion  polls  commissioned  by  the 
American  Association  of  Medical  Col- 
leges in  1998  showed  that  patients  as- 
sume medical  competency  when  they 
enter  a physician’s  office.  Their  defini- 
tion of  quality  includes  physicians  who 
care,  communicate,  and  take  the  time 
to  listen.  That  is  the  art  of  medicine. 


OurTMA  is  committed  through  our  staff 
and  through  you  as  a member  to  ensure  that 
our  mission  of  improving  the  health  of  Texans 
is  achieved  through  useful  information. 


What  is  all  this  fuss  about 
quality? 


By  Jim  Rohack,  MD,  TMA  president 

The  release  of  the  Institute  of 
Medicine  Report  on  patient 
safety.  To  Err  is  Human,  in  the 
fall  of  1999  created  a media 
frenzy  over  the  topic.  The  way 
the  subject  was  presented  to  the  public 
by  the  Fourth  Estate  made  it  appear  as 
though  this  was  the  first  time  that  any- 
one had  looked  at  this  issue  and  that 
physicians  have  always  ignored  it.  It 
was  another  example  of  “sound-bite” 
reporting  without  much  research  on 
what  had  been  done  and  is  being  done 
on  the  topic. 

In  1921,  Dr  Arthur  C.  Scott,  presi- 
dent of  the  Texas  Medical  Association 
in  1923  and  founder  of  Scott  and 
White  Clinic,  said,  “What  patients  de- 
sire most  when  they  enter  a hospital  is 
safety,  and  it  is  the  duty  of  every  med- 
ical staff  to  see  that  no  stone  is  left  un- 
turned to  ensure  the  greatest  degree  of 
safety  known  to  the  science  and  art  of 
medicine.” 

In  1971,  TMA  chartered  the  Texas 
Medical  Foundation  (TMF)  to  provide 
a forum  for  peer  review  to  improve  pa- 
tient care.  In  1995,  TMA,  TMF,  and  the 
Texas  Osteopathic  Medical  Association 
created  the  Texas  Health  Quality  Insti- 
tute, an  organization  devoted  to  im- 
proving patient  care  for  Texans.  In  fact, 
the  driving  forces  in  the  creation  of 
TMA  and  the  American  Medical  Associ- 
ation were  setting  standards  of  medical 
education  to  improve  the  quality  of 


engineer  who  created  the  basics  of  to- 
tal quality  management  in  the  1940s, 
showed  that  you  cannot  improve  any- 
thing unless  you  measure  it.  While 
quality  can  be  defined  as  meeting  or 
exceeding  a customer’s  expectations, 
random  events  may  provide  that  expe- 
rience once.  Sustainable  and  constant 
improvement  requires  the  measure- 
ment, feedback,  change,  and  remea- 
surement loops  that  are  the  foundation 
of  quality  improvement. 

This  month’s  Texas  Medicine  is  de- 
voted to  the  topic  of  quality  and  its  im- 
pact on  patients  and  physicians.  It 
highlights  the  importance  of  being  able 
to  obtain  data  and,  just  as  important, 
being  able  to  translate  the  data  into  us- 
able information.  Many  can  achieve 
the  first  part,  but  without  useful  infor- 
mation, opportunities  for  improvement 
are  lost.  Our  TMA  is  committed 
through  our  staff  and  through  you  as  a 
member  to  ensure  that  our  mission  of 
improving  the  health  of  Texans  is 
achieved  through  useful  information. 

One  might  get  the  impression  that 
the  quality/safety  continuum  revolves 
around  the  science  of  medicine.  I must 
caution  that  quality  is  measured  also 
from  the  patient’s  perspective.  US  pub- 


and  we  must  always  practice  both  the 
art  and  science  of  medicine  in  our  daily 
interactions  with  those  we  serve.  The 
commitment  to  quality  is  a 24/7  com- 
mitment. It  has  been  a part  of  this  med- 
ical profession  for  centuries.  And  that 
commitment  to  our  patients  to  do  what 
is  right  will  never  change.  ★ 
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(CELECOXIB  CAPSULES)SSi 


Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain 
and  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivity 
to  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
urticaria,  or  allergic-type  reactions  after  taking  aspirin  ■ 


or  other  NSAIDs. 


Serious  Gl  toxicity  can  occur  with  or  without 
warning  symptoms  in  patients  treated 
with  NSAIDs.  ^ 

*IMS  America.  National  Prescription 
Audit.  July, 

Please  see  brief  summary 
of  prescribing  information 
on  the  adjacent  page. 


OA:  the  convenience  of  qd...the  option  of  bid  RA:  the  flexibility  of  100  mg  to  200  mg  bid 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY — CELEBREX^”^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

CELEBREX  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs,  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES— Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed,  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as;  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions;  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease;  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs,  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects;  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease), 
Hematological  Effects;  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema;  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, CELEBREX  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma;  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibitors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility: 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy;  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  >150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24).  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  CELEBREX,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use;  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146);  abdominal  pain  4. 1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue.  Infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  Increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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Commentary 


Information  defines  quality 


By  Josie  R.  Williams,  MD,  MMM 
Guest  editor 

Symposium  on  Quality  in  Health  Care 

Of  the  many  issues  now  con- 
fronting medical  professionals, 
none  seems  more  perplexing 
than  the  debate  about  the  qual- 
ity of  care.  Although  it  is  under- 
standable that  so  many  physicians  have 
reacted  to  the  debate  over  the  quality 
of  care  with  anger,  skepticism,  or  sim- 
ply disinterest,  such  reactions  are  a lux- 
ury that  physicians  can  no  longer 
afford”  (1). 

The  ability  of  the  medical  profession 
to  agree  upon  an  adequate  definition 
and  measurement  of  quality  health  care 
also  has  had  its  share  of  beleaguered  tri- 
als and  failed  attempts.  The  amount  of 
controversy  regarding  whether  we  can 
or  should  measure  quality  of  care  is  not 
new.  The  1910  Flexner  Report  stated: 
“One  of  the  problems  of  the  future  is  to 
educate  the  public  itself  to  appreciate 
that  very  seldom,  under  existing  condi- 
tions, does  a patient  receive  the  best  aid 
which  is  possible  to  give  him  in  the 
present  state  of  medicine”  (2). 


Dr  Earnest  Codman,  in  “A  Study  in 
Hospital  Efficiency”  in  1913,  stated,  “I 
am  called  eccentric  for  saying  in  pub- 
lic: that  hospitals,  if  they  wish  to  be 
sure  of  improvement,  must  find  out 
what  their  results  are,  must  analyze 
their  results,  find  their  strong  and  weak 
points,  must  compare  their  results  with 
those  of  other  hospitals  [and]  must 
care  for  cases  which  they  are  not  qual- 
ified to  care  for  well  . . . must  welcome 
publicity  not  only  for  their  successes, 
but  for  their  errors”  (3). 

Dr  Codman  was  eventually  forced  to 
leave  the  Massachusetts  General  Hos- 
pital staff.  He  died  unheralded  and,  in- 
deed, was  shamed  for  his  “follow-up 
system.” 

In  a six-part  New  England  Journal  of 
Medicine  series  on  quality  of  care  in 
1996,  Blumenthal  and  colleagues  out- 
lined many  of  the  issues,  principles, 
and  skepticism  that  physicians  face  in 
quality-of-care  discussions  (1,4-8).  The 
definition  of  quality  they  suggested  for 
physicians  was  “doing  the  right  thing 
right.”  The  Institute  of  Medicine  (lOM) 
defines  quality  as  the  “degree  to  which 
health  services  for  individuals  and  pop- 
ulations increase  the  likelihood  of  de- 
sired health  outcomes  and  are 
consistent  with  current  professional 
knowledge”  (9). 

Blumenthal  et  al  opened  the  door 
for  the  legitimate  discussion  of  quality 
by  addressing  five  major  areas: 

• The  measurement  of  care  and  the 

limits  of  such  measurement; 

• Methods  of  measurement,  ranging 


from  classical,  double-blinded  ran- 
domized control  trials  to  improving 
and  measuring  processes  imported 
from  industry; 

• The  issues  of  financial,  scientific,  so- 
cial, and  political  influence  on  quality; 

• The  impact  of  managed  care  tech- 
niques; and, 

• Ethical  concerns  over  capitation’s  ef- 
fect on  quality  care. 

A healthy  skepticism  to  the  methods 
of  change  was  suggested  (1,4-8).  Blu- 
menthal et  al  concluded  the  series  with 
this  statement  to  physicians:  “A  far 
more  useful  and  constructive  strategy 
is  to  embrace  change  and  to  shape  it 
for  positive  purposes”  (8). 

Other  issues  of  concern  in  the  qual- 
ity debate  are  the  cost  of  implementing 
performance  measurement  and  quality 
improvement  programs,  confidentiality 
in  an  era  of  widespread  sharing  and 
comparing  of  data,  and  the  liability  (or 
perceived  liability)  we  all  face  in  a liti- 
gious society.  The  challenges  to  the 
profession  4 years  after  the  landmark 
New  England  Journal  of  Medicine  series 
was  published  are  virtually  unchanged. 
Payers  do  not  discriminate  on  the  basis 
of  quality  in  spite  of  multiple  sources 
showing  that  quality  of  care  varies. 

There  is  not  a physician  worth  his  or 
her  proverbial  salt  who  cannot  agree 
that  the  goal  of  medical  care  is  improv- 
ing patients’  health  and  improving  the 
care  delivered  to  patients  in  a rational, 
studied,  scientific  manner.  Yet,  the  cur- 
rent environment  does  not  lend  itself  to 
the  study  of  the  quality  of  that  care. 
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HEALTH  PROFESSIONS 


Every  physician  who  has  survived  the 
chaos  in  health  care  during  the  past 
decade  knows  “it  ain’t  what  it  used  to 
be”  in  terms  of  autonomy,  patient  satis- 
faction, physician  satisfaction,  reim- 
bursement, regulation,  prestige,  and 
esteem.  The  industrialization  of  medi- 
cine has  become  a given.  The  corporate 
entrance  into  medical  care  has  further 
fragmented  an  already  fragmented 
“nonsystem”  of  health  care.  The  real- 
ization of  the  complexities  of  caring  for 
an  increasingly  knowledgeable,  de- 
manding, and  aging  consumer  has  be- 
come reality  for  managed  care 
organizations,  resulting  in  further  con- 
solidations, mergers,  and  restructuring 
to  optimize  corporate  finances. 

The  debate  over  quality  health  care 
reemerged  with  the  November  1999 
lOM  report.  To  Err  is  Human.  We  saw 
reactions  to  the  sensational  headlines 
from  the  press,  the  public,  governmen- 
tal agencies,  private  health  care  payers, 
and  health  care  professionals.  More  im- 
portant than  the  predictable  reactions 
was  the  lOM’s  call  for  changing  the 
health  care  process  to  systematic  health 
care  learning  and  improvement.  The 
latter  message  is  one  1 hope  we  as  a 
profession  have  the  will  to  address  in 
the  quality  debate. 

The  medical  profession  owns  very 
little  data  to  rationally  defend  or  rebut 
the  fragmented  data  of  insurance  com- 
panies and  government  agencies  as 
buyers  of  health  care  services.  The  qual- 
ity of  care  and  outcomes  measurement 
in  any  setting  outside  of  the  random- 
ized controlled  trials  of  select  patients  is 
only  recently  evolving  as  a discipline  of 
inquiry.  A physician  will  likely  get  mul- 
tiple “report  cards”  from  hospitals,  in- 
surance companies,  HMOs,  and  IPAs  — 
all  of  them  showing  different  levels  of 
performance  and  benchmarks.  It  is  irra- 
tional to  judge  physicians’  effectiveness 
and  how  they  compare  to  their  peers  or 
to  the  medical  literature  on  the  basis  of 
these  fragmented  individual  reports.  It 
is  just  as  foolhardy  for  physicians  to  pre- 
pare for  the  future  without  adequate 
data  that  are  stored,  collected,  and  ana- 
lyzed to  produce  information  regarding 
our  own  performance  and  the  perform- 
ance of  our  system. 


The  future  in  the  debate  over  quality 
of  care  depends  on  the  will  of  physicians 
to  carefully  evaluate  the  performance 
evaluation  skills  and  tools  that  are  being 
imported  from  other  disciplines,  such  as 
business,  economics,  social  sciences, 
statistics,  and  marketing,  in  addition  to 
time-honored  scientific  principles.  We 
must  adopt  techniques  and  tools  that 
improve  our  patients’  outcomes. 

The  challenge  to  Texan  physicians  is 
to  measure  ourselves  in  a common  pro- 
fessional endeavor,  compare  that  meas- 
urement with  the  literature,  and 
respond  to  our  own  systems  according 
to  the  measurement.  I believe  the  most 
powerful  tool  physicians  have  to  offer 
in  the  quality-of-care  debate  is  accurate 
information  based  on  reliable  and  valid 
data  from  the  outcomes  of  the  systems 
of  care  we  practice  in,  both  individu- 
ally and  collectively. 

Can  you  imagine  a system  in  which 
we  collectively  raise  our  voices  to  the 
American  public  with  well-developed, 
accurate  outcomes  information,  includ- 
ing data  regarding  not  only  physical  out- 
comes, but  satisfaction,  quality  of  life, 
functional  outcomes,  and  resource  out- 
comes, that  is  developed  in  a manner 
that  forces  value-based  purchasing  of  our 
services  rather  than  a cost-based  pur- 
chase? The  tools  for  performance  meas- 
urement outcomes  of  patient  care  and 
systems  are  available  today.  They  will  im- 
prove only  as  we  critically  use  them  and 
improve  them  as  we  do  any  other  tool. 

Many  physicians  are  wary  of  so- 
called  “cookbook  medicine.”  Dr  Jordan 
Cohen,  president  of  the  Association  of 
American  Medical  Colleges,  suggests 
that  “those  who  resist  such  help  may 
well  be  accused  of  denying  their  pa- 
tients care  of  optimal  quality”  (10). 

Modern  medicine  truly  is  the  best 
medical  system  in  the  world  for  those 
who  have  access.  However,  it  can  be 
improved,  with  our  commitment  to  ourj 
patients  and  our  profession.  Texas  Med-j 
ical  Foundation  improvement  studies' 
have  shown  significant  opportunities! 
for  Texas  physicians  to  improve.  Rep-' 
utable  literature  sources  suggest,  how-, 
ever,  that  we,  as  a group,  are  quite  slow; 
to  change  our  practices  to  conform  toj 
evidence-based  literature. 
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1 prefer  to  believe  we  ean  perform  in 
a rational  evidence-based  system  sucb 
as  the  one  Dr  Staker  outlines  in  this 
symposium.  We  as  physicians  must 
lead  if  we  are  to  improve  patient  out- 
comes in  all  outcomes  classes.  It  is 
clear  to  me  that  we  must  have  the  will 
to  change  when  change  is  appropriate. 
We  also  should  be  willing  to  define  ap- 
propriate use,  overuse,  underuse,  ap- 
propriate variation,  and  outcome. 

This  Texas  Medicine  Symposium  on 
Quality  in  Health  Care  has  been  both 
stimulating  and  challenging  to  produce. 
I want  to  thank  the  many  authors  who 
have  taken  the  time  to  share  with  you 
their  perspectives  on  quality-of-care  is- 
sues. Our  goal  was  to  share  with  you 
the  thoughts  of  national  quality  leaders, 
governmental  and  accreditation  agen- 
cies’ expectations  related  to  quality  of 
care,  the  tools  being  discussed  in  the 
quality-of-care  debate,  and  some  expe- 
riences in  those  arenas.  I believe  you 
will  find  the  articles  informative  and  in- 
tellectually stimulating.  ★ 


Dr  Williams  is  clinical  director  of  the  Texas  Health 
Quality  Alliance  in  Austin. 
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Letters 


Sensible  gun  laws  needed 


As  director  of  Doctors  for  Sensible 
Gun  Laws  (DSGL),  I would  like 
to  announce  the  opening  of  the 
group’s  Web  site  at  www.Keep 
AndBearArms.com/DSGL. 

The  mission  of  DSGL  is  to  provide  a 
healthy  dose  of  common  sense  and 
honesty  to  the  national  debate  over 
gun  laws  and  the  role  of  guns  in  soci- 
ety. DSGL  is  especially  concerned  with 
the  way  that  medical  organizations 
have  allowed  their  names  and  profes- 
sional publications  to  be  used  to  pro- 
mote the  agenda  of  the  anti-gun/ 
anti-self-defense  lobby. 

The  anti-gun  “studies”  that  have 
been  published  under  the  false  flag  of 
medical  research  are  conceived,  exe- 
cuted, analyzed,  and  broadcast  in  the 
media  strictly  to  support  the  position  of 
organizations,  doctors,  and  politicians 
who  do  not  believe  that  citizens  have 
the  most  basic  human  right  of  all  — the 
right  to  self-defense. 

Such  concepts  as  intellectual  hon- 
esty, peer  review,  and  valid  statistical 
analysis  are  conspicuously  absent  from 
this  so-called  research.  And  these  junk 
science  “studies”  are  costing  innocent 
people  their  very  lives. 

Many  doctors  and  other  medical 
professionals  are  fed  up  with  this  situa- 


tion but  have  found  their  views  frozen 
out  of  the  debate  by  vested  interests  in 
the  medical  leadership. 

DSGL  board  member  Dr  Michael  S. 
Brown,  of  Vancouver,  Wash,  believes 
that  “using  professional  journals  to  dis- 
seminate political  propaganda  shames 
doctors  everywhere.” 

Dr  Andrew  Johnstone,  of  Indianapo- 
lis, says  he  is  “continually  shocked 
at  the  dangerous  public  policy  posi- 
tions of  the  organized  medical  lobby. 
The  distortion  and  outright  fabrication 
of  ‘facts’  is  well  documented  and  re- 
futed in  the  criminological  literature, 
and  the  thought  that  physicians  would 
actually  lobby  for  such  counterproduc- 
tive and  dangerous  legislation  is  worri- 
some indeed.” 

DSGL  provides  a voice  for  those  doc- 
tors who  feel  the  need  to  speak  out  for 
honesty  and  integrity.  The  motto  of  the 
new  organization,  “First,  do  no  harm,” 
is  taken  from  the  Hippocratic  Oath, 
and  refers  to  the  harm  done  by  mis- 
guided gun  laws. 

Medical  doctors,  PhDs,  and  other 
health  care  professionals  are  invited  to 
visit  the  Web  site  for  membership  in- 
formation. 

William  B.  Rogers,  MD 

1111  Santa  Rosa  Dr 
Tyler,  TX  75701 


Not  a public  good 


A few  points  in  Dr  Frankel’s  recent 
letter  require  response.  (See 
“Profits  Versus  Patients,”  August 
2000  Texas  Medicine,  p 9.)  Dr 
Frankel  states,  “Health  care  is  a 
public  good,  in  the  same  vein  as  educa- 
tion, public  housing,  national  security, 
and  law  and  order.”  He  is  wrong.  A 
public  good  is  an  economic  good  char- 
acterized by  nonexcludability  and  non- 
rivalrous  consumption. 

Simply  put,  a public  good  has  the 
following  characteristics: 

1.  Utilization  of  the  service  by  one  in- 
dividual does  not  prevent  another 
from  using  it,  and 

2.  Free  riders  (ie,  those  who  do  not  pay 
for  the  service)  cannot  be  excluded 
from  receiving  its  benefits. 

As  an  example,  national  security  is  a 
classic  public  good.  More  Americans 
can  be  just  as  easily  defended  as  fewer, 
and  there  is  no  way  to  defend  me  with- 
out also  defending  you.  Public  housing 
is  without  question  not  a public  good, 
failing  on  both  counts.  The  case  for  ed- 
ucation can  be  argued  either  way. 

Similarly,  health  care  in  general  is 
not  a public  good,  regardless  of  how 
desirable  it  might  be.  The  health  care 
system  clearly  cannot  accommodate 
more  people  as  easily  as  fewer,  and  free 
riders  can  be  excluded  in  all  but  emer- 
gency situations  with  relative  ease. 
This  is  not  just  a semantic  argument, 
for  the  strongest  cases  for  government 
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intervention  can  be  made  in  the  provi-: 
sion  of  true  public  goods.  The  case  for, 
the  provision  of  health  care  by  govern- 
ment must  rest  on  other  arguments. 

Next,  Dr  Frankel  criticizes  the  for- 
profit  health  care  industry  as  one  that 
“denies  patients  necessary  care  to  pre-| 
serve  corporate  profits.”  Regardless  of 
whether  this  statement  is  true,  it  must 
be  compared  with  the  alternative  he 
proposes  — government-run  national 
“health  insurance.”  | 

The  closest  that  we  have  to  national 
health  insurance  are  those  systems  cur-j 
rently  in  place  for  our  elderly  and  our 
poor.  Neither  Medicare  nor  Medicaid 
offer  unlimited  care,  as  he  well  knows.l 
Dr  Frankel  apparently  feels  that  it  is 
permissible  to  limit  care  if  it  is  provided 
by  a government  agency,  but  not  if  it  is 
provided  by  entrepreneurs.  This  is 
shaky  moral  ground.  Why  doesn’t  he 
propose  nationalization  of  the  food  dis- 
tribution and  supply  system  in  this 
country?  Is  it  not  equally  immoral  to 
deny  food  to  poor  people  to  boost  the 
profits  of  Safeway?  What  about  cloth- 
ing? Where  exactly  would  he  stop? 

While  I would  be  happy  to  debate  Dr 
Frankel  about  the  proper  relationship 
between  business  and  community,  this 
is  not  the  proper  forum.  However,  I can- 
not let  his  implication  that  “the  follow- 
ers of  Milton  Friedman”  lack  the  “basic 
decency  of  the  average  American”  go 
unchallenged.  Classical  liberals  (now 
generally  characterized  as  libertarians) 
believe  strongly  in  nonviolence  (except 
in  self-defense),  with  relationships  be- 
tween individuals  being  voluntary  and 
consensual,  governed  by  the  rule  of  law. 

Government  has  an  important  but 
limited  role,  that  being  the  protection  ol 
appropriately  defined  rights  (not  the  ex- 
pansive “positive  rights”  of  recent  times 
but  rather  the  “negative  rights”  of  the 
sort  delineated  in  the  Bill  of  Rights).  1 
would  argue  that  a society  based  on  such 
principles  is  the  one  that  displays  “basic 
decency.”  It  is  in  fact  the  one  established 
two  centuries  ago,  its  values  codified 
(imperfectly)  in  the  US  Constitution. 

Jordan  Weingarten,  MD 

President,  Austin  Civil  Society 
acs@tortillacoast.net 
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Letters 


MSAs  are  the  answer 


In  a recent  letter,  Dr  Gerald  Frankel, 
of  McKinney,  Tex,  advocates  na- 
tional health  insurance  and  likens 
its  adoption  to  a holy  and  moral  cru- 
sade similar  to  the  abolition  of  slav- 
ery. Along  the  way,  he  gets  in  a few 
licks  at  profits  and  greed.  The  same 
high  purpose  moralizing  and  class  war- 
fare rhetoric  have  been  used  to  pro- 
mote every  socialist  proposal.  There  is 
just  one  problem,  Dr  Frankel:  socialism 
doesn’t  work. 

There  are  no  differences  economically 
among  health  care,  food,  housing,  or 
clothing.  Each  is  essential.  Yet  even  Dr 
Frankel  would  probably  not  advocate 
that  the  national  government  (ie,  the 
taxpayers)  provide  food,  housing,  and 
clothing  to  everyone.  Free  markets  in 
these  sectors  have  provided  an  abun- 
dance and  quality  that  is  the  envy  of  the 
world.  Socialist  attempts  to  provide  these 
things  have  always  resulted  in  scarcity 
and  shoddy  products.  The  same  is  true  of 
health  care:  national  health  care  has  re- 
sulted in  rationing  and  shoddy  health 
care.  It  would  require  a very  long  letter, 
basically  a course  in  economics,  to  ex- 
plain why  this  is  so,  but  it  is. 

The  current  mess  — mangled  care 
— is  not  free  market  health  care.  It  is 
cartelization,  which  works  almost  as 
poorly  as  socialism. 

If  we  are  to  restore  sanity  and  qual- 
ity care  in  abundance  at  affordable 
prices,  then  we  must  devise  a system  of 
medical  savings  accounts  to  which  the 
patient  and  his  or  her  employer  con- 
tribute (or  to  which  the  taxpayers  pro- 
vide for  the  poor).  The  patient  then 
makes  his  or  her  own  health  care  deci- 
sions Just  as  he  or  she  shops  for  food, 
clothing,  and  housing.  The  providers 
then  are  forced  to  compete  (as  in  these 
other  industries)  to  provide  quality 
care  at  affordable  prices. 

Free  markets  are  not  only  the  most 
efficient  economic  system.  Dr  Frankel, 
ithey  are  also  the  fairest. 

Robert  H.  Smiley,  MD 

450  Medical  Center  Blvd 
Ste  500 

Webster,  TX  77598 
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We  free  you  from  the  paperwork  you  hate  and 
give  you  time  to  do  what  you  love-Medicine.  How? 
By  handling  your  human  resource  administration. 

We  manage  payroll, design  employee  health  and 
benefits,  file  faxes,  workers’ comp  and  resolve  claims, 
furnish  unemployment  insurance  and  recruitment. 


Let  us  show  you  how  to  improve  efficiency  and 
cuf  HR  costs. 

For  a free  evaluation  and  copies  of  our  booklets 
on  Answers  to  the  most  frequently  asked  HR 
questions,  how  to  conduct  a personnel  Interview 
and  how  to  pick  a PEO,  enW  800.758.4504. 


trendsetter® 

we  love  paperwork 

Trendsetter  Staffing, 3000  Richmond,  Suite  12t),  Houston, TX  770i)fi,  Phone:  7l3.G40.!W)(),  Fax;  713. S22,GCdCi.  www.trendstaff.com. 
Offices:  Houston.  Dallas, Atlanta, Tampa.  Member  of  NAPEO.BBB  and  the  human  race. 


GREENING  PROTOCOL 


The  University  of  Texas  System 

Texas-Mexico  Border  Health  Coordination  Office 

University  of  Texas-Pan  American 

1201  West  University  Drive 

Edinburg,  Texas  78539 

Phone:  956/381-3687 

Fax:  956/381-3688 

E-mail:  TMBHC0@PANAM.EDU 

www.panam.edu/dept/tmbhco 


Acanthosis  Nigricans 

Acanthosis  nigricans  is  a skin  marker  that  results  from  hyperinsulinemia,  a condition 
where  higher  than  normal  insulin  concentrations  remain  in  the  bloodstream. 
Hyperinsulinemia  is  a compensatory  result  of  insulin-resistance,  which  creates  a 
potential  risk  for  the  development  of  Type  2 diabetes.  Acanthosis  nigricans  usually 
manifests  itself  on  the  nape  of  the  neck,  but  can  also  appear  on  the  knuckles,  elbows, 
axillae,  knees,  abdomen,  thighs  and  soles  of  the  feet. 


Photo  courtesy  of  Dr.  Charles  Stuart 


Scientists  have  also  found  that  having  high  insulin  levels  over  long  periods  of  time  can  increase  the  risk  of  cardiovascular 
problems,  hypertension,  elevated  lipids,  as  well  as  obesity.  In  females,  high  insulin  levels  may  increase  the  risk  of 
developing  Polycystic  Ovarian  Syndrome  which  is  characterized  by  amenorrhea  (irregular  menstrual  cycles),  hirsutism 
(extreme  facial  hair),  severe  acne,  enlarged  ovaries,  obesity,  and  insulin-resistance. 


In-Depth  Medical  Assessment  of 
Conditions  Related  to  Obesity 

The  following  table  provides  a listing  of  medical  findings 
related  to  obesity  paired  with  their  potential  conditions. 

In-  Depth  Medical  Assessment  of  Conditions  Related  to  Obesity 
Findings  Potential  Conditions 

Physical  Examination 

lAcanthosis  nigricans  Typ9  2 diabetes,  insulin  resistance 

Source;  Barlow,  SE,  Dietz,  WH.  Obesity  Evaluation  and  Treatment: 

Expert  Committee  Recommendations.  Pediatrics.  1998;  102  (3):  e29. 

Fasting  Plasma  Insulin 

Fasting  insulin  has  been  determined  as  a valid  measurement  of 
insulin  resistance.  The  normal  range  for  fasting  plasma  insulin 
is  2 to  1 2 uU/mL. 

Fasting  Plasma  Insulin 

Normal  Range:  2-12uU/mL 

Source:  Stuart,  CA,  Gilkison,  CR,  Keenan,  BS,  Nagamani,  M.  Hyperinsulinemia 
and  Acanthosis  Nigricans  in  African  Americans.  Journal  of  the  National  Medical 
Association.  1997:89(8):  523-527. 

Therapeutic  Action 

There  are  no  current  pharmacological  interventions  available 
for  acanthosis  nigricans.  However,  studies  have  shown  that 
weight  management  and  exercise  can  decrease  fasting  plasma 
insulin  concentrations.  As  a result,  risks  associated  with  insulin 
resistance  tend  to  decrease  and  acanthosis  nigricans  markers 
tend  to  fade. 

Therapeutic  action  for  the  child  should  include: 

. weight  management 
• exercise 


CPT  Codes 

The  following  codes  are  provided  to  facilitate  the 
classification  of  acanthosis  nigricans  and  other  obesity- 
related  conditions: 


• 701.2  Acquired  Acanthosis  Nigricans 

• 251.1  Hyperinsulinemia/insulin  resistance 

• 790.2  Nonclinical  diabetes 

• 783.1  Abnormal  weight  gain 

• 401.9  Hypertension 

• 272.2  Mixed  Hyperlipidemia 

• 272.1  Hypertriglyceridemia 

• 626.0  Irregular  menstrual  cycle 

• 611.1  Gynecomastia 

• 278.8  Obstructive  sleep  apnea 

• 794.6  Abnormal  endocrine  function  test 


Nutritional  Counseling 

If  weight  management  is  recommended,  it  is  also 
advised  that  nutritional  counseling  be  included  for  the 
child.  Under  CPT  code  701 .2  "Acquired  Acanthosis 
Nigricans",  dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child. 

Dietitians  can  conduct  two  evaluations  and 
four  intervention  sessions  with  the  child  and 
family  under  CPT  code  701.2 
"Acquired  Acanthosis  Nigricans". 
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By  Jeffrey  C.  Bates,  MD,  and  Walt  Carroll,  MD 

In  April  of  this  year  the  Texas  Medi- 
cine Editorial  Committee,  realizing 
the  special  needs  of  the  thousands 
of  Texas  Medical  Association  mem- 
bers who  are  still  in  training,  joined 
I with  the  TMA  Resident  and  Fellow  Sec- 
j tion  on  a new  venture  to  produce  a reg- 
^ ular  column.  The  previous  columns 
■ have  been  met  with  much  interest  and 
i have  produced  much  discussion  among  ''''  Jeffrey  c.  Bates,  md 

^ members  of  the  Resident  and  Fellow  Section.  The  topics  addressed  in  this  column 
I are  directed  at  the  thousands  of  medical  students,  residents,  fellows,  and  young 
physicians  who  make  up  our  readers.  In  addressing  some  of  their  specific  issues, 
we  hope  they  will  not  only  be  drawn  to  the  big  picture  of  the  politics  of  medicine 
but  will  also  come  to  appreciate  the  role  of  Texas  Medicine  and  TMA. 

This  month’s  article,  which  is  the  third  installment  of  this  column,  turns  the  fo- 
! cus  from  the  rose-colored  private  practice  of  yesteryear  to  the  complicated  cost- 
, containment  issues  associated  with  practice  today.  In  the  following  section.  Dr 
I Carroll  recalls  the  family  physician  who  cared  for  him  as  he  was  growing  up  and 
I puts  the  cost  of  medical  care  in  perspective  with  some  down-to-earth  comparison 
' of  the  cost  of  medical  care  with  the  cost  of  services  in  other  elements  of  our  soci- 
■ety.  With  any  luck,  this  will  help  provide  the  nidus  for  young  physician  involve- 
ment in  organized  medicine  at  some  level. 


I remember  back  from  the  mid- 
1 1960s  to  the  early  1980s  when  my  fam- 
ily had  a physician  whom  we  saw  for 
all  our  primary  care  needs.  A solo  prac- 
titioner in  Austin,  he  delivered  my  sis- 
ter and  took  care  of  all  our  nonsurgical 
medical  needs.  He  was  a great  guy  and 
[3  pleasure  to  interact  with. 

He  was  a general  practitioner,  and  1 
don’t  believe  he  was  residency  trained. 
He  took  care  of  the  family  until  he  re- 
tired in  the  late  1980s.  He’d  work  us  in 
early  in  the  morning  if  we  Just  had  to 
'be  seen  without  an  appointment.  His 


fees  were  reasonable,  and  we  knew 
he’d  always  be  there  for  us  (except  on 
Tuesday  afternoons).  He  always  took 
Tuesday  afternoon  off  for  personal 
time.  He  never  made  us  feel  rushed 
when  we  were  in  the  examining  room 
with  him,  and  one  of  his  greatest  skills 
was  listening. 

We  had  insurance  that  was  fur- 
nished by  my  parents’  employer.  The 
insurance  had  a $200  to  $400  de- 
ductible on  office  visits  (which  we  did 
not  meet  most  years)  and  a similar  de- 
ductible for  hospitalization.  We’d  pay 


for  the  services  we  received  and  submit 
all  bills  to  the  insurance  company.  The 
insurance  would  take  care  of  the  med- 
ical bills  after  we  reached  our  de- 
ductible. It  wasn’t  a bad  system. 
Thankfully,  we  were  pretty  healthy. 

That  doctor’s  practice  was  quite  a bit 
different  from  the  current  picture.  To- 
day, everything  is  cost  driven  in  medical 
care.  Cost,  while  a legitimate  concern, 
is  over-emphasized  by  the  people  in  the 
business  of  medicine  (health  mainte- 
nance organizations  [HMOs]  and  the 
bureaucrats  who  run  them,  the  Health 
Care  Financing  Administration,  and 
others).  The  California  Medical  Associ- 
ation recently  published  a paper  called 
“Improving  Access  to  Health  Care  for 
Medi-Cal  Patients.”  This  paper,  which 
can  be  accessed  on  the  association’s 
Web  site  at  www.cmanet.org,  points  out 
many  problems  with  the  California 
Medicaid  system.  In  it,  the  authors  re- 
port that  “California  ranks  47th  among 
all  states  in  health  care  spending  per 
Medicaid  patient.”  Their  report  also  re- 
veals that  Texas  is  43rd  overall  with  re- 
gard to  health  care  spending  per 
Medicaid  patient. 

The  paper  compares  physician  reim- 
bursement with  costs  for  other  com- 
mon services.  It  also  compares  value 
(expected  outcome)  and  education  re- 
quirements. The  most  legitimate  com- 
parison of  education  would  be  that  of  a 
veterinarian  with  that  of  a physician. 
To  repair  a pet’s  broken  leg,  the  veteri- 
narian could  reasonably  expect  to  be 
reimbursed  $500  to  $800.  For  a physi- 
cian to  repair  a broken  arm,  he  or  she 
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MANUAL 


Does  TMA  have  a policy  and 
procedure  manual  for  training 
new  employees,  OSHA  compliance, 
reducing  liability  in  the  office? 

Of  course  we  do! 

Receive  the  hardcopy  template 
plus  each  policy  and  procedure  on 
diskette  so  you  can  customize  it. 

To  purchase  yours,  contact 
(800)  880-1300,  ext.  1456 
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will  be  reimbursed  $43.25.  These  num- 
bers are  from  California  but,  be  as- 
sured, they  are  comparable  to  Texas. 

Other  comparisons  include  a physi- 
cian office  visit  ($18.18)  versus  take-out 
pizza  ($19),  a knife  or  gunshot  wound 
to  the  chest  ($97.54)  versus  Roto-Rooter 
($103  per  hour),  stitches  ($14.89)  ver- 
sus a manicure/pedicure  ($30),  surgical 
repair  of  a hernia  ($335.07)  versus  a 
60,000-mile  tune-up  on  a Honda 
($495),  and  lastly,  a skin  biopsy 
($22.34)  versus  a visit  to  a tanning  salon 
($40).  There  certainly  appears  to  be  a 
disparity  in  the  value  received  when 
comparing  the  costs  of  common  services 
with  those  of  medical  care. 

Cost  containment  pressures  on  physi- 
cians and  health  care  organizations 
(yes,  HMOs  with  operating  budgets)  are 
becoming  greater  because  of  reimburse- 
ment cuts  as  well  as  the  failure  of  reim- 
bursements to  legitimately  keep  pace 
with  the  cost  of  living.  In  1980  you 
could  reasonably  expect  to  pay  $20  to 
$30  for  an  office  visit.  Certainly,  $18  is 
not  a reasonable  reimbursement  for  an 
office  visit  in  the  year  2000.  The  patient- 
physician  relationship  is  suffering  as  a 
result  of  these  kinds  of  cost  and  time 
pressures.  Some  of  the  results  include  an 
increase  in  claims  against  physicians.  If 
you  include  mass  litigation,  28%  of  all 
physicians  in  the  state  can  expect  to  be 
sued  this  year.  If  you  remove  mass  liti- 
gation from  the  equation,  20%  of  all 
physicians  can  expect  to  be  sued  in  any 
given  year,  according  to  the  Texas  Med- 
ical Liability  Trust.  Of  course,  that  trans- 
lates to  increased  health  care  costs  and, 
unfortunately,  a large  portion  of  the 
money  is  going  to  attorneys  and  not  for 
the  care  of  patients. 

Health  care  spending  from  public 
sources  (Medicare  and  Medicaid  being 
the  largest)  totaled  $522.7  billion  in 
1998  [Health  AJf.  2000;  19  [1]:  12^132). 
This  amounts  to  45.5%  of  the  national 
health  care  expenditures  ($1.1491  tril- 
lion) for  that  year.  These  are  the  most 
recent  figures  available.  Total  health  care 
expenditures  amounted  to  13.5%  of  the 
gross  domestic  product. 

While  these  numbers  may  tend  to 
put  you  to  sleep,  they  demonstrate  the 
political  importance  of  this  issue  na- 


tionally. Across  the  nation,  lobbyists  in 
the  various  capitals  represent  every 
special  interest  group  that  wants  a 
share  of  the  health  care  dollar.  The  in- 
surance companies  have  a huge  lobby, 
as  do  the  HMOs  and  the  people  who 
want  to  see  health  care  completely  so- 
cialized (free  medical  care  from  the 
womb  to  the  tomb,  called  national 
health  insurance). 

The  current  system  has  taken  many 
years  to  evolve  into  its  great  state  of  dys- 
function. It  will  not  be  turned  around 
instantaneously.  It  will  take  a concerted 
effort  by  those  who  must  represent  their 
own  interest  as  well  as  that  of  their  pa- 
tients. Ultimately,  the  physician  is  the 
last  line  of  defense  for  the  patient/pub- 
lic with  regard  to  health  care. 

If  the  current  system  keeps  grinding 
private  practitioners  out  of  existence, 
eventually  only  those  who  seek  services 
provided  by  HMOs  and  those  who  work 
for  HMOs  to  provide  the  services  will  be 
left.  I encourage  you  to  take  an  active 
role  in  TMA  and  the  American  Medical 
Association.  Taking  an  active  role  in 
your  county  medical  society  would  be 
an  ideal  place  to  start.  Taking  an  active 
role  in  local  politics  at  the  precinct  level 
and  making  yourself  and  your  concerns 
known  to  candidates  are  responsibilities 
that  should  not  be  shirked. 

Residency  and  fellowship  allow  ver}' 
little  time  to  participate  in  the  political 
process.  However,  this  is  a political 
year,  and  participation  from  physicians 
can  make  a long-term  impact  on  the 
health  care  system  in  our  country.  The 
next  time  you  schedule  yourself  to  gc 
to  a drug-rep  dinner,  remember,  the 
dinner  is  optional,  political  participa- 
tion is  not. 

Comments  or  communications  car 
be  directed  to  TexMedDocl@aol.com. 

In  our  next  column,  we  speak  with  c 
young  physician  about  his  experiencei 
during  his  first  year  of  practice  and  hit 
unexpected  job  change.  We  also  provide 
some  recommendations  to  help  avoic 
some  of  these  pitfalls  along  the  way. 


Dr  Bates  is  chair  of  theTMA  Resident  and  Fellow  Sec 
tion.  Or  Carroll  is  a former  Resident  and  Fellow  Sec 
tion  delegate  toTMA. 
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The  Physician  Oncology 
Education  Program 
offers  a wide  range  of 
cancer  education  and 


■ CME  seminars  on  state-of-the-science  cancer  topics 
(including  programs  providing  ethics  credit). 

■ Comprehensive  cancer  education  materials  designed  for 
primary  care  physicians  by  cancer  specialists. 

■ Speakers’  bureau  lectures  at  no  charge  to  the  requesting 
institution. 


prevention  resources: 


Medical  student  scholarships  to  attend  cancer  education 
programs  in  Texas. 


Call  Today:  (800)  880-1300,  ext.  1672,  or  (512)  370-1672, 
or  e-mail  poep@texmed.org 

www.poep.org 


Physician  Oncology 
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TexasMedical 

Association 

Education  Program 


TEXAS 

CANCER 

COUNCIL 


Your  Comprehensive  Solution  to  Credentialing 
and  Managed  Care  Contract  Management 


O Imagine  never  completing 
another  credentialing 
application  or  managed  care 
contract! 

O Imagine  having  an  easy 
process  to  track  and  renew 
your  licenses,  insurances 
and  CME! 


O Imagine  having  the  ability 
to  view  your  pertinent  pro- 
fessional data  on-line  24 
hours  a day,  7 days  a week! 

O Imagine  having  all  your  fee 
schedules  posted  in  one 
database  for  easy  access  by 
you  and  your  billing  staff! 


11615  Forest  Central  Drive 
Suite  210 
Dallas,  TX  75243 


For  more  information  or  to  schedule 
an  appointment,  please  call  or  email 


800  497-8902 


Confidential  and  Experienced 

Legal  Representation 

-i;  - FOR  Texas  Physicians 


Representation  before  Texas  State  Board  of  Medical  Examiners,  t 

- - .T'. 

|The  Texas  Medical  Foundation  and  Medical  Staff  Peer  Review.  ^ 


Medical  Practice  'Act  and  Medical  Examiners  Board  Actions 


(hearings,  settlement  conferences  and  licensure) 
‘ Personal  Counsel  in  Medical  Liability  Cases 
: • Non-Profit  Certification  /Recertification 


Non-Profit  Certification  /Recertification 
, ’ • Probation  Modification  / Termination 
• Managed  Care  Exclusions  • Licensure 
^^Reinstatement  • Medico-legal  Issues 
"•i,  , Expert  Review^*  Telemedicine 

• Medical  Ethics  Opinions 
^ Physician  Assistants. 


Tony  Cobos** 


Michael  Sharp* 


HARP& 


PC.  attorneys  at  law 


SAnd  Plaza  • 1717  W.  Sicth  St.  • St^460  • Austin,  TX  78703  * 512  473  2265  • FAX;512  473  8525  • www.sharpcobos.com 

SharS  Certified  in  Admjni^ative  ]^Joy  tb^Texas  Board  of  Legal  Specialization.  **  Tony  Cohos  is  Not  Board, Certified  by  the  Texas  Board  of  Legal  Specialization. 
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Newsmakers 


Richard  A.  Becker,  MD,  of  San  Antonio, 
has  been  named  the  2000  Distin- 
guished Alumnus  by  the  Medical 
Alumni  Association  at  The  University 
of  Texas  Health  Science  Center  in  San 
Antonio.  Dr  Becker  is  an  endocrinolo- 
gist and  professor  of  medicine  in  the 
school’s  Department  of  Medicine,  Divi- 
sion of  Endocrinology. 

Craig  Clanton,  MD,  is  the  new  associate 
medical  director  for  medical  operations 
for  the  Scott  & White  Health  Plan  in 
Temple.  He  previously  was  the  associ- 
ate medical  director  for  networking. 

The  American  Heart  Association,  Texas 
Affiliate,  gave  Donald  J.  Gordon,  PhD, 
MD,  of  San  Antonio,  the  Paul  V.  Ledbet- 
ter, MD,  Physician  Volunteer  of  the  Year 
Award  at  its  annual  awards  dinner  in 
July.  He  was  cited  for  his  volunteer  time 
and  service,  including  founding  the  San 
Antonio  CPR  Day  and  championing 
stroke  initiatives.  Dr  Gordon  is  the  chair 
of  the  Department  of  Emergency  Med- 
ical Technology  at  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio and  chair  of  the  Texas  Medical  As- 
sociation Committee  on  Emergency 
Medical  Services  and  Trauma. 

Paxton  Howard,  MD,  former  president 


of  Scott  & White  in  Temple,  has  been 
chosen  president-elect  of  the  Texas 
Healthcare  Trustees  (THT).  He  will  be- 
come the  group’s  first  physician  presi- 
dent in  September  2001.  THT  is  an 
affiliated  organization  of  the  Texas 
Hospital  Association  and  is  made  up  of 
governing  boards  of  Texas  hospitals. 

Tyler  pediatrician  Paul  Pitts,  MD,  was 
named  a 2000  Teacher  of  Distinction 
by  The  University  of  Texas  Medical 
Branch  at  Galveston.  The  award  recog- 
nizes community  teachers  who  excel  in 
clinical  instruction. 

Bob  Shull,  MD,  of  Temple,  has  been 
elected  president  of  the  Society  of  Gy- 
necologic Surgeons  for  2000-2001.  Dr 
Shull  is  the  vice  chair  of  the  Depart- 
ment of  Obstetrics  and  director  of  the 
Urogynecology  and  Reconstructive 
Pelvic  Surgery  section  at  Texas  A&M 
University  System  Health  Science  Cen- 
ter College  of  Medicine. 

MelissaTonn,  MD,  MBA,  MPH,  of  Dallas, 
has  been  selected  by  the  Texas  Workers’ 
Compensation  Commission  to  chair  its 
Medical  Advisory  Committee.  Dr  Tonn 
is  a board-certified  occupational  medi- 
cine physician. 

The  Texas  Academy  of  Eamily  Physi- 
cians (TAPP)  elected  officers  to  lead 
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Richard  A.  Becker,  MD 


Donald  J.  Gordon,  PhD,  MD 


Paxton  Howard,  MD  Leah  Raye  Mabry,  MD 

the  academy  at  its  51st  Annual  Session 
and  Scientific  Assembly.  They  are  Lloyd 
Van  Winkle,  MD,  Castroville,  president; 
Justin  Bartos,  MD,  Keller,  president- 
elect; Samuel  T.  Colridge,  DO,  Fort 
Worth,  vice  president;  F.  David  Schnei- 
der, MD,  San  Antonio,  treasurer;  and  Er- 
ica Williams  Swegler,  MD,  Keller, 
parliamentarian.  TAFP  also  honored 
Leah  Raye  Mabry,  MD,  Pleasanton,  as 
Philanthropist  of  the  Year,  and  awarded 
Don  Wayne  Boston,  MD,  Fort  Worth,  its 
Physician  Emeritus  Award. 


Deaths 


Woodrow  M.  Avent,  MD,  85;  Waco;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1940;  died  August  13,  2000. 
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People 


John  H.  Barth,  MD,  84,  Yorktown;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1945;  died  June  28,  2000. 

Joseph  A.  Bilder,  Jr,  MD,  78;  Wichita 
Falls;  University  of  Maryland  School  of 
Medicine,  1951;  died  July  8,  2000. 

Janis  M.  Brown,  MD,  53;  Dallas;  Boston 
University  School  of  Medicine,  1986; 
died  August  3,  2000. 

Ernest  H.  Byers,  Jr,  MD,  73;  Fort  Worth; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1967;  died  June  22,  2000. 

John  S.  Chapman,  MD,  92;  Dallas;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1932;  died  July  29,  2000. 

Warren  F.  Dixon,  MD,  79,  Dallas;  North- 
western University  Medical  School, 
1951;  died  August  6,  2000. 


Marshall  L.  Fowler,  Jr,  MD,  79;  Galves- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died  July 
25,  2000. 

Erskin  A.  Gaston  II,  MD,  66;  Dallas;  Tu- 
lane  University  School  of  Medicine, 
1959;  died  July  7,  2000. 

Stanley  L.  Gilbert,  MD,  76;  Dallas;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1948;  died  August  12, 
2000. 

Philip  Greenfield,  MD,  89;  Belton;  Long 
Island  Gollege  of  Medicine,  1935;  died 
May  8,  2000. 

David  F.  Pugh,  MD,  79;  Abilene;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1944;  died  June  23,  2000. 


Donald  Wayne  Quillen,  MD,  46;  Avery; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1987;  died  July  29,  2000. 

Patrick  N.  Reagan,  MD,  68;  Conroe;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1967;  died  August  5,  2000. 

Marcos  M.  Robles- Virola,  MD,  Weslaco; 
40;  University  of  Puerto  Rico  Medical 
Sciences  Campus,  Rio  Piedras,  1989; 
died  July  28,  2000. 

Whitney  G.  Sampson,  MD,  67;  Weimar; 
Baylor  College  of  Medicine,  1957;  died 
July  18,  2000. 

Edward  O.  Tasian,  MD,  86;  Houston; 
Faculte  De  Medecine,  Montpellier, 
France,  1939;  died  June  18,  2000. 

Joseph Thoppil,  MD,  52;  Copperas  Cove; 
St  John’s  Medical  College,  Bangalore, 
India,  1971;  died  June  13,  2000. 
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and  contribution  limits  have  changed. 


Contact  us  now  to  find  out  what  the  repeal  of 
Code  Section  415(e)  means  to  you. 

Call  toll  free:  1-800-880-8181,  Dept.  A2210 
weekdays  between  7:30  a.m.  and  5:30  p.m. 

Or  e-mail:  jprescott@tmait.org 
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FINANCIAL 
SERVICES,  INC 

more  than  just  insurance 


Don’t  panic:  HIPAA  compliance 
is  a waiting  game 


By  Walt  Borges,  Associate  editor 

Four  years  after  Congress  passed 
the  Health  Insurance  Portabil- 
ity and  Accountability  Act 
(HIPAA),  Texas  physicians  and 
health  care  entities  are  still 
waiting  for  the  US  Department 
of  Health  and  Human  Services 
(HHS)  to  issue  the  rules  that 
will  impose  rigid  new  privacy  standards 
for  computerized  patient  records. 

When  the  rules  are  finally  issued  by 
HHS  Secretary  Donna  Shalala,  most 
physicians,  hospitals,  health  plans,  and 
managed  care  organizations  will  have 
another  2 years  to  comply.  Smaller 
medical  operations  will  have  3 years. 

For  many  physicians  and  health  care 
entities,  the  complex  HIPAA  privacy 
rules  are  a dark  cloud  looming  on  the 
horizon.  But  some  physicians  see  a sil- 
ver lining  to  that  cloud:  standardization 
of  record  formats  that  may  boost  the 
computerization  of  medical  records. 

“Patient  privacy  has  and  continues 
to  be  an  ongoing  concern  and  struggle 
for  providers  and  their  organizations,” 
said  Norman  Chenven,  MD,  an  Austin 
physician  who  is  the  executive  vice 
president  of  the  Austin  Regional  Clinic. 
“Our  medical  group’s  fear  is  that  the 


rigidity  built  into  HIPAA  will  create  im- 
mense operational  and  overhead  bur- 
dens for  us.  Our  hope  is  that  the  same 
rigidity  will  force  formatting  standardi- 
zation that  might  turbocharge  the  tran- 
sition into  the  information  age.” 


In  fact,  HIPAA  explicitly  seeks  to 
standardize  electronically  stored  and 
transmitted  patient  records  to  replace 
the  hodgepodge  of  record  formats  that 
currently  exist  in  physicians’  offices, 
hospitals,  health  plan  claim  centers, 
and  clearinghouses.  HHS  published  its 
transactions  standards  rule  in  the  Fed- 
eral Register  on  August  17.  (The  rule 
can  be  seen  on  the  Internet  at  aspe 
.os.dhhs.gov/admnsimp/Index.htm.) 
With  a 2-month  finalization  period  in- 
cluded, covered  health  entities  must  be 
in  compliance  by  October  2002. 

Congress  understood  that  such  stan- 
dardization also  carried  the  risk  that 
patient  records  would  be  incorrectly 


used  by  employers,  insurers,  and  oth- 
ers, and  it  took  action  to  ensure  the 
records  remain  private. 

While  HIPAA  may  increase  the  secu- 
rity of  patient  records  in  the  long  term, 
in  the  short  term  the  security  provisions 


are  causing  quite  a bit  of  insecurity 
among  physicians,  other  health  care  pro- 
fessionals, and  health  care  companies. 

Among  the  proposed  privacy  stan- 
dards are: 

• Covered  entities  can  disclose  individ- 
ual information  without  patient  per- 
mission only  for  government 
research  unrelated  to  treatment,  for 
standard  operations  of  treatment 
and  payment,  and  for  other  purposes 
authorized  by  the  patient  in  writing 
(such  as  disclosure  to  marketers,  re- 
porters, private  investigators,  and  re- 
searchers). Physicians,  health  plans, 
and  health  care  businesses  may  dis- 


“Our  medical  group’s  fear 
is  that  the  rigidity  built  into  HIPAA  will  create 
immense  operational  and  overhead  burdens  for  us.” 
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close  only  the  minimum  information 
necessary  to  accomplish  the  in- 
tended payment  or  treatment. 

• Patients  will  be  allowed  to  inspect 
and  copy  their  protected  informa- 
tion. Patients  can  request  amend- 
ments or  corrections  to  their  records. 

• Doctors,  health  plans,  and  clearing- 
houses must  disclose  information 
practices.  Medical  entities  would 
have  to  account  to  a patient  how  his 
or  her  records  had  been  disclosed. 

• Each  entity  must  designate  an  offi- 
cial to  implement  privacy  policy,  and 
must  also  train  employees,  safeguard 
information,  and  set  up  a complaint 
and  sanction  process  to  enforce  pol- 
icy. Covered  entities  are  responsible 
for  subcontractor  compliance  with 
HIPAA  privacy  regulations. 

The  Texas  Medical  Association  raised 
a number  of  concerns  with  HHS  Secre- 
tary Shalala  in  a comment  letter  filed  in 
February.  In  the  letter,  Paul  B.  Handel, 
MD,  chair  of  TMAs  Council  on  Socio- 
economics, said  many  entities  that 
could  receive  patient  information  — in- 
cluding employers,  workers’  compensa- 
tion insurers,  and  schools  — are  not 
covered  by  the  HIPAA  rules  and  could 
easily  breach  the  privacy  rules.  He 
noted  that  TMA  is  unsure  how  covered 
physicians  and  plans  can  meet  the 
HIPAA  requirement  of  effectively  polic- 
ing its  business  partners  that  release  the 
information  in  violation  of  the  rules. 

In  its  comment  letter,  TMA  also  op- 
posed releasing  individual  health  records 
without  a patient’s  consent,  even  when 
the  information  is  transmitted  to  the 
government  for  research  purposes.  And, 
Dr  Handel  sought  clarification  on  which 
Texas  laws  would  not  be  preempted  by 
the  federal  rules. 

The  Council  on  Socioeconomics  also 
expressed  its  belief  that  privacy  re- 
quirements would  burden  solo  practi- 
tioners and  small  health  care  groups,  a 
view  shared  by  many  physicians  and 
health  care  lawyers. 

Some  lawyers  and  consultants  sug- 
gest that  physicians,  health  plans,  and 
health  care  companies  begin  their  plan- 
ning now  for  revamping  records  sys- 
tems to  comply  with  HIPAA  rules. 
However,  Deborah  C.  Hiser,  JD,  a 


health  law  expert  with  the  Austin  firm  of 
1 lilgers  & Watkins,  warns  that  physicians 
should  use  caution  in  their  planning.  Un- 
der HIPAA  privacy  rules,  state  statutes 
that  are  less  restrictive  or  that  are  incon- 
sistent will  be  preempted  by  the  federal 
rules,  but  more  restrictive  state  laws  will 
be  allowed  to  stand,  she  notes. 

Texas  State  Sen  Jane  Nelson,  chair  of 
the  Senate  Health  Services  Committee, 
has  suggested  that  Texas  privacy  stan- 
dards should  be  tougher  than  the  federal 
standard,  opening  the  door  for  legisla- 
tion in  the  2001  legislative  session. 

Ms  Hiser  recommends  that  physi- 
cians “keep  the  potential  for  substan- 
tial change  in  mind  before  purchasing 
commercial  HIPAA  kits.”  ★ 


Surgeon  general  plans 
to  cut  smoking  in  half 


US  Surgeon  General  David 
Satcher,  MD,  has  developed  a 
plan  he  says  could  cut  smoking 
rates  among  teens  and  adults  in 
half  within  the  next  10  years.  He 
outlined  the  plan  in  a report  presented 
to  the  11th  World  Conference  on  To- 
bacco or  Health  in  Chicago  in  August. 

“During  the  past  four  decades  we 
have  made  unprecedented  gains  in  pre- 
venting and  controlling  tobacco  use,” 
Dr  Satcher  said.  “However,  the  sober- 
ing reality  is  that  smoking  remains  the 
leading  cause  of  preventable  death  and 
disease  in  our  nation,  and  those  who 
suffer  the  most  are  poor  Americans,  mi- 
nority populations,  and  young  people.” 

Among  Dr  Satcher’s  recommenda- 
tions are: 

• Changing  physician  behavior,  med- 
ical system  procedures,  and  insurance 
coverage  to  encourage  widespread 
use  of  state-of-the-art  treatment  of 
nicotine  addiction.  The  report  shows 
that  physicians  advising  their  patients 
to  give  up  cigarettes  can  double  or 
quadruple  normal  quit  rates,  while  a 
combination  of  behavioral  counseling 
and  pharmacological  treatment  can 
boost  success  up  to  10  times. 

• Implementing  effective  school- 
based  programs,  combined  with 
community  and  news  media-based 


activities,  which  he  says  can  prevent 
or  postpone  smoking  onset  in  20% 
to  40%  of  US  adolescents. 

• Passing  and  enforcing  strong  clean 
indoor  air  regulations,  which  con- 
tribute to  changing  social  norms  and 
may  decrease  tobacco  consumption 
among  smokers  and  increase  smok- 
ing cessation.  The  report  urges  states 
to  pass  laws  that  will  not  restrict  lo- 
cal governments  from  passing  even 
stronger  measures  to  protect  their 
citizens  from  secondhand  smoke. 

• Improving  tobacco  warning  labels  in 
the  United  States,  which  Dr  Satcher 
says  are  weaker  and  less  prominent 
than  those  required  in  other  countries 
such  as  Canada  and  Australia.  The  re- 
port shows  that  consumers  receive 
very  little  information  regarding  the 
ingredients,  additives,  and  potential 
toxicity  of  tobacco  products. 

• Increasing  tobacco  prices  and  excise 
taxes.  Evidence  presented  in  the  re- 
port suggests  that  a 10%  increase  in 
price  will  reduce  overall  cigarette 
consumption  by  3%  to  5%.  How- 
ever, both  the  average  price  of  ciga- 
rettes and  the  average  cigarette 
excise  tax  in  the  United  States  are 
well  below  those  in  most  other  in- 
dustrialized countries. 

• Changing  many  facets  of  the  social 
environment  to  reduce  the  broad  cul- 
tural acceptability  of  tobacco  use.  The 
report  concludes  that  comprehensive 
approaches  combining  community  in- 
terventions, mass  media  campaigns, 
and  program  policy  and  regulation 
are  most  effective  in  changing  social 
norms  and  reducing  tobacco  use. 

“Failure  to  effectively  use  every  in- 
tervention strategy  at  our  disposal 
could  mean  turning  back  the  clock  on 
the  efforts  we’ve  made  since  the  1960s 
to  reduce  cigarette  smoking,  one  of  the 
most  notable  public  health  accomplish- 
ments of  this  century,”  Dr  Satcher  said. 
“We  must  respond  aggressively  to  the 
serious  challenges  we  still  face:  most 
importantly,  the  tobacco  industry’s 
continuing  campaign  to  advertise  and 
promote  tobacco  products.  We  need 
fair  but  aggressive  measures  to  regulate 
these  marketing  activities,  especially 
those  that  influence  young  people.”  ★ 
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Advocacy  for  physicians  and  their  patients  is  what  TMA  is  ait  about,  it  comes  in  many 
forms,  especiaiiy  working  to  ensure  that  physicians  are  fairiy  compensated  for  the  services 
they  provide  to  patients.  TMA  in  the  Trenches  highlights  some  of  those  advocacy  efforts. 

Carrier  meetings 

When  it  comes  to  solving  problems,  the  best  course  of  action  often  is  a face-to-face 
meeting. That’s  why  for  the  last  several  years, TMA  physician  leaders  from  the  Council 
on  Socioeconomics,  representatives  from  county  medical  societies,  andTMA  staff  have 
been  meeting  with  insurance  company  representatives  to  resolve  claims  payment  prob- 
lems identified  through  the  Hassle  Factor  Log. 

During  the  first  half  of  the  year,  meetings  were  held  with  Humana,  Blue  Cross  and 
Blue  Shield  ofTexas,  Medicare,  Medicaid,  and  PacifiCare/Harris  Methodist.  All  have  re- 
sulted in  additional  payments  to  physicians. 

Other  successes  include  Humana  agreeing  to  stop  automatically  downcoding  all 
Level  4 and  5 evaluation  and  management  claims  to  Level  3,  and  creating  a task  force  to 
implement  a policy  to  comply  with  the  state's  new  clean  claims  law.  And,  Blue  Cross 
and  Blue  Shield  reduced  from  295  to  219  the  number  of  ICD-9  codes  on  its  list  of  preex- 
isting conditions  that  generate  a letter  to  physicians. 

The  meetings  continue.  In  October  and  November,  talks  are  scheduled  with  United- 
Healthcare  in  Dallas,  Unicare  in  Houston,  Medicare  in  Dallas,  Medicaid  in  Austin, 
Aetna  in  Arlington,  and  CIGNA  in  Irving. 

Hassle  Factor  Log  forms  are  available  on  theTMA  Web  site  at  www.texmed.org/moc/ 
pmt/pay/hfl.asp;  by  calling  (800)  880-1300,  ext  1414,  or  (512)  370-1414;  or  by  e-mailing 
rosie.ontiberos@texmed.org. 

Mini-consults 

For  the  past  8 years, TMA  staff  experts,  under  the  sponsorship  of  county  medical  soci- 
eties, have  provided  free  30-minute  consultations  to  more  than  1,700  medical  offices 
throughout  the  state. 

Conducted  at  local  medical  society  offices,  the  mini-consults  cover  such  topics  as 
Medicare,  Medicaid,  managed  care,  and  general  payment-related  coding  and  billing  is- 
sues. Special  efforts  are  made  to  make  the  service  available  to  the  many  small  commu- 
nities inTexas.This  includes  developing  a turnkey  marketing  kit  that  provides  societies 
with  all  of  the  materials  they  need,  including  preprinted  mailers  that  can  be  photocopied 
and  distributed  to  local  physicians,  preprinted  appointment  confirmation  cards,  and,  for 
larger  societies,  ads  that  can  be  placed  in  their  bulletins. 

Over  the  next  3 months,  mini-consults  are  scheduled  for  physicians  and  their  office 
staffs  in  the  Houston,  Dallas,  Fort  Worth,  Lubbock,Tyler,  and  Bryan/College  Station  areas. 

To  schedule  a mini-consult  in  your  community,  contact  your  local  county  medical  so- 
ciety or  call  Pat  Coffey,TMA's  physician  payment  specialist,  at  (800)  880-1300,  ext  1416, 
or  (512)  370-1416. 


Project  WATCH  promotes 
tobacco  cessation  programs 


By  Allison  Grijfin  [ 

TMA  media  relations  manager  j 

A recent  survey  conducted  by  The  I 
University  of  Texas-HoustonJ 
School  of  Public  Health  found  j 
that  less  than  half  of  Houston- j 
area  physicians  help  their  pa-1 
tients  quit  smoking.  The  study  reported  I 
that  physicians  spend  less  than  5 min-| 
utes  counseling  their  patients  to  quit 
smoking  and  fewer  than  half  prescribe  | 
medications  or  the  nicotine  patch  toj 
help  patients  quit. 

TMA’s  own  Continuous  Survey  Pro- 
ject finds  physicians  actively  seek  to 
help  their  patients  quit  smoking,  with; 
nearly  two  thirds  reporting  they  advise' 
their  patients  to  quit  smoking  and! 
counsel  patients  on  the  effects  of  to-| 
bacco.  What  is  clear  from  both  studies,! 
however,  is  that  physicians  need  morei 
tools  to  combat  tobacco  use  amongj 
their  patients.  | 

Tobacco  is  one  of  the  risk  factors  be-! 
ing  targeted  by  Project  WATCH,  a col-i 
laborative  effort  of  the  TMA  and  TMAj 
Alliance,  funded  by  the  TMA  Founda- 
tion. This  3-year  initiative  seeks  to  re- 
duce death  and  illness  from  heart 
disease  and  stroke  by  educating  the: 
public  about  the  five  leading  preventa-' 
ble  risk  factors  for  cardiovascular  dis- 
ease: Weight,  Activity,  Tobacco,! 
Cholesterol,  and  High  blood  pressure. 

Project  WATCH  is  promoting  a new, 
tobacco  cessation  tool  developed  by 
the  Physician  Oncology  Education  Pro-i 
gram  (POEP),  called  “Tobacco-Free 
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Texas!”  This  free  information  kit  pro- 
vides pliysicians  witli  a step-by-step  ap- 
proach to  counseling  their  patients.  It 
also  includes  a sheet  to  screen  patients 
for  tobacco  use  and  a page  with  tangi- 
ble suggestions  to  help  patients  qtiit 
smoking.  To  order  a “Tobacco-Free 
Texas”  kit,  contact  POFP  at  (800)  880- 
1300,  ext  1672,  or  (512)  370-1672;  or 
e-mail  poep@texmed.org. 

In  addition,  the  TMA  Committee  on 
Physician  Health  and  Rehabilitation  is 
offering  a course  to  teach  physicians 
how  to  help  their  patients  quit  using 
tobacco.  This  course,  which  offers  1 
hour  in  ethics/professional  responsibil- 
ity education  and  Category  1 continu- 
ing medical  education  (CME)  credit,  is 
available  for  live  presentations  at 
county  medical  society  or  hospital 
medical  staff  meetings,  on  the  Internet, 
or  for  home  study. 

For  more  information,  visit  the  TMA 
Web  site  at  www.texmed.org  and  click  on 
“CME,”  then  “Nicotine  Dependence  and 
Its  Treatment”;  call  Linda  Kuhn  at  (800) 
880-1300,  ext  1342,  or  (512)  370-1342; 
or  e-mail  linda.kuhn@texmed.org. 

Also,  look  further  down  the  CME 
page  for  information  about  a special, 
one-time  workshop  on  “Nicotine  De- 
pendence and  Its  Treatment  — Role  of 
the  Physician  and  Medical  Facilities”  on 
November  11  in  Austin.  Physicians 
who  do  not  have  Internet  access  can  re- 
ceive information  about  the  workshop 
by  calling  Ms  Kuhn  at  the  telephone 
numbers  above.  ★ 

I 

Survey  prompts  prediction 
of  higher  prescription  costs 

I II  22.5%  increase  in  prescription 
■ I benefits  offered  by  major  Texas 
/ ^ employers  for  active  employees 
and  a 23.4%  increase  for 
■ ■ Medicare  beneficiaries  have  been 
I predicted  by  the  Watson  Wyatt  World- 
' wide  health  care  consulting  firm  and 
|!  the  Washington  Business  Group  on 
’Health. 

The  Dallas  Business  Journal  reported 
! that  the  prediction  — which  reflects  a 
[ national  trend  — was  based  on  the  re- 
i sponses  from  61  companies  covering 


1.7  million  employees.  The  survey  also 
found  that  overall  costs  are  expected  to 
increase  an  average  of  12.2%  for  active 
employees  and  13.3%  for  Medicare  re- 
tirees. Point-of-service  plans  for  active 
employees  and  preferred  provider  or- 
ganizations for  Medicare  retirees  are 
expected  to  see  the  highest  increases, 
the  Business  Journal  said. 


The  survey  found  12%  of  employers 
idan  to  increase  employee  contribu- 
tions, which  means  tictive  employees 
will  pay  a higher  percentage  of  health 
care  costs  than  they  do  now.  More  than 
50%  plan  to  maintain  the  current  cost- 
sharing arrangements  between  the  em- 
ployer and  employees,  the  Business 
Journal  reported.  ★ 


TMAF  gets  support  for  two  health  projects 

The  TMA  Foundation  has  received  support  for  two  important  TMA  programs  that  will 
help  thousands  otTexans  and  their  families.  AstraZeneca  LP  presented  the  Foundation 
with  a $15,000  grant  in  July  for  the  second  phase  of  Project  WATCH,  during  which  the 
program  will  focus  on  promoting  child  and  family  fitness. 

This  fall  and  next  spring, TMA  physicians  and  their  spouses  will  raise  awareness  in 
their  communities  among  parents  about  the  important  role  exercise  plays  in  the  preven- 
tion of  heart  disease  and  stroke  as  they  facilitate  projects  such  as  WATCH  walks/runs, 
WATCH  activity  days  at  schools,  and  presentations  to  local  school  boards  about  the 
need  for  increased  physical  education  requirements. 

Also,  the  Lizanell  and  Colbert  Coldwell  Foundation  in  El  Paso  awarded  a $20,000 
grant  in  August  to  fundTMA’s  Health/./ne  Texas  Spanish  Radio  News  Feeds  from  June 
2000  to  June  2001.  Health/./r7e Texas  in  Spanish  provides  news  stories  to  radio  stations 
acrossTexas  on  health  issues  of  particular  concern  to  Texas’  Spanish-speaking  popula- 
tion.Topics  covered  by  this  program  include  heart  disease,  cancer,  multidrug  resistant 
tuberculosis,  infectious  diseases,  and  dengue  fever  along  the  border.  The  Coldwell 
Foundation  previously  funded TMA's  Physician  Curriculum  on  Tuberculosis  in  1999. 

TheTMA  Foundation  funds  disease  prevention  and  health  awareness  programs  that 
help  physicians  and  their  spouses  create  a healthier  future  for  all  Texans.  For  more  in- 
formation about  the  foundation  or  the  programs  it  funds,  call  (800)  880-1300,  ext  1664,  or 
(512)  370-1664;  or  e-mail  sean.dunham@texmed.org. 


Michele  Khatib,  with  AstraZeneca  LP,  presentsTMA  Foundation  board  member  Robert  Bernstein,  MD,  with 
a check  for  $15,000  for  Project  WATCH  as  Charlie  Doege,  also  with  AstraZeneca  LP,  looks  on.  As- 
traZeneca's support  will  help  fund  the  second  phase  of  TMA  and  TMA  Alliance's  statewide  heart  disease 
and  stroke  prevention  program  with  efforts  that  will  focus  on  raising  awareness  among  parents  and  chil- 
dren about  the  vital  role  physical  activity  plays  in  maintaining  a healthy  cardiovascular  system. 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


A study  by  researchers  at  Children's  National  Medical  Center  in  Washington  of  1,916 
sudden  infant  death  syndrome  cases  in  11  states  between  January  1995  and  June  1997 
showed  60%  of  the  deaths  occurred  in  home  day  care  facilities.  Scientists  say  many 
workers  in  such  facilities  are  less  likely  to  know  that  babies  should  be  put  to  sleep  on 
their  backs.  Pediatrics,  8/7/00 

Researchers  in  Mexico  and  Canada  have  linked  an  increased  risk  of  breast  cancer  to  ex- 
posure to  high  levels  of  DDE,  an  organochlorine.  American  Journal  of  Epidemiology , 8/15/00 

Researchers  at  the  University  of  Medicine  and  Dentistry  of  New  Jersey  and  MCP  Hah- 
nemann University  in  Philadelphia  report  a breakthrough  they  say  may  benefit  patients 
with  Alzheimer’s  disease,  Parkinson’s  disease,  or  spinal  cord  injuries.They  were  able  to 
produce  nerve  cells  drawn  from  bone  marrow,  a development  that  could  allow  physi- 
cians to  produce  nerve  cells  from  patients'  marrow  and  inject  them  into  their  brains  or 
spinal  cords  to  replace  injured  cells.  Journal  of  Neuroscience  Research,  8/14/00 

Scientists  in  Finland  say  people  who  drink  more  than  three  cups  of  coffee  a day  have 
twice  the  chance  of  developing  rheumatoid  arthritis  than  those  who  drink  less.  They 
studied  19,000  people  in  Finland  over  15  years.  Annals  of  Rheumatic  Diseases,  7/00 

An  8-week  Yale  Medical  School  study  of  82  patients  addicted  to  heroin  and  cocaine 
showed  that  acupuncture  and  counseling  were  effective  in  helping  them  kick  the  habit. 
Archives  of  Internal  Medicine,  8/14/00 

Australian  researchers  say  there  is  an  association  between  a history  of  depression  and 
subsequent  dementia  and  cognitive  decline.  Gerontology,  7-8/00 

Researchers  at  Pennsylvania  State  University  College  of  Medicine  report  that  they  have 
discovered  a link  between  hypertension  and  sleep  disofders.  Archives  of  Internal  Medi- 
cine, 8/14/00 

The  Czech  Republic's  National  Institute  of  Public  Health  says  its  population-based 
studies  show  that  children  whose  parents  smoke  and  are  economically  disadvantaged 
have  a greater  risk  of  contracting  meningococcal  disease.  Archives  of  Disease  in  Child- 
hood, 8/00 

Up  to  a third  of  patients  participating  in  clinical  trials  may  not  be  truthful  about  comply- 
ing with  physicians'  directions  in  taking  medication,  UCLA  scientists  report.  Chest,  8/00 


PRN  offers  to  represent 
Chicago-area  residents 


Physicians  for  Responsible  Negoti- 
ation (PRN)  — a national  negoti- 
ating organization  created  last! 
year  by  the  American  Medical  As- 
sociation — filed  a petition  with 
the  National  Labor  Relations  Board 
(NLRB)  in  August  to  serve  as  the  collec- 
tive bargaining  agent  for  residents  and 
fellows  at  Lutheran  General  Hospital  in 
Park  Ridge,  111. 

It  is  the  first  time  resident  physicians  at, 
a private  hospital  have  sought  to  exercisej 
their  collective  bargaining  rights  since  the; 
NLRB  decision  regarding  Boston  Medical ^ 
Center  extended  the  protections  of  fed- 
eral labor  laws  to  residents  at  private  hos- 
pitals. (See  “Unionizing  House  Staff,” 
June  2000  Texas  Medicine,  pp  56-58.) 

Residents  at  Lutheran  General  Hos- 
pital said  they  took  the  action  because 
of  continued  friction  over  the  hospital 
administration’s  unilateral  changes  in 
benefits  and  working  conditions  that 
impact  their  ability  to  deliver  the  high- 
est quality  patient  care. 

“Residents  want  hospital  executives 
to  strengthen  their  educational  experi- 
ence — not  exploit  it,”  said  PRN  Presi- 
dent Susan  Hershberg  Adelman,  MD,  a 
pediatric  surgeon  in  Southfield,  Mich. 
“Training  institutions  must  understand! 
that  because  residents  are  often  the  first 
line  of  care  to  many  patients  in  the  hos- 
pital, they  deserve  a legitimate  voicej 
about  conditions  that  impact  patient 
care  and  medical  training.” 

Following  formalization  of  the 
union,  PRN  will  work  on  behalf  of  more 
than  160  eligible  residents  and  fellows 
to  improve  the  working  conditions  at! 
the  hospital  and  address  disputes  with| 
management  as  they  arise,  she  says.  ! 

“PRN  intends  to  maintain  a strong 
and  clear  separation  of  contractual  issues 
from  academic  issues  in  order  to  preserve 
the  professionalism  of  medical  training 
and  permit  the  residency  program  to 
meet  its  obligations,”  said  Dr  Adelman. 

PRN  believes  that  to  uphold  a hospi-j 
tabs  academic  environment,  a labor  or-^ 
ganization  that  represents  physicians, 
must  adhere  to  professional  and  ethical 
responsibilities  that  preclude  the  op- 
tion of  striking,  she  says.  ★ 
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Quality  is  the  focus  of  October's  MedBytes,  and  you'll  find  sites  to 
help  you  improve  yours. 

American  Medical  Association 

The  American  Medical  Association’s  Division  of  Clinical  Quality 
Improvement  is  involved  in  a number  of  activities  designed  to  fos- 
ter physician-level  clinical  quality  improvement  efforts.  For  more 
information  about  activities  in  this  area,  go  to  www.ama- 
assn.org/ethic/quality/clinical.htm. 

The  Institute  for  Safe  Medication  Practices 

Go  to  www.ismp.org  for  safe  medication  practice  news  (includ- 
ing important  hazard  warnings),  error  reporting,  drug  product 
safety  information  results,  medication  safety  self-assessment, 
and  links  to  outside  information. 

Annals  of  Internal  Medicine 

To  see  the  issue  of  Annals  of  Internal  Medicine  that  focuses  on 
quality  information,  including  links  to  articles  such  as  “Assessing 
Quality  Using  Administrative  Data,”  visit  www.acponline.org/ 
journals/annals/supplement/suppitoc.him.  You'll  also  find 
links  to  quality  measurement  and  improvement,  research,  data- 
bases, and  statistical  methods,  as  well  as  an  area  highlighting 
what  to  expect  in  the  future. 

Maine  Medical  Assessment  Foundation 
(MMAF) 

MMAF  is  a central  Maine  health  services  research  organization 
involving  community-based  physicians  in  research  and  education 
on  small  area  variations  analyses  and  outcomes  research.  You'll 
find  its  Web  site  at  www.outcomes-trust.org/sp97/cpe7.htm, 
with  an  overview  of  what  the  organization  does,  including  descrip- 
tion, history  and  future  plans,  resources,  and  contact  information. 


Institute  for  Medical  Quality 

The  Institute  for  Medical  Quality  (IMQ)  is  a nonprofit  organization 
dedicated  to  improving  the  quality  of  care  provided  to  patients 
across  the  continuum  of  health  care.  IMQ  offers  a wide  range  of  ed- 
ucational, accreditation,  consultation,  and  certification  programs. 
Its  Web  site,  www.imq.org,  gives  links  to  its  different  programs, 
such  as  ambulatory,  corrections  and  detentions  survey,  peer  review 
consultation,  and  medical  staff  consultation  and  quality  education. 

American  Productivity  and  Quality  Center 

This  site,  www.apqc.org,  gives  an  overview  of  how  the  organiza- 
tion can  help  improve  the  quality  of  your  practice.  You’ll  find  links 
to  membership,  best  practices,  products  and  services,  free  re- 
sources, and  more. The  site  also  provides  a link  to  its  online  book- 
store, full  of  publications  aimed  at  quality  improvement. 

Agency  for  Healthcare  Research  and  Quality 

Go  to  www.ahcpr.gov  for  clinical  information,  information  for 
consumers  and  patients,  and  data  and  surveys. The  site  gives  re- 
search findings  and  holds  links  to  quality  assessment  tools. 

Texas  Medical  Association 

Visit  TMA's  Web  site  and  check  out  its  quality  improvement  area. 
TakeTM  A's  Patient  Satisfaction  Survey  and  use  it  as  a tool  to  gauge 
your  patients'  happiness  with  your  work. You’ll  also  find  links  to  gen- 
eral principles  for  patient  safety  reporting  and  a new  patient  safety 
special  section  that  covers  the  after-effects  of  the  December  1999 
Institute  of  Medicine  report,  in  which  annual  deaths  caused  by  med- 
ical errors  were  estimated  at  44,000  to  98,000.  Take  a patient  safety 
survey  and  review  theTMA  statement  on  medical  errors  and  patient 
safety.  Go  to  www.texmed.org  and  click  on  “Practice  Manage- 
ment," “Practice  Resources,"  and  then  “Quality  Improvement.” 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  theTMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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NEW  THIS  MONTH 


Managed  care  contracts  can  be  a jungle  of 
legal  language,  and  physicians  who  do  not 
carefully  pick  their  way  through  the  various 
clauses  can  be  in  for  a nasty  surprise.  In 
this  new  monthly  feature  of  Texas  Medi- 
cine, the  TMA  Office  of  General  Counsel 
Identifies  some  of  the  contract  clauses  of 
which  physicians  should  be  aware. 

Many  of  the  more  recent  managed  care 
contracts  include  arbitration  clauses.  Be 
wary  of  clauses  in  which  you  agree  to  not 
go  to  court  or  to  regulatory  agencies  or 
even  to  your  own  attorney  or  medical  as- 
sociation when  a problem  develops,  such 
as  not  being  paid  promptly  and  in  accor- 
dance with  the  contract.  If  the  company 
you  are  contracting  with  does  not  fairly 
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OFTHE  MONTH 

Arbitration  clauses  in 
managed  care  contracts 


11.3  Liability.  Company's  liability,  if 
any,  for  damages  to  Physician  for  any 
cause  whatsoever  arising  out  of  or  re- 
lated to  this  Agreement,  and  regard- 
less of  the  form  of  the  action,  shall  be 
limited  to  Physician’s  actual  dam- 
ages. In  no  event  shall  the  amount  of 
such  damages  exceed  all  amounts 
due  to  the  Physician  by  Company  un- 
der this  Agreement.  Company  shall 
not  be  liable  to  Physician  for  any  indi- 
rect, incident,  punitive,  exemplary, 
special  or  consequential  damages  of 
any  kind  whatsoever  sustained  as  a 
result  of  a breach  of  this  Agreement 
or  any  action,  inaction,  alleged  tortu- 
ous conduct,  or  delay  by  Company  re- 
lated thereto. 


and  promptly  resolve  it  to  your  satisfac- 
tion, you  may  be  limited  in  your  options  to  challenge  the  matter 
and  limited  in  your  recovery. 

Check  out  these  clauses  extracted  from  an  Aetna  contract. 

Dispute  Resolution/Arbitration 

10.2.1  Dispute  Resolution.  Company  shall  provide  an  in- 
ternal mechanism  whereby  Physician  may  raise  issues, 
concerns,  controversies  or  claims  regarding  the  obliga- 
tions of  the  parties  underthis  Agreement.  Physician  shall 
exhaust  this  internal  dispute  resolution  mechanism  for 
any  contractual  disputes  prior  to  submitting  a complaint 
to  any  regulatory  agency  or  instituting  any  arbitration  or 
other  permitted  legal  proceeding.  Discussions  and  nego- 
tiations held  specifically  pursuant  to  this  Section  10.2.1 
shall  be  treated  as  compromise  and  settlement  negotia- 
tions for  purposes  of  applicable  rules  of  evidence  . . . 

10.2.2  Arbitration.  Any  controversy  or  claim  arising  out  of 
or  relating  to  this  Agreement  or  the  breach,  termination, 
or  validity  thereof,  except  for  temporary,  preliminary,  or 
permanent  injunctive  relief  or  any  other  form  of  equi- 
table relief,  shall  be  settled  by  binding  arbitration  ad- 
ministered by  the  American  Arbitration  Association 
(“AAA”)  and  conducted  by  a sole  arbitrator  in  accor- 
dance with  AAA’s  Commercial  Arbitration  Rules 
(“Rules”). . . . Except  as  may  be  required  by  law  or  to  the 
extent  necessary  in  connection  with  a judicial  challenge 
or  enforcement  of  an  award,  neither  a party  nor  the  arbi- 
trator may  disclose  the  existence,  content,  record  or  re- 
sults of  arbitration.  . . . Depositions  for  discovery 
purposes  shall  not  be  permitted.  The  arbitrator  may 
award  only  monetary  relief  and  is  not  empowered  to 
award  damages  other  than  compensatory  damages. 


Note  a few  key  points: 

1.  You  must  exhaust  the  internal  review  process  first  before  going 
anywhere  else,  including  complaining  to  state  regulators  or  in- 
stituting mandated  arbitration.  No  mention  of  howthis  internal 
process  works  or  how  long  it  takes  is  included.  Not  even  a max- 
imum time  frame  is  mentioned. 

2.  Discussions  and  negotiations  during  the  internal  review 
process  cannot  be  used  in  litigation  (that  is  what  the  “compro- 
mise and  settlement”  reference  means). 

3.  Arbitration,  not  litigation,  is  your  only  choice  to  pursue  a dis- 
pute seeking  money  damages  when  the  “internal  review 
process”  is  not  successful.  You  cannot  disclose  the  results  of 
the  arbitration  or  even  that  the  arbitration  process  is  taking 
place.  Depositions  for  discovery  of  evidence  are  not  allowed. 
Damage  awards  are  limited  to  actual  damages  and  the  amount 
to  be  awarded  cannot  exceed  “all  amounts  due  to  physician 
out  or  relating  to  the  agreement.”  For  example,  if  the  com- 
pany's conduct  resulted  in  your  practice  going  bankrupt,  say, 
through  delayed  payments  of  claims,  you  could  only  recover 
the  amount  of  the  claims.  Even  though  the  delayed  payments 
started  a domino  chain  of  events  that  cost  you  your  practice, 
the  company  has,  through  its  contract,  shed  its  liability  for  the 
results  of  its  conduct. 

Note  also  that  Aetna  is  not  bound  by  any  limits  on  damages 
when  it  has  a dispute  with  a physician  nor  is  it  bound  to  follow  your 
or  its  dispute  resolution  process. 

You  might  wonder,  can  they  really  do  that?  Is  this  provision  re- 
ally enforceable?  A challenge  to  these  clauses  may  be  successful 
but  there  is  a better  and  cheaper  way:  negotiate  the  clauses  out  of 
the  contract  so  that  you  can  save  the  time  and  expense  of  a legal 
challenge  to  the  clause  later. 
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JCet  us  gwe  you  a Jiand. 

^^actice  management  can  he  a three-ring  circus.  Utilize  cnir  expertise  tnr  an  extensive 
array  of  practice  management  consulting  services  including:  hilling  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 
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Blue  Cross  units  form  large 
not-for-profit  organization 

Regence,  the  nation’s  largest  not-for- 
profit  health  insurance  organiza- 
tion, has  been  created  by  an 
affiliation  of  Blue  Cross  and  Blue 
Shield  plans  from  Texas,  Illinois, 
Washington,  Oregon,  Utah,  and  Idaho. 
The  insurance  groups  said  the  affiliation 
— to  be  headquartered  in  Chicago  — will 
attract  large,  multistate  employers  and 
save  on  administrative  costs.  There  will 
be  no  combination  or  transfer  of  assets. 

The  affiliation  will  have  one  board 
of  directors  and  a single  management 
team.  Blue  Cross  and  Blue  Shield  said 
no  subscriber  benefits  would  be  af- 
fected. 

The  Fort  Worth  Star-Telegram  re- 
ported that  Blue  Cross  and  Blue  Shield 
officials  say  local  operations  will  retain 
significant  control  of  services  that  “di- 
rectly touch  the  customer,”  such  as  re- 
lationships with  physicians.  Some 
administrative  operations,  such  as  in- 
formation systems,  will  be  combined  to 
save  on  costs. 

The  TMA  Council  on  Socioeconom- 
ics will  examine  the  impact  of  the  pro- 
posed consolidation.  Regence  would 
have  a combined  enrollment  of  9.8  mil- 
lion, annual  revenues  of  $15.9  billion, 
and  16,000  employees. 

The  Chicago-based  Health  Care  Ser- 
vice Corporation,  which  operates  Blues’ 
plans  in  Texas  and  Illinois,  is  also  seek- 
ing approval  to  purchase  Blue  Cross  and 
Blue  Shield  of  New  Mexico.  The  Coun- 
cil on  Socioeconomics  was  expected  to 
hear  a presentation  at  the  September 
TMA  Summit  2000,  and  will  further 
evaluate  the  proposed  consolidation 
and  make  recommendations  on  how 
TMA  should  respond.  The  council  will 
specifically  look  for  more  information 
on  how  the  new  company  plans  to  do 
business  with  TMA  members. 

“Blue  Cross  Blue  Shield  was  an  in- 
surance model  that  was  created  in 
Texas,  is  responsible,  and  recognizes 
the  importance  of  communicating  with 
physicians  who  are  providing  care  to 
patients,”  said  TMA  President  Jim  Ro- 
hack,  MD.  “This  can  be  an  opportunity 
for  us  to  link  with  colleagues  in  other 
states.”  ★ 


Drug  marketing  to  consumers 
expected  to  top  $2  billion 

Spending  on  direct-to-consumer 
(DTC)  ads  for  prescription  drugs  is 
expected  to  top  $2  billion  in  2000, 
according  to  Scott-Levin’s  Direct- 
to-Consumer  Advertising  Audit. 
Scott-Levin  is  a Pennsylvania-based 
pharmaceutical  industry  consulting  firm. 

Last  year,  DTC  expenditures  totaled 
$1.9  billion.  Between  January  and 
April  2000,  spending  reached  $946 
million  — 58%  more  than  the  $597 
million  spent  during  the  first  4 months 
of  1999.  (Bee  “Who’s  Writing  the  Pre- 
scriptions?” August  2000  Texas  Medi- 
cine, pp  44-51.) 

The  5cott-Levin  audit  showed  that  the 
leading  products  in  terms  of  DTC  spend- 
ing from  January  to  April  2000  were: 

• Vioxx,  for  which  Merck  spent  $67 
million  on  consumer  promotion. 

• Prilosec,  for  which  AstraZeneca 
spent  $42  million.  That  figure  was 
93%  more  than  the  company  spent 
to  advertise  the  brand  to  consumers 
between  January  and  April  1999. 

• Claritin,  for  which  5chering-Plough 
spent  $34  million.  That  total  was 
38%  less  than  the  company  spent  on 
consumer  promotion  for  the  product 
in  the  first  4 months  of  1999. 

• Celebrex,  for  which  co-promoters 
Pharmacia  and  Pfizer  spent  $31.4 
million. 

• Xenical,  for  which  Roche  spent 
$31.2  million. 

5cott-Levin’s  Direct-to-Consumer 
Advertising  Audit  evaluates  and  meas- 
ures the  impact  of  DTC  promotion  by 
surveying  more  than  4,000  consumers 
with  34  different  medical  conditions 
and  3,000  physicians  in  19  different 
specialties.  ★ 


Correction 

The  August  issue  of  Texas  Medicine  incorrectly  iden- 
tified the  person  who  took  the  photograph  of  the  TMA 
Foundation's  Champion  of  Health  Award  presentation 
during  the  Foundation’s  benefit  atTexMed  2000  (p  23). 
The  photo  was  taken  by  James  T.  Parsons,  JD,  an 
attorney  with  the  Texas  Attorney  General’s  Office.  Mr 
Parsons  is  an  amateur  photographer  who  volunteered 
to  cover  the  benefit.  Texas  Medicine  regrets  the  error. 


CONNECT  TO  TMA 


Hotlines 

TMA  switchboard 

(800)  880-1300 

Impaired  Physicians 

(800)  880-1640 

Insurance 

(800)  880-8181 

Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 

info@texmed.org 

Advertising 

advertising@texmed.org 

Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 

sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma.library@texmed.org 
TMA  Physician  Services 
physician.services@texmed.org 
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Family  violence  group 
gives  Texas  a “C” 


Texas  is  one  of  eight  states  to  re- 
ceive a “C”  on  the  State-by-State 
Report  Card  on  Health  Care  Laws 
and  Domestic  Violence  issued  in 
August  by  the  national  Family  Vi- 
olence Prevention  Fund  (FVPF). 

The  report  card  — based  on  a sur- 
vey of  state  officials  and  anti-domestic 
violence  advocates  between  October 
1999  and  July  2000  — assessed  each 
state’s  progress  in  passing  laws  that 
help  physicians  and  nurses  aid  victims 
of  domestic  violence,  and  prevent  in- 
surance discrimination  against  women 
fighting  abuse.  It  evaluated  state  laws 
in  five  areas  — training,  screening,  pro- 
tocols, reporting,  and  insurance  — and 
assigned  a grade  to  each  state  based  on 
whether  it  has  enacted  effective  laws  in 
those  areas. 

Pennsylvania  was  the  only  state  to 
receive  an  “A,”  while  California,  Mary- 
land, New  Hampshire,  New  York,  and 
Washington  received  a “B.”  Besides 
Texas,  other  states  receiving  a “C”  were 
Alabama,  Alaska,  Florida,  Kansas,  Ne- 
braska, New  Mexico,  and  Ohio.  Col- 
orado received  an  “F”  and  the 
remaining  states  and  the  District  of  Co- 
lumbia received  a “D.” 

The  report  said  Texas  has  no  laws 
mandating  training  or  screening.  It 
does  require  medical  professionals  to 
give  a suspected  victim  of  domestic  vi- 
olence information  about  the  nearest 
shelter,  document  the  reasons  why  do- 
mestic violence  is  suspected,  and  notify 
the  patient  that  domestic  violence  is  a 
crime.  Texas  also  requires  physicians  to 
report  gunshot  wounds  and  prohibits 
insurers  from  refusing  to  issue  or  renew 
coverage,  cancel  an  existing  policy, 
deny  coverage,  or  increase  the  pre- 
^mium  of  anyone  who  has  been  a victim 
I of  domestic  violence, 
j “The  results  of  the  report  card  are 
deeply  disappointing,”  said  Esta  Soler, 
FVFP  executive  vice  president.  “States 
jean  adopt  laws  that  will  dramatically 
; improve  the  health  care  response  to  do- 
Imestic  violence  and  save  women’s 
lives.  But  most  states  are  not  doing  so.” 

The  report  will  be  sent  to  governors 
and  select  legislators  in  all  50  states.  ★ 


Judy  Bozeman  Bill  Cunningham  Rick  Morales  Maureen  Phillips 


• Estates  & Trusts 

• Portfolio  Management 
• Family  Foundations 

• Financial  Advice 

Guiding  successful  Texas  families  in  their  asset  management  since  1 982 


WOODWAY 

FINANCIAL  ADVISORS 

A TRUST  COMPANY 

10000  Memorial  Drive*  Suite  650  • Houston,  Texas  77024  • 713-683-7070 
E-Mail:  inquire@woodway-atc.com 


MEDICAL  MALPRACTICE  SOLUTIONS 


USI  Insurance  Services  Of  Texas 
Largest  Insurance  Brokerage 


Our  Healthcare  specialists  can  provide  competitive  quality  malpractice 
insurance  alternatives  to  your  current  coverage.  We  pride  ourselves  on 
the  knowledgeable  fast  service  we  offer  our  clients. 

Our  clients  include: 

• Individual  Practitioners 
• Group  Practices  of  Physicians  and  Surgeons 
•Multi-Specialty  Practices 

USI  Insurance  Services  of  Texas  has  provided  insurance  solutions 
for  137  years.  We  pride  ourselves  in  being  a “SINGLE  SOURCE” 

insurance  provider. 

For  Additional  information  contact: 

David  D.  Wood 

1422  A Stonehollow 
Kingwood,  Texas  77339 
Toll  Free:  (800)  856-9782 
or  (281)  358-9782 
Fax:  (281)  359-3625 
email:  dave@malpractice.com 
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It  takes  a team  to  treat  a patient. 

THE 


By  Johanna  Franke,  Associate  editor 


PHYSICIANS  MAY  BE  THE  STAR  QUARTERBACKS  OF  THEIR  PRACTICES,  but  they  still  need  someone 
to  block,  run,  and  catch  the  ball.  They  cannot  ensure  their  patients’  health  and  satisfaction  on  their  own.  They  must  de- 
fend themselves  against  systems  errors  through  teamwork. 

And  as  they  say  in  locker  rooms,  the  best  defense  is  a good  offense  — in  this  case,  prevention.  Texas  physicians  have 
a home-field  advantage  with  numerous  state  programs  to  help  create  systems  that  detect  and  prevent  the  ravages  of 
chronic  illnesses  such  as  diabetes,  cancer,  and  cardiovascular  disease.  By  providing  practical,  cost-effective  tools,  these 
programs  also  can  keep  physicians  and  their  staffs  from  dropping  the  ball. 
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Volume  96  ★ Number  10 


35 


Cover  Story 


Prevention  pitfalls 

AS  THE  STARTERS  for  most  health  care  teams,  primary 
care  physicians  must  manage  a wide  array  of  medical  prob- 
lems in  a short  time.  Preventing  these  problems  is  not  always 
in  the  forefront  of  their  minds,  as  exemplified  by  Medicare 
claims  data  obtained  by  the  Texas  Medical  Eoundation  (TME) 
from  the  Health  Care  Einancing  Administration  (HCFA). 

Medicare  beneficiaries  can  receive  free  pneumococcal  vac- 
cinations with  no  coinsurance  or  Part  B deductible.  Despite 
this,  only  44.4%  of  Medicare  beneficiaries  not  enrolled  in  man- 
aged care  plans  have  had  pneumococcal  vaccinations. 
Medicare  also  helps  pay  for  one  screening  mammogram  per 
year  for  female  beneficiaries  age  65  or  older,  but  only  51.1% 
of  these  beneficiaries  received  mammograms  in  1997  or  1998. 


leading  cause  of  blindness  in  the  United  States,  and  the  Cen- 
ters for  Disease  Control  and  Prevention  estimates  that  70% 
of  these  cases  are  preventable. 

“Primary  care  doctors  are  always  running  and  barely  keep- 
ing their  heads  above  water,  so  they’re  not  looking  out  for  pre- 
vention,” said  Carlos  Campos,  MD,  MPH,  a former  member  of 
the  Texas  Medical  Association  Council  on  Public  Health  and 
the  Texas  State  Board  of  Medical  Examiners.  “They’re  not  bad 
doctors.  They’re  thinking  about  it,  but  they  need  something  to 
make  prevention  easier  for  them  so  that  it’s  a no-brainer.” 

According  to  a 1995  National  Institutes  of  Health  study, 
“Diabetes  in  America,”  75%  of  all  ambulatory  patient  visits 
by  diabetes  patients  are  to  primary  care  physicians,  while 
only  8%  of  such  patients  see  endocrinologists. 


‘'They’re  not  bad  doctors.  They’re  thinking  about 
ity  but  they  need  something  to  make  prevention 
easier  for  them  so  that  it’s  a no-brainer.  ” 


Patients  with  diabetes  receive  Medicare  coverage  for  glu- 
cose monitors,  test  strips,  lancets,  dilated  eye  exams,  laser 
treatment  for  diabetic  retinopathy,  cataract  surgery,  insulin 
pumps,  and  outpatient  diabetic  education,  as  well  as  screen- 
ing exams  such  as  Hb  Ale  levels  and  lipid  profiles.  Benefi- 
ciaries pay  for  20%  of  these  services  after  the  annual  Part  B 
deductible.  Medicare  claims  data  from  July  1997  through 
June  1998  show  that  only  about  72.8%  of  Texas’  fee-for-serv- 
ice  physicians  performed  an  annual  measurement  of  Hb  Ale 
level  even  though  the  American  Diabetes  Association  (ADA) 
recommends  at  least  two  per  year.  Only  about  65.7%  of  pa- 
tients had  a biennial  lipid  profile  performed  despite  the  fact 
that  cardiovascular  disease  continues  to  be  the  primary  cause 
of  death  for  patients  with  diabetes.  The  ADA  recommends  a 
yearly  lipid  profile  as  well  as  an  annual  dilated  eye  exam. 
The  same  claims  set  revealed  that  68%  of  these  patients  re- 
ceived a biennial  eye  exam.  Diabetes  continues  to  be  the 


Dr  Campos,  a family  practitioner  in  New  Braunfels  for  16 
years,  didn’t  realize  how  few  Hb  Ale  tests  he  was  performing 
on  his  diabetic  patients  until  he  became  involved  with  TME, 
a private,  nonprofit,  peer  review  organization  under  contract 
with  HCFA.  In  fact,  as  an  associate  clinical  coordinator  for 
TME,  Dr  Campos  was  disappointed  to  find  he  was  about  at 
the  state  average  for  administering  Hb  Ale  tests. 

Medicare  claims  data  from  1998  and  1999  show  that  only 
about  60%  of  Texas’  fee-for-service  physicians  performed  an- 
nual Hb  Ale  tests  during  these  years,  and  only  about  45%  ol 
them  did  annual  lipid  profiles  on  their  fee-for-service 
Medicare  patients.  Only  half  of  these  patients  received  yearly 
eye  exams. 

Though  the  time  it  takes  to  stay  on  top  of  these  tests  may 
be  overwhelming  to  some  physicians  and  their  staffs,  it’5 
nothing  compared  to  the  cost  and  suffering  required  to  treal 
the  complications  associated  with  diabetes.  According  to  “Di- 


TMgprovides  reality  check  with 
outpatient  quality  irhprovement  project 


It's  right  there  in  black  and  white.  The  services  you  provide  your 
Medicare  patients  are  recorded  on  your  Medicare  claims  for  the 
Health  Care  Financing  Administration  (HCFA)  to  see. 

You  may  think  you're  providing  top-notch  preventive  care  to 
these  patients,  but  a closer  look  at  your  claims  data  shows  your 
utilization  rates  of  preventive  services  are  low.  You're  not  alone  — 
this  is  the  case  with  most  physicians  in  the  United  States. 

As  a private,  nonprofit  organization  under  contract  with 
HCFA,  the  Texas  Medical  Foundation  (TMF)  is  working  to  close 
the  gap  between  recommended  practices  and  actual  utilization 


rates  with  theTMF  Outpatient  Quality  Improvement  Project. To  do  ; 
this,  TMF  is  inviting  physicians,  health  care  practitioners,  and 
Medicare  patients  to  participate  in  a national  effort  to  reduce  the 
morbidity  and  mortality  associated  with  breast  cancer,  influenza 
and  pneumonia,  and  diabetes. 

TMF  was  chartered  by  the  Texas  Medical  Association  in  1971  . 
as  a designated  peer  review  organization.  For  more  information 
about  the  project  and  TMF,  call  Bob  Abel,  projects  coordinator,  at  | 
(800)  725-9216;  e-mail  txpro.babel@sdps.org;  or  visit  theTMF  Web  | 
site  at  www.tmf.org.  | 
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abetes  in  America,”  the  average  cost  in  Texas  for  biannual  lib 
Ale  tests  was  $17  in  1995,  while  an  annual  lipid  profile  cost 
$31  and  an  annual  eye  exam  cost  about  $50.  Left  untreated, 
diabetes  can  lead  to  blindness,  which  costs  the  federal  gov- 
ernment an  estimated  $12,800  per  person  per  year.  Medicare 
expenditure  per  diabetic  dialysis  care  patient  is  more  than 
$49,000  annually,  and  the  mean  Medicare  expenditure  per 
amputation  is  $40,769. 


Is  your  team  ready  for 
the  challenge  of  change? 


Texas  Department  of  Health's  Put  Prevention  Into  Practice  (PPIP)  program  has  created  the  following  self-assessment  tool  for  physi- 
cians and  their  staffs  to  determine  their  willingness  to  implement  systems  for  preventive  services. 

Consider  asking  staff  members  from  all  areas  of  your  practice  to  complete  the  questionnaire,  and  then  compare  your  answers  and  dis- 
cuss beliefs  about  what  actually  is  happening  in  your  practice.  “No”  responses  suggest  areas  to  be  addressed  during  the  planning  of  an 
effective  prevention  program. 

For  a copy  of  this  survey  and  other  PPIP  information,  call  (512)  458-7534  or  visit  the  PPIP  Web  site  at  www.tdh.state.tx.us/ppip/index.htm. 


Readiness  to  Put  Prevention  Into  Your  Practice 

QUESTIONS  yes  NO 

Program  Champion 

• Our  practice  has  someone  who  is  willing  to  truly  make  prevention  happen 
(someone  with  the  vision,  leadership,  and  authority  to  make  it  work).  Y N 

Philosophy  of  Prevention 

Prevention  is  an  important  aspect  of  the  care  we  provide  in  this  practice.  Y N 

Pre-Implementation  Planning 

We  can  allow  adequate  planning  time  to  incorporate  prevention  in  our  practice.  Y N 

Role  in  Patient  Education 

The  physicians  and  nurses  in  our  practice  regard  patient  education  as  one  of  their  main  tasks.  Y N 


Administrative  Support 

This  practice  is  willing  to  allocate  resources  (eg,  time,  training,  personnel,  and  space) 

to  Implement  a comprehensive  clinical  prevention  program.  Y N 

. Teamwork 

I j Internal  communication  and  teamwork  are  strong  among  staff  and  physicians  in  our  practice. 

, 

; Prior  Prevention  Programs 

' Our  practice  has  already  implemented,  or  has  tried  to  implement,  specific  programs  for  prevention, 

‘ such  as  programs  for  cancer  prevention,  smoking  cessation,  and  diabetes  prevention. 

Quality  Assurance 

We  have  quality  systems,  such  as  total  quality  management  (TQM)  and 
continuous  quality  improvement  (CQI),  in  place  to  assess  and  improve  patient  care  service  delivery.  Y N 

Count  the  number  of  times  you  answered  “Yes” 

7-8:  You  are  ready  to  put  prevention  into  practice. 

' • 4-6:  You  may  need  more  information.  Address  issues  that  had  “No”  responses. 

0-3:  You  are  not  yet  ready,  and  you  need  to  address  issues  that  had  “No”  responses. 


Y N 


Y N 


I ! U d ! n V a nlt'dllv  li  • 

TO  DECREASF,  THE  MORBIDI  TY  and  mortality  associ- 
ated with  diabetes  as  well  as  personal  and  financial  costs,  IICFA 
has  contracted  with  sttite  organizations  like  'IMF  to  find  physi- 
cians to  be  coaches  as  well  as  players  in  the  prevention  game  for 
several  diseases  (see  “TMF  Provides  Reality  Check  With  Outpa- 
tient Quality  Improvement  Project,”  opposite  page).  Dr  Campos 
signed  on  to  be  a coach  and  has  taken  the  TMF  diabetes  pre- 
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vention  and  control  message  — as  well  as  Medicare  claims  data 
from  HCFA  — to  practices  all  over  the  state.  So  far,  he  has  found 
that  most  physicians  are  as  surprised  as  he  was  to  see  how  low 
their  Hb  Ale  test  and  eye  exam  rates  are. 

“We’re  not  trying  to  say  doctors  are  doing  a horrible  job,” 
Dr  Campos  said.  “We’re  saying,  ‘Look  at  these  numbers. 
They’re  not  like  this  because  you  guys  are  bad  doctors. 
They’re  like  this  because  you  have  bad  systems.’  I try  to  bring 
this  message  to  physicians  not  as  an  indictment  of  what 
they’re  doing  but  as  an  educational  opportunity  for  them.” 

Through  free  tool  kits,  flow  sheets,  software,  patient  edu- 
cation materials,  and  workshops  for  physicians  and  their 
staffs,  TMF’s  4-year-old  diabetes  management  system  al- 
ready has  improved  the  numbers  of  two  pilot  programs.  A ru- 
ral health  clinic  in  the  Rio  Grande  Valley  reported  a baseline 


of  34.5%  for  annual  Hb  Ale  tests  and  a baseline  of  51.1%  for 
annual  eye  exams.  After  a year,  the  clinic’s  Hb  Ale  measure- 
ment had  increased  to  50.4%  and  the  eye  exam  rate  had! 
climbed  to  56.5%.  A family  residency  program  with  baselines 
of  57.5%  for  Hb  Ale  tests  and  53.7%  for  eye  exams  recorded' 
rates  of  65.2%  for  Hb  Ale  tests  and  56%  for  eye  exams  a 
year  later.  (For  more  information  on  diabetes  prevention,  seei 
“Data  Used  to  Improve  Quality  of  Health  Care,”  pp  75-79,j 
and  “Practice-Based  Learning  for  Improvement:  The  Pursuit] 
of  Clinical  Excellence,”  pp  53-60.)  ' 

Crystal  City  family  practitioner  Salvador  Gonzalez,  MD,i 
was  searching  for  coaches  to  help  his  health  care  team  man-^ 
age  diabetes  in  his  Southwest  Texas  community  health  clinicj 
when  he  saw  a Put  Prevention  Into  Practice  (PPIP)  presenta-i 
tion  at  a conference  3 years  ago. 


_ :V: 


TMA  tackles  patient  safety  through  team  approach 


Physicians'  concerns  over  patient  safety  and  quality  care  are  noth- 
ing new,  despite  what  the  headlines  inspired  by  the  Institute  of 
Medicine  (lOM)  and  the  Public  Citizen’s  Health  Research  Group 
would  lead  most  people  to  believe.  Measures  to  reduce  medical  er- 
rors were  enacted  long  before  the  lOM  report.  (See  “Patient  Safety 
in  America:  Comparison  and  Analysis  of  National  and  Texas  Pa- 
tient Safety  Research,”  pp  66-74.) 

"Patient  safety  and  patient  advocacy  always  have  been  at  the 
forefront  of  the  Texas  Medical  Association's  efforts,"  said  Tyler 
anesthesiologist  Asa  Lockhart,  MD,  a member  of  TMA's  Work- 
group on  Patient  Safety  and  Council  on  Legislation. 

But  new  patient  safety  fears  require  new  approaches  in  hospi- 
tals and  physician  offices.  That's  why  TMA  is  collaborating  with 
theTexas  Nurses  Association, Texas  Pharmacy  Association, Texas 
Society  of  Hospital  System  Pharmacists,  and  Texas  Hospital  As- 
sociation to  help  create  a safe  environment  in  which  to  report  and 
learn  from  errors  as  well  as  pull  together  some  legislative  strate- 
gies for  the  2001  session  (see  “Outlawing  Mistakes,"  March  2000 
Texas  Medicine,  pp  26-31). 

During  a July  meeting  in  Austin,  members  of  the  five  associa- 
tions explored  the  unique  issues  that  each  faces  in  reporting  med- 
ical errors.  For  example,  many  of  the  physicians  in  attendance  did 
not  realize  how  punitive  the  nurse  reporting  system  was.  “They've 
got  a three-strikes-and-you’re-out  approach  — even  if  they're  all 
three  tipped  balls,”  Dr  Lockhart  said. 

Now  the  medical  community  is  trying  to  shift  the  emphasis 
from  the  individual  to  the  system  and  from  a culture  of  blame  to  a 
culture  of  education. 

“In  the  past,  we  were  very  much  stuck  on  who's  to  blame,”  said 
Houston  gynecological  oncologist  Charles  Levenback,  MD,  medical 
director  of  quality  forThe  University  ofTexas  M.D.  Anderson  Cancer 
Center.  “If  you’re  a doctor,  blame  the  nurse.  If  you're  a nurse,  blame 
the  doctor.  If  you’re  a pharmacist,  blame  the  dogcatcher.  But  now  we 
find  people  are  coming  to  us  with  adverse  events  saying,  ‘Some- 
thing bad  happened  and  we  need  help  so  it  never  happens  again.'” 


As  cries  for  a mandatory  reporting  system  grow  louder  and 
threaten  the  reporting  progress  made  in  nonpunitive  environ-  | 
ments,  physicians  need  to  get  involved  in  the  policymaking 
process.  Dr  Lockhart  says. 

“We  have  to  take  a very  proactive  role,”  he  said.  “We  don't  want  ' 
to  leave  a void  for  others  to  determine  what  our  patient  safety  ini- 
tiatives should  be.  Doing  nothing  is  not  an  option.” 

Dr  Lockhart  adds  the  workgroup  is  anxious  to  hear  comments 
about  what  has  and  has  not  worked  in  the  realm  of  patient  safety  I 
initiatives.  Please  forward  your  comments  to  Karen  Batory,  direc- 
tor of  theTMA  Division  of  Public  Health  and  Quality,  at  (800)  880- 
1300,  ext  1405,  or  (512)  370-1405;  or  karen.batory@texmed.org. 

Patient  safety  reporting  principles 

TMA  has  adopted  the  following  general  principles  for  patient 
safety  reporting  systems.  ' 

Creating  an  environment  for  safety:  JV\ere  should  be  a nonpunitive 
culture  for  reporting  health  care  errors  that  focuses  on  preventing 
and  correcting  systems  failures  and  not  on  individual  or  organiza-  | 
tion  culpability.  ' 

• Health  care  professionals  and  organizations  should  foster  a pos-  ' 
itive  atmosphere  that  encourages  submitting  health  care  error  re- 
ports to  public  or  private  oversight  organizations,  accrediting  ' 
bodies,  or  other  generally  recognized  patient  safety  reporting  l 
systems.  The  existence  of  a reporting  system  does  not  relieve 
health  care  professionals  and  organizations  of  their  responsibil- 
ity to  maintain  professionally  recognized  standards  of  care. 

Data  analysis:  Information  submitted  to  reporting  systems  must  be 
analyzed  comprehensively  to  identify  actions  that  would  minimize 
the  risk  that  reported  events  recur. 

• Systems  within  organizations  should  be  scrutinized  to  identify 
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! In  1994,  the  Texas  Department  of  Health  ( TDll)  became  the 
[ first  state  agency  in  the  nation  to  pilot  the  PPIP  model  devel- 
'ioped  by  the  Agency  for  Healthcare  Research  and  Quality 
j|{AHRQ).  TDH’s  Adult  Health  Program  uses  PPIP  to  facilitate  a 
Lpreventive  care  delivery  systems  change  in  a variety  of  settings. 

I Since  1994,  funding  through  the  TDH  Adult  Health  Program 
lhas  been  provided  to  a limited  number  of  clinical  sites  — local 
health  departments,  community  health  centers,  family  practice 
I residency  programs,  and  other  nonprofit  primary  care  clinics  — 
!to  institutionalize  a preventive  care  delivery  system  that  will 
(Continue  to  thrive  beyond  the  typical  1-  to  2-year  funding  pe- 
Ijriod.  These  sites  must  examine  their  routine  operating  proce- 
|;dures,  analyze  existing  patient  flow,  collaborate  within  the 
^organization  across  disciplines  and  functions,  and  create  or  re- 
vise protocols,  policies,  procedures,  and  job  descriptions. 


In  the  PPIP-7exa.s'  Style  implementiition  model,  which 
earned  second  place  from  the  Association  of  State  and  Terri- 
torial Health  Officials’  2000  Vision  Awards  program,  the  clinic 
becomes  a learning  organization.  This  model  recognizes  the 
importance  of  the  practice  environment,  the  quality  of  the  re- 
lationships among  staff  and  patients,  and  the  need  to  include 
staff  members  from  all  levels  of  the  organization  in  the  sys- 
tems change  planning  process.  If  done  successfully,  this  model 
can  provide  the  best  defense  against  a rapidly  changing 
health  care  environment,  say  PPIP  staff  members. 

Before  a health  care  site  is  accepted  into  the  program, 
coaches  (called  clinical  prevention  consultants)  help  staff  de- 
termine the  readiness  of  the  clinic  to  put  prevention  into 
practice  through  a specially  designed  survey  (see  “Is  Your 
Team  Ready  for  the  Challenge  of  Change?”  p 37).  These  con- 


actions  to  prevent  future  errors.  Effective  procedures  and/or 
protocols  developed  through  reporting  systems  should  be 
compiled  and  widely  disseminated  to  all  health  care  profes- 
sionals and  organizations. 

Confidentiality:  Confidentiality  protections  for  patients,  health 
care  professionals,  and  health  care  organizations  are  essential  for 
reporting  systems  to  learn  about  and  reduce  errors. 


ing  systems  discourages  the  use  of  such  systems,  which  reduces 
the  opportunity  to  identify  trends  and  implement  corrective  meas- 
ures. Information  developed  in  connection  with  reporting  systems 
should  be  privileged  for  purposes  of  federal  and  state  judicial  pro- 
ceedings in  civil  matters,  and  for  purposes  of  federal  and  state  ad- 
ministrative proceedings,  including  with  respect  to  discovery, 
subpoenas,  testimony,  or  any  other  form  of  disclosure. 


• Reporting  systems  should  protect  the  identity  of  individual  pa- 
tients and  abide  by  all  relevant  confidentiality  laws  and  regula- 
tions. The  identities  of  health  care  professionals  and 
organizations  involved  in  errors  should  not  be  disclosed  out- 
side a reporting  system  without  consent. 

Information  sharing:  Reporting  systems  should  facilitate  sharing 
patient  safety  information  among  health  care  organizations  and  fos- 
ter confidential  collaboration  with  other  health  reporting  systems. 

• Sharing  information  is  fundamental  to  a reporting  system's 
ability  to  achieve  widespread  improvements  in  patient  safety 
and  to  instill  a confidence  in  the  public  that  safety  issues  are 
being  addressed.  Sharing  of  error-related  information  is  sub- 
ject to  the  confidentiality  principle. 

• The  causes  of  errors  and  their  solutions  must  be  shared  widely 
so  that  all  health  care  organizations  can  learn  from  the  experi- 
ences of  others. 

• In  some  circumstances,  it  will  be  desirable  to  share  reports  of 
errors  among  reporting  systems,  and  with  other  appropriate 
quality  improvement  entities,  to  accomplish  root-cause  analy- 
ses, to  construct  action  plans,  and  to  engage  in  other  efforts  to 
enhance  patient  safety. 


• Scope  — The  privilege  for  the  information  prepared  for  a re- 
porting system  should  extend  to  any  data,  report,  memoran- 
dum, analysis,  statement,  or  other  communication  developed 
for  the  purposes  of  the  system. This  privilege  should  not  inter- 
fere with  the  disclosure  of  information  that  is  otherwise  avail- 
able, including  the  right  of  individuals  to  access  their  own 
medical  records. 

• No  waiver  — Submitting  health  care  error  information  to  a re- 
porting system,  or  the  sharing  of  information  by  health  care  or- 
ganizations or  reporting  systems  with  third  parties  in 
accordance  with  these  principles,  should  not  be  construed  as 
waiving  this  privilege  or  any  other  privilege  under  federal  or 
state  law  that  exists  with  respect  to  the  information. 

• Freedom  of  Information  Act  — Health  care  error  information 
received  by  and  from  reporting  systems  should  be  exempt  from 
the  Freedom  of  Information  Act  and  other  similar  state  laws. 
Such  an  exemption  is  necessary  to  preserve  the  privilege  dis- 
cussed in  this  principle. 

• Impact  on  state  law  — A federal  law  is  necessary  to  assure  pro- 
tection of  information  submitted  to  national  reporting  systems, 
but  the  federal  protection  should  not  preempt  state  evidentiary 
laws  that  provide  greater  protection  than  federal  law.  Providing 
such  information  to  reporting  systems  should  not  constitute  a 
waiver  of  any  state  law  privilege. 


Legal  status  of  reporting  system  information:  Jhe  absence  of  fed-  For  more  information,  seethe  special  section  on  patient  safety 

eral  protection  for  information  submitted  to  patient  safety  report-  on  theTMA  Web  site  at  www.texmed.org. 
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sultants  are  always  on  the  lookout  for  a “Most  Valuable 
Player”  who  can  lead  a health  care  team  through  PPIP  train- 
ing camp. 

arr  the  champions 

FLOW  SHEETS,  SOETWARE,  and  workshops  are  useless 
to  physicians’  practices  without  their  staffs’  buy-in,  Dr  Gonza- 
lez says.  “You  have  to  sell  a prevention  program  to  the  staff  be- 
cause it  requires  a lot  of  paperwork  and  time  involvement.” 

Dr  Gonzalez  became  what  the  PPIP  staff  calls  “the  champion” 
of  his  Vida  Y Salud  Health  Systems  practice.  “I  was  the  one  who 
encouraged  the  program,  and  our  administration  certainly  has 
been  very  cooperative  in  bringing  it  into  our  practice,”  Dr  Gon- 
zalez said.  “We  had  a top-to-bottom  selling  approach.  If  you 


which  reviews  evidence  for  more  than  100  interventions  to  pre- 
vent 60  different  illnesses,  and  the  Clinician’s  Handbook  of  Pre- 
ventive Services,  which  includes  strategies  for  brief,  targeted 
preventive  interventions  and  a list  of  resources  for  patients  and 
their  families.  Other  PPIP  resources  include  the  adult  health 
program  manual,  health  risk  profiles  and  flow  sheets,  chart  au- 
dit tools,  prevention  prescription  pads,  and  reminder  postcards. 

The  final  step  of  the  training  process  describes  how  to  im- 
plement PPIP’s  system  within  a practice  by  creating  a pre- 
ventive care  team  game  plan,  defining  the  target  client 
population,  and  involving  all  staff  in  planning. 

In  addition  to  diabetes.  Dr  Gonzalez’s  team  members  use 
PPIP  to  track  hypertension,  coronary  artery  disease,  and  can- 
cer. Through  PPIP’s  audits.  Dr  Gonzalez  and  his  staff  have  re- 


‘'There  are  so  many  more  people  at  risk  [for  diabetes] 
than  we  thought;  now  we're  looking  at  how 
to  prevent  the  disease  rather  than  just  treat  it.  ” 


don’t  have  the  leadership  and  desire  to  make  this  program  work 
at  the  top,  then  you  can  forget  this  program.” 

The  hrst  step  of  PPIP’s  five-step  training  program  encour- 
ages the  staff  to  understand  the  value  of  prevention  by  ana- 
lyzing the  effects  of  morbidity  and  mortality  on  society, 
examining  the  real  causes  of  death,  and  identifying  the  bar- 
riers to  providing  clinical  preventive  services.  The  second 
step  addresses  why  a systems  change  is  needed  by  the  prac- 
tice and  how  PPIP  can  improve  documentation,  tracking,  de- 
livery, and  follow-up  of  services.  The  third  step  focuses  on 
the  history  and  development  of  PPIP,  which  is  based  on  the 
most  effective  screening  and  prevention  strategies  of  the 
health  care  industry. 

The  fourth  training  step  introduces  physicians  and  staff  to 
PPIP  tools  such  as  the  Guide  to  Clinical  Preventive  Services, 


alized  that  “there  are  so  many  more  people  at  risk  [for 
diabetes]  than  we  thought;  now  we’re  looking  at  how  to  pre- 
vent the  disease  rather  than  just  treat  it.  We  are  watching 
carefully  all  of  the  kids  and  adults  who  have  the  potential  to 
develop  diabetes.” 

Special  teams 

SPECIALISTS  SUCH  AS  cardiologists  and  oncologists 
have  collaborated  with  TMA  to  develop  targeted  manage- 
ment systems  for  physicians  to  detect,  manage,  and  prevent 
chronic  conditions  such  as  cardiovascular  disease  and  cancer. 

“In  addition  to  having  a long-standing  commitment  to 
prevention,  we  have  aggressively  encouraged  physician  par- 
ticipation in  our  chronic  disease  educational  efforts,”  said 
Karen  Batory,  director  of  the  TMA  Division  of  Public  Health 


TMA  Acvanage 

HeartCare  partners  receive  recognition  awards 


Two  Dallas  hospitals  and  nearly  20  Scott  &White  regional  clinics 
have  met  the  coronary  artery  disease  risk  factor  management  cri- 
teria developed  by  the  Texas  Medical  Association  Committee  on 
Cardiovascular  Diseases  and  theTexas  Affiliate  of  the  American 
Heart  Association  as  part  of  the  HeartCare  Partnership  program. 

RHD  Memorial  Medical  Center  and  St  Paul  Medical  Center 
were  added  to  the  HeartCare  Partnership  recognition  list  along 
with  the  following  Scott  & White  regional  clinics:  Bryan/College 
Station,  Temple,  Temple  Northside,  Killeen,  Waco,  Belton,  Santa 
Fe,  Metroplex,  Gatesville,  Hewitt,  McGregor,  Bellmead,  Moody, 
Taylor,  Clifton,  Round  Rock,  Georgetown,  Caldwell,  and  Horse- 
shoe Bay. 


The  HeartCare  Partnership  is  designed  to  improve  risk  factor 
management  for  patients  with  coronary  artery  disease  through  j 
physician  and  patient  education  as  well  as  practice  management,  i 
These  goals  are  implemented  through  educational  workshops, 
chart  audits,  and  individualized  support. 

The  HeartCare  Partnership  is  a joint  program  ofTMA  and  the  ' 
Texas  Affiliate  of  the  American  Heart  Association,  with  support 
from  Merck  & Company. 

To  find  out  how  your  hospital  or  physician  office  can  partici- 
pate in  this  project,  call  Bridget  Butler  at  (800)  880-1300,  ext  1461, 
or  (512)  370-1461;  e-mail  bridget.butler@texmed.org;  or  visit  the 
TMA  Web  site  at  www.texmed.org/has/prs/hcp. 


40 


Texas  Medicine  ★ October  2000 


www.texmed.or( 


Cover  Story 

ii»iii«aitniirwwa*imii  — — 


and  Quality.  “Our  challenge  has  been  to  make  this  education 
relevant  and  easily  incorporated  into  clinical  practice.” 

Through  unrestricted  educational  grants  from  Merck  & 
Company,  Inc,  the  HeartCare  Partnership  offers  free  training 
to  physicians  who  want  to  improve  risk  factor  management 
in  patients  with  coronary  artery  disease  through  physician 
and  patient  education,  as  well  as  practice  management. 

A joint  program  of  TMA  and  the  Texas  Affiliate  of  the 
American  Heart  Association,  the  HeartCare  Partnership  in- 
corporates a multifaceted,  interactive  approach  to  continu- 
ing medical  education.  Though  originally  designed  for 
(Cardiologists  and  their  teammates,  the  project  is  expanding 
to  include  primary  care  physicians  and  their  staffs. 

The  HeartCare  Partnership  requires  audits  to  be  per- 
formed at  3 months,  6 months,  and  1 year,  and  then  annu- 
ally to  ensure  compliance.  The  audits,  which  take  about  2 
hours,  help  participants  identify  where  their  clinical 
processes  are  strong  and  where  improvement  may  be 


TMA  Advantage 

Physician  Services  gets  satisfaction 


Another  important  element  of  your  health  care  team's  quality 
initiatives  is  the  patient.  After  all,  the  patient's  satisfaction  with 
the  care  provided  by  you  and  your  staff  is  your  ultimate  goal. 

Texas  Medical  Association  Physician  Services  has  pro- 
duced the  following  materials,  which  are  free  to  TMA  mem- 
bers, to  help  you  and  your  staff  win  big  with  your  patients  and 
earn  high  marks  for  quality: 

• Patient  satisfaction  surveys  that  collect  information  from  your 
patients  regarding  everything  from  the  accuracy  of  the  direc- 
tions to  your  clinic  to  the  quality  of  care  your  patients  received. 

• Staff  training  to  improve  your  staff's  courtesy. 

• A one-page  checklist,  developed  by  theTMA  Physician-Pa- 
tient Advocacy  Committee,  that  allows  you  to  report  to 
TMA  specific  incidents  that  demonstrate  barriers  to  qual- 
ity care.TMA  Physician  Services  staff  will  then  work  with 
you  to  advocate  for  appropriate  resolution  and  to  safeguard 
your  responsibility  for  medical  decision-making. 

• A quality  management  plan  for  physician  groups  and  net- 
works to  improve  performance  in  a systematic,  coordi- 
nated, and  continuous  manner. This  prototype  of  a quality 

I management  program  provides  the  framework  to  meet  Na- 
tional Committee  for  Quality  Assurance  (www.ncqa.org) 
and/or  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (www.jcaho.org)  standards. 

• A physician  office  National  Committee  forQuality  Assurance 
checklist  to  help  you  prepare  your  practice  for  managed  care. 

To  obtain  these  materials  and  more  information  on  TMA 
I Physician  Services,  call  (800)  523-8776;  e-mail  physician. services 
! @texmed.org;  or  visit  theTMA  Web  site  at  www.texmed.org/ 
pmt/prs/pss.asp. 
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needed.  Hospital  participants  use  the  audits  to  develop  data 
collection  systems  that  are  useful  both  for  clinical  ptirposes 
and  credentialing  ret|uirements,  says  Dallas  cardiologist  Bob 
Hillert,  MD,  chair  of  the  HeartCare  Partnership  subcommit- 
tee under  TMA’s  Committee  on  Cardiovascular  Diseases. 
“The  accreditation  bodies  really  like  this,”  he  said. 

During  the  main  lecture,  workshop  attendees  learn  about 
the  evidence-based  medicine  supporting  secondary  preven- 
tion of  cardiovascular  disease,  then  split  up  into  breakout 
sessions  to  identify  barriers  and  solutions  for  implementing 
secondary  prevention  in  their  own  practices.  By  meeting  cer- 
tain performance  criteria,  participants  can  receive  program 
recognition  (see  “HeartCare  Partners  Receive  Recognition 
Awards,”  opposite  page). 

Approximately  25  hospitals  and  20  office  practices  had 
enrolled  in  the  HeartCare  Partnership  by  the  time  the  pro- 
gram turned  1 year  old  in  May  2000.  For  hospitals  reporting 
follow-up  at  times  ranging  from  3 to  12  months: 


T1V1A  Advaratage 

POEP  earns  funding 


The  Physician  Oncology  Education  Program  (POEP)  received 
nearly  $300,000  from  the  Texas  Cancer  Council  (TCC)  to  help 
reach  the  program's  goal  of  making  every  physician's  office  a 
cancer  prevention  and  detection  center. 

In  early  August,  TCC  Chair  James  D.  Dannenbaum  called 
POEP  “the  crown  jewel”  of  the  council  along  with  TCC-de- 
scribed  "core  programs”  in  oncology  education  for  nurses  and 
dentists.  POEP  earned  theTCC  commendation  with  a proposal 
that  the  program  provide  18,745  health  care  or  education  pro- 
fessionals with  cancer  prevention  and  detection  training 
and/or  materials,  as  well  as  conduct  2,650  clock  hours  of  train- 
ing for  health  care  or  education  professionals.  The  estimated 
cost  for  training  each  professional  is  under  $6,  while  the  esti- 
mated value  for  donated  hours  from  contributing  physicians 
and  other  professionals  is  more  than  $400,000. 

POEP,  which  reached  more  than  1,700  physicians  and  other 
health  care  professionals  through  its  speakers'  bureau  during 
fiscal  year  2000,  also  received  nearly  $100,000  in  funding  from 
the  National  Cancer  Institute  for  the  first  phase  of  the  pro- 
gram's grant  submission,  “Computerized  Cancer  CME  [con- 
tinuing medical  education]  for  Primary  Care  Physicians.” 

TMA,  which  provided  more  than  $85,000  of  in-kind  support 
to  POEP  during  fiscal  year  2000,  formed  the  program  in  1987  to 
carry  out  recommendations  of  the  Texas  Cancer  Plan  for  re- 
ducing the  burden  of  cancer  onTexans.  POEP  is  funded  prima- 
rily by  TCC  and  offers  a variety  of  continuing  education 
services  and  resources  for  physicians,  particularly  primary 
care  specialists,  on  cancer  prevention,  screening,  early  detec- 
tion, and  control.  For  more  information,  call  POEP  at  (800)  880- 
1300,  ext  1672,  or  (512)  370-1672;  e-mail  poep@texmed.org;  or 
visit  the  POEP  Web  site  at  www.poep.org. 
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• More  than  60%  of  patients  were  on  statins  or  other  lipid- 
lowering  drugs  initiated  at  discharge,  compared  with  4% 
at  baseline. 

• About  66%  of  patients  had  LDL  cholesterol  levels  meas- 
ured, compared  with  60%  at  baseline. 

• About  66%  of  patients  were  on  beta  blockers  (post-my- 
ocardial infarction  only),  compared  with  60%  at  baseline. 

• More  than  80%  of  patients  received  cardiac  rehabilitation 
or  exercise  counseling,  compared  with  20%  to  60%  at 
baseline. 

For  office  practices  reporting  follow-up: 

• 100%  of  patients  were  on  statins  or  other  lipid-lowering 
drugs  initiated  at  discharge,  compared  with  55%  at  baseline. 


See  “MedBytes,  ” p 29, 
for  Web  sites  on  quality  and  patient  safety. 


As  of  August  2000,  four  more  hospitals  and  seven  more 
physician  practices  had  joined  the  HeartCare  Partnership, 
and  the  program’s  participants  had  reviewed  approximately 
3,400  charts.  Through  new  software  that  performs  chart  au- 
dits and  creates  reports  on  computer  desktops,  HeartCare 
Partnership  supporters  are  hoping  to  draw  even  more  physi- 
cians and  their  staffs  to  the  program. 

Like  the  HeartCare  Partnership,  the  Physician  Oncology 
Education  Program  (POEP)  works  to  provide  physicians  with 
prevention  tools.  This  program,  however,  battles  cancer. 

“The  role  of  POEP  is  to  bring  the  cancer  message  of  screen- 


''This  is  the  physician  s last  opportunity  to  really  take  back 
some  control  of  health  care.  If  we  don’t  do  it,  then  someone 
in  Washington,  who  isn’t  a practicing  physician,  will  do  it. 


• 80%  of  patients  had  LDL  cholesterol  levels  measured, 
compared  with  60%  at  baseline. 

• 100%  of  patients  had  reached  the  treatment  goal  of  LDL 
cholesterol  levels  at  or  below  100,  compared  with  75%  at 
baseline. 


TIVIA  Advantage 

Stroke  Project  stresses  prevention 


The  Texas  Medical  Association  Stroke  Project  has  educated 
thousands  of  the  state's  physicians,  nurses,  and  other  health 
care  professionals  on  stroke  prevention  and  acute  stroke  treat- 
ment as  a means  to  improve  the  quality  of  life  for  allTexans. 

Sponsored  byTMA  and  theTexas  Affiliate  of  the  American 
Heart  Association,  theTMA  Stroke  Project  offers  speakers, 
materials,  and  online  continuing  medical  education  (CME)  to 
combat  the  third  leading  cause  of  death  and  the  leading  cause 
of  disability  inTexas  and  the  United  States. The  free  CME  pro- 
gram is  endorsed  by  theTexas  Department  of  Health  and  is 
available  in  a 1-,  2-,  3-,  or  4-hour  format. 

More  than  4,000  physicians  have  received  stroke  prevention 
and  treatment  training  from  the  project,  which  is  chaired  by 
San  Antonio  neurologist  Diane  Solomon,  MD,  and  funded 
through  unrestricted,  educational  grants  from  DuPont 
Pharma,  GlaxoWellcome,  and  Genentech,  Inc. 

For  more  information  or  to  request  a stroke  program  in  your 
community,  call  Bridget  Butler,TMA  Stroke  Project  Coordina- 
tor, at  (800)  880-1300,  ext  1461,  or  (512)  370-1461;  send  an  e-mail 
to  bridget.butler@texmed.org;  or  visit  the  TMA  Web  site  at 
www.texmed.org/  cme/spt/stroke_project.asp. 


ing  and  early  detection  to  primary  care  physicians,”  said 
Houston  gynecological  oncologist  Charles  Levenback,  MD, 
former  chair  of  the  POEP  steering  committee.  “POEP  has 
done  a lot  of  education,  but  the  success  of  the  program  still 
depends  greatly  on  the  vigilance  of  physicians  and  nurses.” 

With  $300,000  in  funding  from  the  Texas  Cancer  Council, 
POEP  plans  to  provide  nearly  19,000  health  care  or  educa- 
tion professionals  with  cancer  prevention  and  detection 
training  and/or  materials  (see  “POEP  Earns  Funding,”  p 41) 
during  the  2001  fiscal  year. 

Who's  got  the  ball? 

DR  HILLERT  SAYS  programs  such  as  the  TMF  diabetes 
management  system,  PPIP,  HeartCare  Partnership,  and  POEP 
provide  “chances  for  physicians  to  determine  what  the  qual- 
ity of  care  for  their  patients  should  be,”  he  said.  “This  is  the 
physician’s  last  opportunity  to  really  take  back  some  control 
of  health  care.  If  we  don’t  do  it,  then  someone  in  Washing- 
ton, who  isn’t  a practicing  physician,  will  do  it.” 

And  patients  and  physicians  are  beginning  to  reap  the 
benefits  of  these  programs,  Ms  Batory  adds.  “We  also  are  see- 
ing health  improvements  over  time.  The  data  are  starting  to 
show  this.” 

Though  each  of  these  systems  requires  health  care  teams  to 
meet  certain  standards,  most  are  flexible  enough  to  mold  suc- 
cessfully to  several  types  of  practices.  The  standards  were  cre- 
ated by  physicians  using  the  latest  scientific  literature. 
Physicians  with  the  right  combination  of  systems  and  a com- 
mon goal  for  their  teams  are  sure  to  have  a winning  season.  ☆ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  or  by  e-mail 
at  ]ohanna.franke(®texmed.org. 


42 


Texas  Medicine  'k  October  2000 


www.texmed.org 


Payment  for  Services, 

Now! 

Don’t  wait  90,  60,  or  even  30  days.  With  electronic  hinds  transfer.  Discover®  Business  Services  settles 
within  2-3  business  days.  When  you  oFkr  your  patients  the  Discover®  Card  payment  option-you’ll 
speed  up  cash  How  and  practically  eliminate  non-receivables.  Competitive  rates.  Fast  settlement.  24 
hour  service.  The  latest  in  point-ohtransaction  technology! 


Sisn  up  to  accept 
Discover®  Card: 
1-800-347-6673 


DISCOVER 

BUSINESS  SERVICES 

Adore  service.  More  solutions. 

www.ciiscoverbiz.coni 


More  pro f Its. 


afii'FP! 


A partnership  that  provides  powertui  protection 


Specifically  designed  fij?  bur  insured  physicians 


We're  Right  at  Your  Fingertips! 

access  to  your  account 


MARK  YOUR  CALENDAR  NOW. 


Texas  Medical  Association  Educational  Showcase  & Expo 
Houston,  Texas  • May  3-5,  2001 


Texas  Medicine 
Volume  96  Number  10 


m 


m 


llilt 


jjosie  R.  Williams,  MD 

iGuest  Editor 


The  role  of  administrative  data  in  measurement 


ing  of  quality  of  hospital  care 


John  Holcbmb7MD’ 


Practice-based  learning  for  improvement: 
the,pursuit,Qf  clinical  excellence 


[Larry  V.  Staker,  n 


Quality  in  health  careL  ; ; 

what  are  the  problems  and  yvhat  are  the  solutions? 


David  M.  Shipon,  MD;  David  B.  Nash,  MD,  MBAl 


Patient  safety  in  America:  comparison  and  analysis 
of  national  and  Texas  patient  safety  research 


ata  usedt&impreve,fluality,of.health,care 


Mark  Bing,  MD,  MPH;  Robert  L.  Abel,  PhD;  Peter  Pendergrass,  MD,  MPHr^^m 


Karen  Sabharwal,  MPH;  Carol  McCauley,  RHIA 


The  American  Medical  Association  K ^ 
and  physician  performance  measurement: 
rnTmmatl^  for  imp|oylng  patient  care; 


Karen  S.  Knretik,  PhD;  Josie  R.' Williams,  MD,'MMM;  Terry  Hanrirribns,  y,  :;y 
MD;  Bernard  M.  Rosof,  MD 


Commentary 

The  ORYX  initiative:  goals  and  potential  application 


ystciah  quality. imprpjvement  efforts 


Linda  S.  Hanold?MHSA;  Richard  G.  Koss,  MA;  Jerod  M.  Loeb,  phD 


■■■■■■■■ 


. j.r- 


■ ' i''  '''  V -■  - 


The  Texas  Medicine  Continuing  Medical  Education  Program 


Last  year’s  Institute  of  Medicine  re- 
port on  medical  errors,  To  Err  is 
Human,  ignited  a national  debate 
on  the  quality  of  health  care  and 
patient  safety.  But  the  topic  is  not 
new  to  physicians,  who  have  always 
worked  to  improve  the  quality  of  care. 

At  its  meeting  in  February  1999,  the 
physicians  who  serve  on  the  Texas  Med- 
icine Editorial  Committee  selected 
quality  as  the  topic  for  the  magazine’s 
October  2000  symposium.  Committee 
members  recognized  that  quality  is  an 
issue  that  has  generated  considerable 
discussion  and  disagreement  among 
physicians,  and  that  a symposium  issue 
on  quality  would  help  inform  the  mag- 
azine’s readers  on  what  experts  in  the 
field  are  thinking. 

This  issue  of  Texas  Medicine  offers 
readers  not  only  information  on  qual- 
ity, but  also  an  opportunity  to  earn  free 
continuing  medical  education  credit. 
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Accreditation 

The  Texas  Medical  Association  is  accred- 
ited by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  pro- 
vide continuing  medical  education  for 
physicians. 

Hour  designation 

The  Texas  Medical  Association  desig- 
nates this  continuing  medical  educa- 
tion activity  for  a maximum  of  2 hours 
in  Category  1 credit  toward  the  AMA 
Physician’s  Recognition  Award.  Each 
physician  should  claim  only  those 
hours  of  credit  that  he  or  she  actually 
spends  in  the  educational  activity.  This 
credit  is  available  for  the  period  of  Oc- 
tober 1,  2000,  to  October  1,  2001. 

Continuing  medical  education  credit 

Physicians  who  read  the  articles  in  the 
Symposium  on  Quality  in  Health  Care 
(pp  48-87),  complete  the  Self-Assess- 
ment/CME  Evaluation  Form  (p  88), 
and  mail  in  the  form  are  eligible  for 
continuing  medical  education  credit. 

Educational  methods 
To  participate  in  this  continuing  med- 
ical education  activity,  physicians  must 
read  the  symposium  articles  and  com- 
plete the  Self-Assessment/CME  Evalua- 
tion Form. 


Leaning  objectives 

Upon  completion  of  these  articles,  par- 
ticipants should  be  able  to  define  qual- 
ity of  care;  discuss  the  impact  of  errors, 
variation,  health  care  costs,  and  patient 
satisfaction  as  related  to  quality  of 
care;  explain  the  methodology,  risks, 
benefits,  and  limitations  of  administra- 
tive data  for  evaluation  of  quality  of 
care;  define  performance  measurement 
and  explain  the  necessary  elements  as- 
sociated with  individual  patients  or 
with  a population  of  patients;  discuss 
the  core  principles  of  performance  im- 
provement; identify  core  elements  or 
tools  necessary  for  performance  im- 
provement; compare  the  potential  ben- 
efits for  professional  internal 
performance  improvement  and  ac- 
countability with  external  accountabil- 
ity and  measurement;  discuss  elements 
and  use  of  statistical  process  control 
charts  as  related  to  a specific  process  or 
procedure;  describe  the  strengths  and 
limitations  of  the  Institute  of  Medicine 
report  To  Err  Is  Human  and  contrast  its 
findings  to  the  performance  measure- 
ment of  patient  safety  of  the  Texas 
Medical  Foundation;  explain  the  more 
subtle  message  of  the  lOM  report;  and 
describe  the  ORYX  initiative  of  per- 
formance measurement  of  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations. 
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The  role  of  administrative  data  in  measurement  and  reporting  of  quality  of  hospital  care 

John  Holcomb,  MD 


Changes  in  the  financing  and  deliveiy  of  health  care  in  the  1 980s,  originally  driven  by 
ever-escalating  costs,  led  to  increasing  demands  for  accountability  from  providers  to 
payers  and  consumers.  The  inability  of  the  health  care  industiy  to  articulate  a vision, 
or  even  a definition  of  quality  of  care,  allowed  the  promulgation  of  the  use  of  extant 
data  sources  (claims  data)  in  efforts  to  define  quality.  Although  such  data  sources  are 
limited  in  their  ability  to  measure  quality  of  care,  the  application  of  increasingly  so- 
phisticated computer  algorithms  has  led  to  widespread  public  reporting  of  such  infor- 
mation and  a need  for  physicians  to  understand  and  participate  in  efforts  to  measure 
and  report  outcomes  of  medical  interventions. 


CME  learning  objectives 
Upon  completion  of  this  article,  partici- 
pants should  be  able  to  describe  the 
methodology,  potential  value,  and  risks 
associated  with  the  use  of  administra- 
tive (claims-based)  data  in  assessment 
of  the  quality  of  medical  care;  discuss 
sources  of  data,  as  well  as  the  impor- 
tance of  full  and  accurate  coding  of 
data;  and  explain  various  techniques 
used  for  predicting  patient  outcomes. 


Dr  Holcomb  is  a pulmonary  disease  specialist  in  San 
Antonio.  Send  reprint  requests  to  John  Holcomb,  MD, 
7700  Floyd  Curl  Dr,  San  Antonio,  TX  78229-3902. 
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Introduction 

The  last  two  decades  of  the  20th 
century  saw  remarkable  changes 
in  the  way  medical  care  was  deliv- 
ered and  paid  for,  with  a progres- 
sive shift  in  control  of  delivery  of 
care  from  physicians  and  other  providers 
(chiefly  hospitals)  to  payers  (including 
government,  insurance  companies,  and 
finally,  consumers).  Throughout  those 
turbulent  years,  physicians  continued  to 
view  themselves  as  the  final  arbiters  and 
authorities  on  the  appropriateness,  neces- 
sity, and  place  and  time  of  delivery  of 
care,  seemingly  oblivious  to  the  explosion 
of  information  sources  available  to  non- 
professionals. That  ground  was  initially 
ceded  to  physicians  by  the  payers,  using  a 
variety  of  arcane  mechanisms  familiar  to 
all  of  us  who  were  practicing  in  the 
1980s,  including  the  novel  (at  the  time) 
approach  of  averring  that  “although  the 
care  can  not  be  certified  for  payment,  the 
treating  physician  must  determine 
whether  or  not  to  provide  the  care”;  this, 
in  effect,  made  the  physician  responsible 
for  the  financial,  as  well  as  physical,  well- 
being of  his  or  her  patients. 

Because  the  genesis  of  this  (ongo- 
ing) paradigm  shift  was  clearly  and  un- 
equivocally the  need  to  control  medical 
costs  that  were  increasing  far  out  of 

Texas  Medicine  it  October  2000 


proportion  to  nonmedical  inflation, 
payers  were  empowered  to  demand  ac- 
countability from  providers  of  health 
care.  Accountability  was  easily  reduced 
to  “value”  by  large  employers,  who  saw 
the  increasing  cost  of  the  care  for 
which  they  were  paying  eating  into 
bottom  lines  and  affecting  stock  prices. 
The  elements  of  the  equation  were  cost 
and  quality,  with  the  relationship  be- 
tween the  two  defining  value.  Cost  of 
employee  health  care  benefits  was  eas- 
ily measured,  but  employers  were  gen- 
uinely surprised  that  an  industry 
consuming  13%  of  the  gross  domestic 
product  had  no  mechanism  to  define 
for  its  purchasers  measures  of  the  qual-| 
ity  of  its  product.  This  was  anathema  to 
modern  business  managers,  who  were; 
intensely  involved  in  “defect  reduction”; 
as  a major  business  strategy  and  who; 
were  deeply  imbued  with  the  teachingsj 
of  W.  Edwards  Deming,  who  arguedj 
that  “the  customer  defines  quality.’] 
With  physicians  and  their  professional 
organizations  unable  to  even  agree} 
upon  a definition  of  quality  of  care,' 
purchasers  pragmatically,  if  somewhat 
cynically,  began  basing  purchasing  de-j 
cisions  on  cost  alone.  | 

Given  free  range  by  employers  and} 
government,  managed  care  organiza-J 
tions  (MCOs)  began  their  rise  to  domij 
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nance  based  upon  deliverable  reduc- 
tions in  medical  inflation  (1).  Physicians 
and  their  spokespersons  saw  their  credi- 
bility eroded  by  their  initial  dire  predic- 
tions of  the  medical  catastrophes 
destined  to  occur  if  they  lost  control  of 
all  aspects  of  care  delivery.  A number  of 
studies,  published  in  peer-reviewed 
medical  journals,  produced  no  evidence 
of  degradation  in  quality  of  care  in  man- 
agement of  common  conditions  suffered 
by  Americans  if  the  care  was  provided  in 
a managed  care  setting  as  compared 
jwith  a “traditional”  (fee-for-seiwice)  en- 
vironment (2-11). 

Frustrated  by  what  they  viewed  as 
foot-dragging,  dithering,  and  obstruc- 
tionism on  the  part  of  organized  medi- 
cine, business  coalitions,  insurers,  and 
state  legislatures  set  about  to  measure 
and  report  quality  and  cost  of  medical 
care,  frequently  using  data  collection 
systems  already  in  place  for  other  pur- 
poses (usually  billing  and  claims  pay- 
ment systems)  and  defining  quality  for 
themselves,  adding  enhancements  to 
sharpen  the  ability  of  the  data  to  distin- 
guish between  preexisting  burden  of  dis- 
ease and  effects  of  current  care. 
Currently,  41  states  and  the  District  of 
j Columbia  have  mandated  health  care  re- 
porting systems  in  place  (12).  Although 
[the  current  state  of  the  economy,  in  con- 
cert with  rising  dissatisfaction  with  the 
more  onerous  trappings  of  managed 
care,  has  lessened  the  focus  on  cost,  no 
diminution  has  occurred  in  the  demand 
for  accountability  in  matters  of  quality 
measurement  and  public  disclosure.  This 
'article  will  describe  the  current  “state  of 
jthe  art”  with  regard  to  the  methodology, 
potential  value,  and  risks  associated 
with  the  use  of  “administrative”  data  in 
assessment  of  quality  of  medical  care,  as 
well  as  the  opportunity  to  use  such  re- 
ports in  improvement  of  care. 

Sources  of  data 

The  potential  utility  of  administrative 
'databases  first  came  to  public  attention 
in  1986  with  the  ill-fated  Health  Care 
Financing  Administration  (HCFA)  re- 
lease of  a report  linking  episodes  of 
hospital  care  to  subsequent  death, 
spurred  by  a Freedom  of  Information 


request  from  the  New  York  Times  (13). 
This  report  linked  two  massive  data- 
bases — one  built  to  ptay  hospitals  for 
the  care  of  Medicare  beneficiaries;  the 
other,  to  pay  benefits  to  Social  Security 
recipients  — thus  relating  an  episode 
of  hospital  care  with  a subsequent  date 
of  death  (ie,  “termination  of  benefits”). 
Although  ultimately  suffering  a messy 
political  demise,  the  effort  alerted  re- 
searchers, politicians  and  bureaucrats, 
entrepreneurs,  and  some  sophisticated 
consumer  groups  to  the  potential  for 
use  of  such  publicly  accessible  data  to 
estimate  aspects  of  quality  of  care  (a 
current  and  much  more  sophisticated 
display  of  such  methodology  developed 
by  a for-profit  company  is  available  at 
www.healthgrades.com) . 

The  source  of  these  data  is  the  claim 
submitted  to  Medicare,  currently  in  the 
iteration  known  as  the  UB-92,  which  in- 
cludes data  fields  for  principal  diagno- 
sis, coexisting  conditions,  complications 
occurring  in  the  course  of  care,  and  pa- 
tient disposition  (death,  home,  nursing 
facility,  and  so  on),  as  well  as  charges. 
Since  payments  to  hospitals  are  calcu- 
lated by  using  complicated  formulae 
that  “weight”  the  payment  by  these  vari- 
ables, hospitals  have  incentive  to  accu- 
rately provide  codes  for  all  fields  that 
affect  reimbursement.  Conversely,  little 
attention  has  been  given  to  training  and 
supervising  coders  for  those  data  ele- 
ments that  do  not  impact  payment. 

Obviously,  the  quality  of  the  data  on 
the  claim  for  reimbursement  will  vary 
according  to  the  emphasis  placed  by  a 
hospital  on  accuracy  and  precision  of 
coding  of  nonreimbursable  elements. 
For  example,  a principal  diagnosis  may 
become  “maximally  payable”  with  the 
addition  of  a small  number  of  comor- 
bid  conditions,  there  then  being  no  fi- 
nancial advantage  to  add  further 
conditions  to  the  claim,  despite  the  fact 
that  a complete  listing  might  signifi- 
cantly affect  an  estimate  regarding  risk 
of  death  or  severity  of  illness  that 
would  aid  in  measuring  quality  of  care. 
Another  example  that  will  ultimately 
be  of  great  interest  to  physicians  deals 
with  the  data  fields  requiring  the  iden- 
tification of  “attending  physician,”  “op- 


erating physician,”  and  “other  physi- 
cian.” Because  proper  assignment  of 
these  roles  has  no  effect  on  payment, 
no  coding  protocols  or  even  definitions 
that  would  lead  to  accurate  entry  into 
these  fields  have  been  developed.  This 
becomes  problematic  when  one  physi- 
cian admits  a patient  to  be  cared  for  by 
another,  or  where  multiple  physicians 
are  providing  both  operative  and  non- 
operative care.  Because  physician-spe- 
cific outcomes  from  hospital  care  will 
ultimately  become  public  information 
(as  in  Pennsylvania,  New  York,  and 
other  states),  physicians  have  signifi- 
cant self-interest  in  accurate  and  com- 
plete coding  of  the  hospital  claim. 

Not  surprisingly,  the  use  of  the  UB- 
92  as  a vehicle  for  measuring  the  qual- 
ity of  hospital  care  has  become  the 
cornerstone  of  most  public  reporting 
systems  because  of  cost  considerations. 
Because  virtually  all  hospitals  have  ex- 
perience in  executing  this  document, 
usually  electronically,  providing  the 
requisite  data  on  non-Medicare  admis- 
sions has  been  viewed  as  a relatively 
simple  matter  as  well.  Use  of  the  claims 
data,  with  appropriate  corrections  for 
“risk”  and  “severity”  of  illness  (to  be 
discussed  below),  in  quality  measure- 
ment has  shown  a surprising  correla- 
tion with  techniques  that  use  clinical 
chart  review  at  a tiny  fraction  of  the 
cost.  Barriers  to  physicians’  acceptance 
of  this  technique  as  a quality  measure- 
ment tool  include  the  data  inaccuracies 
cited  above,  as  well  as  a general  lack  of 
physician  familiarity  with  the  rich  but 
technically  demanding  literature  that 
has  been  published  in  the  area  of  qual- 
ity measurement  using  such  data 
sources  (14—17).  Crossover  of  articles 
describing  these  techniques  into  main- 
stream clinical  journals  has  been  a re- 
cent phenomenon  (18-20). 

Adjustments  for  risk  and  severity  of 
illness 

Clinicians  are  familiar  with  various  tech- 
niques used  within,  or  across,  patient 
groups  for  predicting  patient  outcomes. 
Common  examples  of  such  widely  used 
systems  include  the  Acute  Physiology 
and  Chronic  Health  Evaluation  (APACHE 
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II  and  III),  the  Therapeutic  Intervention 
Scoring  Scale  (TISS),  the  Glasgow  Coma 
Scale,  the  Simplihed  Acute  Physiology 
Score  (SAPS  II),  the  Mortality  Prediction 
Model  (MPM  II),  and  other,  more  dis- 
ease-specific scales  (21-24).  Most  of 
these  models  offer  to  predict  mortality 
and  other  outcomes;  these  models  de- 
pend upon  specific  clinical  observations 
and  may  not  apply  to  broad  ranges  of  di- 
agnoses and  conditions.  The  intensity  of 
effort  required  to  retrieve  physiologic 
data  from  hospital  records  versus  the 
ability  to  come  to  some,  perhaps  more 
limited,  conclusions  about  quality  of  care 
creates  significant  tension  between  cost 
considerations  and  clinical  credibility  of 
the  reporting  program. 

As  noted  earlier,  observations  have 
been  published  about  the  comparative 
reliability  of  systems  that  use  chart  re- 
view against  those  that  rely  solely  upon 
administrative  (claims-based)  informa- 
tion to  predict  gross  endpoints  such  as 
death.  As  would  be  expected,  the  results 
are  mixed.  In  one  study,  the  claims- 
based  approach  demonstrated  a slightly 
better  overall  ability  to  predict  death, 
but  the  chart  review  technique  (based 
upon  a modification  of  APACHE  III)  of- 
fered enhanced  “clinical  credibility”  (ie, 
the  ability  to  relate  a death  to  a known 
clinical  observation  that  clinicians  agree 
is  associated  with  death)  (25).  Regard- 
less of  which  is  considered  the  more  ap- 
propriate technique  with  which  to 
“adjust”  outcome  data,  physicians  will 
probably  have  only  a limited  role  in  de- 
cisions about  how  to  collect,  adjust,  and 
disclose  hospital  data,  having  lost  the 
initiative  to  employers,  consumers,  and 
government  by  virtue  of  inaction. 
Chiefly  among  business  and  consumer 
groups,  many  object  to  any  manipula- 
tion of  the  hospital  discharge  data,  pre- 
ferring instead  to  have  access  to  raw 
outcome  statistics  with  which  to  “rank” 
quality  of  care.  Variations  of  the  tech- 
niques described  above  are  being  em- 
ployed in  the  increasing  number  of 
states  with  mandated  public  reporting 
of  hospital  discharge  information.  At 
least  one  state  (Iowa)  has  abandoned 
costly  clinical  risk-adjustment  methods 
in  favor  of  a more  economical  approach 
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that  uses  claims  data,  and  others  are 
considering  doing  so  (26). 

The  specific  techniques  employed  in 
risk  and  severity  adjustment  of  claims- 
based  data  vary  somewhat  from  vendor 
to  vendor.  In  general,  these  techniques 
rely  upon  large  databases  (such  as  that 
of  HCIA,  which  includes  nearly  50%  of 
all  hospital  discharges)  and  use  logistic 
regression  to  estimate  risks  of  specified 
outcomes,  based  upon  the  characteris- 
tics of  the  patient  available  from  the 
hospital  bill  (UB-92)  (18).  Some  sys- 
tems assign  risk  by  size  of  hospital,  ur- 
ban versus  rural  setting,  or  other 
modifiers.  Severity  of  illness  may  be 
based  upon  number  of  organ  systems 
identified  as  “ill,”  predicted  risk  of 
death,  length  of  hospital  stay,  and/or 
total  hospital  charges.  Whichever  sys- 
tem is  employed,  outcomes  are  re- 
ported as  number  of  complications  or 
deaths  “expected”  (based  upon  the  ag- 
gregated characteristics  of  the  popula- 
tion receiving  care)  versus  the  number 
actually  observed.  Obviously,  physi- 
cians would  hope  for  data  showing  that 
the  care  they  provide  offers  “better 
than  expected”  outcomes. 

Experience  with  disclosure 
Already  mentioned  is  the  HCFA  experi- 
ence in  the  mid-  and  late  1980s  with 
release  of  hospital-specific  data  relating 
hospitalization  to  subsequent  death  in 
the  Medicare  population.  Hospitals 
were  caught  off  guard  by  media  re- 
ports, did  not  understand  the  method- 
ology, and  responded  predictably  that 
the  reports  did  not  consider  mitigating 
circumstances  (“our  patients  are 
sicker”)  (27).  With  some  justification, 
hospitals  successfully  lobbied  against 
such  “data  dumps”  on  the  grounds  that 
the  data  release  did  nothing  to  improve 
quality  of  care  rendered  in  hospitals 
but  did  have  the  potential  to  injure 
hospitals  that  treated  high-risk  popula- 
tions, and  HCFA  discontinued  the  prac- 
tice (28).  However,  the  “genie  was  out 
of  the  bottle,”  and  a number  of  data 
management  firms  saw  the  potential 
for  profit  by  purchasing  the  public 
Medicare  Provider  Analysis  and  Review 
(MedPAR)  data,  analyzing  and  refer- 
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matting  it,  and  then  selling  the  recon- 
figured product  back  to  the  hospitals, 
virtually  always  with  adjustment  for 
risk  and  severity. 

Furthermore,  pressure  from  business 
and  consumers  led  to  demands  for  dis- 
closure of  hospital  outcomes  for  all  dis- 
charges at  the  state  level.  Such  a 
mandate  has  been  in  place  in  Pennsyl- 
vania for  14  years  now,  with  the  re- 
sponsible agency  being  the  Pennsylvania 
Health  Cost  Containment  Council,  re-i 
fleeting  the  effort’s  roots  in  cost  con- 1 
cerns.  Pennsylvania  uses  a risk/severity 
adjustment  system  that  incorporates 
clinical  chart  abstraction  in  an  effort  to 
lend  credibility  to  its  findings.  After  the 
publication  of  four  volumes  of  the  Con- 
sumer Guide  to  Coronary  Artery  Bypass 
Surgeiy  in  Pennsylvania,  an  analysis 
was  undertaken  to  assess  the  effect  of 
the  surgeon-  and  hospital-specific  re- 
port on  patient  referrals  from  cardiolo- 
gists for  the  procedure.  Although  all 
surgeons  and  more  than  80%  of  refer- 
ring cardiologists  were  aware  of  the 
publication,  only  13%  of  cardiologists 
reported  that  it  influenced  referrals, 
and  less  than  10%  reported  discussing 
its  findings  with  more  than  10%  of  eli- 
gible patients,  suggesting  a negligible 
impact  on  practice  (29).  Nevertheless, 
the  mortality  associated  with  bypass 
surgery  fell  from  3.9%  in  1990  to  2.9%j 
by  1993,  temporally  associated  with] 
the  reports  (30). 

A similar  program  in  the  state  of 
New  York,  also  using  public  disclosure 
of  surgeon-  and  hospital-specific  death 
rates  in  heart  surgery,  has  been  cred- 
ited with  a 41%  reduction  in  mortality 
in  that  procedure  over  3 years  (30).  Al- 
though some  attribute  such  improve-! 
ment  to  migration  of  a high-risk 
population  elsewhere  for  surgery  now 
unavailable  in  New  York  (31),  risk  and 
severity  assessments  over  time  suggest 
that  the  burden  of  high-risk  patients  for 
New  York  has  actually  increased.  A 
more  plausible  explanation  is  that  a 
significant  number  of  low-volume  sur- 
geons (a  circumstance  known  to  be  as- 
sociated with  less  than  optimal 
outcomes)  are  no  longer  performing! 
the  procedure  (30). 
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The  extent  to  which  large  self-in- 
sured employers,  MCOs,  and  other  pur- 
chasers are  using  such  data  in 
contracting  and  network  selection  deci- 
sions is  difficult  to  quantify,  but  reports 
from  a variety  of  sources  suggest  that 
-use  of  such  reports  plays  a significant 
role  in  contracting  decisions  (32-34). 

Data  release  in  Texas 

i House  Bill  1048,  passed  in  1995  by  the 
.'Texas  Legislature,  mandated  the  forma- 
I tion  of  the  Texas  Health  Care  Informa- 
ition  Council,  charged  with  providing 
(information  to  consumers  regarding 
the  quality  and  cost  of  health  care. 
Rules  were  promulgated  requiring  the 
submission  to  the  council  of  UB-92 
data  for  all  hospital  discharges,  includ- 
ing the  use  of  data  fields  not  usually 
executed.  Progress  toward  achieving 
these  ends  has  been  slow,  but  the  coun- 
cil is  now  poised  for  its  first  release  of 
I public  data,  likely  by  December  2000. 
[Although  the  format  has  not  yet  been 
'determined,  the  council  intends  to 
'make  the  information  available  in  a 
form  conducive  to  effective  decision- 
E making  by  the  public.  Commercial  en- 
iterprises  will  probably  purchase  the 
[state  data  tapes  and  reformat  the  re- 
E ports  for  various  commercial  purposes. 

I 

(Use  of  administrative  databases  for 
quality  improvement 

uhe  power  of  the  claims-based  infor- 
^mation  extraction  system  lies  in  its  size 
and  in  the  opportunity  for  benchmark- 
ing against  regional  or  national  norms. 
[The  promise  is  that  hospitals,  medical 
^staffs,  and,  ultimately,  individual  physi- 
[cians  will  welcome  the  opportunity  to 
[evaluate  deviations  from  expected  out- 
[ comes  and  undertake  self-analysis  and 
process  improvement  activities  that 
.will  lead  to  improved  patient  care.  W. 

I Edwards  Deming  declared  “the  enemy 
of  quality  is  variability,”  and  the  dictum 
is  as  applicable  to  health  care  as  to 
large  and  equally  complex  business 
land  industrial  enterprises.  Surgeons  in 
northern  New  England  have  demon- 
istrated  substantial  and  sustainable  re- 
ductions in  the  mortality  associated 
with  coronary  artery  b3qDass  surgery  by 


sharing  data,  receiving  formal  training 
in  continuous  quality  improvement 
techniques,  and  carefully  observing 
one  another’s  practice  so  as  to  diminish 
variation  in  the  pre-,  intra-,  and  post- 
operative care  of  bypass  patients  (35). 

The  use  of  normative  data  from 
large  databases  lends  credibility  and 
urgency  to  the  need  to  improve  patient 
care  when  a hospital  or  a program  is 
clearly  “worse”  than  expected,  but  it 
may  also  create  the  environment  to 
emulate  the  “best  practices”  when  per- 
formance appears  adequate;  this  was 
the  case  in  northern  New  England 
where,  although  mortality  at  all  sites 
was  at  or  below  national  norms,  signif- 
icant variability  existed  among  institu- 
tions. The  starting  point  must  always 
be  the  delivery  of  the  information  to 
those  who  can  best  make  use  of  it.  By 
their  nature,  reports  generated  from 
large  databases  never  provide  answers 
but  instead  raise  questions,  which  then 
must  be  addressed  by  clinicians  and 
managers  to  identify  which  flawed 
processes  are  contributing  to  the  ob- 
served aberrancies. 

As  the  entry  of  data  into  claims- 
based  systems  is  driven  by  reimburse- 
ment strategies,  quality  managers  must 
continually  struggle  with  coding  super- 
visors and  financial  officers  to  effect 
full  and  accurate  coding  of  data.  Such 
coding,  while  not  essential  to  the  pay- 
ment process,  will  have  an  impact  on 
risk/severity  modification  and  quality 
reporting.  As  an  example,  one  facility 
received  a quality  report  generated 
from  such  a database  that  showed  an 
extraordinary  rate  of  complications  for 
vaginal  deliveries,  in  spite  of  having 
the  expected  short  length  of  stay;  this 
finding  indicated  an  anomaly  to  the 
quality  team.  Further  study  revealed 
that  vaginal  swabs  examined  for  group 
B streptococcal  surveillance  were 
coded  routinely  as  “urinary  tract  infec- 
tions.” Errors  like  this  are  ubiquitous 
and  occur  because  coders  do  not  have 
clinical  training.  In  another  case,  mor- 
talities for  a surgical  procedure  were 
reported  at  the  “expected”  rate,  while 
complications  were  said  to  be  only  half 
the  rate  expected.  Further  investigation 


established  that  coders  were  not  enter- 
ing some  complication  codes  “because 
the  doctors  don’t  like  complications.” 
Deaths,  of  course,  could  not  be  so  eas- 
ily dismissed. 

To  effectively  use  reports  generated 
from  claims-based  systems  requires  the 
understanding  that  the  quality  of  the 
report  depends  upon  the  quality  of  the 
data  entry,  and  that  experienced  clini- 
cal reviewers  must  vet  the  information 
before  release  to  eliminate  nonsense 
errors  that  would  destroy  credibility. 
That  done,  the  reports  should  be 
shared  with  all  stakeholders  who  have 
roles  in  the  processes  under  review. 

In  the  case  of  coronary  artery  bypass 
surgery,  cardiologists,  surgeons,  anesthe- 
siologists, perfusionists,  operating  room 
technicians,  and  critical  care  and  emer- 
gency department  personnel  may  have 
insight  into  the  flawed  processes  that 
contribute  to  less-than-optimal  outcomes. 
Then,  an  appropriately  constituted  (mul- 
tidisciplinary) team  is  empowered  with 
the  necessary  authority  and  resources  to 
undertake  study  of  the  problem;  at  least 
one  team  member  should  have  formal 
training  in  continuous  quality  improve- 
ment (CQI)  and  should  facilitate  progress 
by  the  team  according  to  CQI  techniques 
(flowcharting  of  processes,  construction 
of  Pareto  charts,  cause-and-effect  dia- 
grams, run  charts,  and  other  graphic 
aids).  The  team  leader  should  have  cred- 
ibility and  sufficient  authority  to  bring  re- 
sources to  bear  and  to  effect  change 
across  disciplines  and  hospital  depart- 
ments. When  consensus  is  reached  about 
a process  to  be  improved  and  the  method 
by  which  improvement  is  to  occur,  the 
team  must  agree  how  to  measure 
whether  the  change  was  successful.  In 
the  case  of  heart  surgery,  dozens  of 
processes  may  demand  attention,  and  it 
is  unlikely  (but  not  impossible)  that  a sig- 
nificant improvement  in  a single  process 
will  produce  measurable  change  in  mor- 
tality. This  will  require  use  of  “smaller” 
measures  of  success  which,  taken  to- 
gether with  improvements  in  several 
processes,  do  equate  to  better  mortality 
outcomes.  An  improved  process  requires 
a systematic  “relook”  at  appropriate  inter- 
vals to  confirm  that  gains  are  being  held. 
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The  widespread  availability  of  med- 
ical information  on  the  Internet  and  an 
increasingly  knowledgeable  and  de- 
manding public  have  created  an  envi- 
ronment in  which  we  can  no  longer 
afford  the  luxury  of  leisurely  contem- 
plating quality  data  and  improvement 
plans  without  substance.  Failure  to  ef- 
fect change  when  a quality  issue  is 
identified  will  result  in  loss  of  customer 
confidence  and  migration  of  business  to 
more  effective  organizations  and  doc- 
tors. As  physicians,  we  must  view  the 
inevitable  availability  of  quality  infor- 
mation to  the  general  public  as  a chal- 
lenging opportunity  rather  than  as  a 
threat  and  must  become  partners  with 
our  patients  in  improving  medical  care. 
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Practice-based  learning  for  improvement:  the  pursuit  of  clinical  excellence 


Larry  V.  Staker,  MD 


Physicians  often  seem  to  be  paralyzed  waiting  for  a health  plan,  a health  maintenance 
organization,  or  an  integrated  health  care  system  to  bring  about  change  or  improve- 
ment in  health  care.  But  small  changes  in  individual  practices  (microsystems)  can  have 
a profound  impact  on  outcomes  in  an  organization  (macrosystem).  With  simple  graph- 
ical measurement  tools,  physicians  can  teach  patients  to  measure  and  empower  them- 
selves to  learn  to  improve  both  their  health  and  their  health  care.  At  the  same  time, 
physicians  can  learn  a great  deal  from  their  patient  population  data. 

When  these  measurement  tools  and  a well-known  and  widely  accepted  method  for 
clinical  practice  improvement  called  rapid  cycle  testing  were  used  in  a population  of  pa- 
tients with  diabetes,  the  average  fasting  blood  sugar  changed  from  187  to  110  and  the 
average  hemoglobin  Ale  from  10.5  to  7.2.  This  article  shows  that  measurement  using 
specification  charts  and  control  charts  in  patient  care  can  have  a profound  impact  on 
patients,  physicians,  and  organizations.  Understanding  these  principles  and  using 
time-sequence  measurement  with  graphical  data  feedback,  physicians  can  engage  in 
practice-based  learning  and  can  participate  in  improvement  in  the  microsystems  over 
which  they  have  control. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  recognize 
that  measurement  using  specification 
charts  and  control  charts  in  patient 
care  can  have  a profound  impact  on 
patients,  physicians,  and  organiza- 
tions; identify  the  four  principles  of 
practice-based  learning  for  improve- 
ment; use  the  practice-based  learning 
method  of  rapid  cycle  testing  to  im- 
prove the  quality  of  health  care;  report 
the  success  of  specification  charts 
used  by  a group  of  diabetic  patients  to 
measure  daily  glucometer  readings; 
and  describe  the  use  of  control  charts 
for  outcomes-based  monitoring. 


Send  reprint  requests  to  Larry  V.  Staker,  MD,  Chief 
Medical  Officer  and  Medical  Director,  Deseret  Mutual 
Benefit  Administrators,  Eagle  Gate  Plaza,  3rd  Floor,  60 
East  South  Temple,  Salt  Lake  City,  UT  84111. 


Physicians  who  are  trained  to  care 
for  patients  individually  are  of- 
ten newcomers  to  population- 
based  measurement  and  systems 
thinking.  They  learned  effective 
patient  care  protocols  during  residency 
and  have  practiced  them  since  that 
time.  If  they  continue  practicing  with- 
out updating,  they  can  become  very 
proficient  at  old  paradigms,  which  may 
yield  suboptimal  outcomes.  In  this  set- 
ting, physicians  may  not  recognize 
their  ability  to  influence,  change,  and 
improve  their  own  practice  or  mi- 
crosystem of  health  care  (1). 

Improvement  is  personal  and  re- 
quires a working  knowledge  of  method 
and  principles  (2).  The  method  of  prac- 
tice-based learning  for  improvement 
that  works  the  best  is  based  on  rapid 
cycle  testing  (Figures  1,  2).  As  de- 
scribed by  Berwick  (3)  and  by  Langley 
and  Nolan  (4),  this  method  requires 
that  those  planning  an  improvement 
begin  by  addressing  three  questions: 


• What  am  I trying  to  improve?  (Goal) 

• How  will  I know  that  the  change  I 
make  is  an  improvement?  (Measure- 
ment) 

• What  process  can  I change  that  will 
lead  to  improvement?  (Work) 

Figure  1 

After  three  questions  are  answered  (What 
are  we  trying  to  accomplish?  How  will  we 
know  that  a change  is  an  improvement? 
What  change  can  we  make  in  the  process 
that  will  result  in  an  improvement?),  rapid 
cycle  testing  begins  with  use  of  the  Plan- 
Do-Study- Act  Cycle  (PDSA). 

PLAN 


CPM  = guideline;  KPV  = key  process  vari- 
able; KOV  = key  outcome  variable 
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Figure  2 


Repeating  PDSA  cycles  rapidly  (2  to  12 
weeks)  and  making  changes  in  process  of 
care  on  the  basis  of  testing,  measurement, 
and  study  of  improvement  in  the  key 
outcome  variable  is  the  method  of  practice- 
based  learning  for  improvement. 


Figure  4 
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Mean:  187;  SD:  83;  FBS  Tests:  512 


If  the  intent  is  to  improve  care  of  pa- 
tients with  diabetes,  the  respective  an- 
swers would  be  the  following: 

• I will  improve  diabetes  care. 

• I will  measure  fasting  blood  sugar 
(FBS)  and  hemoglobin  Ale  (Hb  Ale). 

• I will  change  these  processes  of  care 
(one  at  a time): 

Patient  self-monitoring  of  FBS. 
The  examination  given  to  pa- 
tients with  diabetes. 

The  medications  used  to  treat  pa- 
tients with  diabetes. 


Figure  3 


Skills  in  these  four  areas  are  necessary 
before  the  method  of  rapid  cycle  testing 
using  PDSA  cycles  will  be  effective  in 
creating  practice-based  learning  for 
improvement. 

Population-based  Measurement 

Process-  ^ Outcome- 

based  based 

Evaluation  Monitoring 

Evidence-based  Therapeutics 
PDSA=  Plan-Do-Study-Act 
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Ale 


Mean:  10.5;  SD:  3.2;  Hb  Ale  Tests:  461 


Monitoring  the  FBS  or  Hb  Ale  key 
outcome  variable  over  time  will  test 
the  ability  of  the  process  changes  to 
bring  about  improvement. 

However,  before  effective  monitor- 
ing and  rapid  cycle  testing  can  be 
done,  the  principles  of  practice-based 
learning  for  improvement  must  be 
clearly  understood  (Figure  3).  Skills 
are  needed  in  four  areas:  population- 
based  measurement,  process-based 
evaluation,  evidence-based  therapeu- 
tics, and  outcomes-based  monitoring. 


Evaluating  baseline  performance 

Learning  to  perform  and  understand 
population-based  measurement  (5,6)  is 
the  starting  point.  For  example,  the 
measurement  and  analysis  of  FBS  in  a 
population  of  100  diabetic  patients  from 
1992  through  1994  revealed  histograms 
(Figure  4)  showing  that  the  mean  FBS 
of  the  population  was  not  the  expected 
140  but  instead  187,  and  that  the  mean 
Hb  Ale  was  not  8.5  but  10.5.  This  infor- 
mation must  not  be  explained  away  on 
the  basis  of  severity  of  illness  but  is  re- 
lated to  an  old  or  outdated  paradigm  of 
care.  It  conveys  an  unmistakable  mes- 
sage about  a need  for  process-based 
evaluation  and  change  of  the  care  pro- 
vided to  patients  with  diabetes. 

Process-based  evaluation  begins  with  a 
careful  study  of  current  clinical  care, 
which  answers  the  questions  what, 
where,  how,  why,  and  when.  This  evalu- 
ation is  conducted  by  using  several  use- 
ful tools  (7),  including  flowcharts, 
cause-and-effect  diagrams,  Pareto  charts, 
and  grids,  and  by  benchmarking  guide- 
lines for  comparison.  The  discipline  of 
critical  work  process  analysis  gives  the 
physician  information  about  operations, 
workflow,  efficiency,  effectiveness,  and 
utilization  of  resources  that  accounts  for 
the  observations  seen  in  the  baseline 
population-based  measurement. 

Process-based  evaluation  connects 
seamlessly  with  systems  improvement 
science  that  states  that  the  structure  of 
a microsystem  dictates  its  outcomes  be- 
cause every  microsystem  is  perfectly  de- 
signed to  get  the  results  that  it  gets  (8). 
In  other  words,  the  microsystem  per- 
fectly designed  to  give  these  results 
(Figure  4)  was  a 1970  paradigm  of  di- 
abetes care  that  included  very  little  pa- 
tient education,  almost  no  patient 
empowerment,  and  the  use  of  sulfony- 
lureas  as  first-line  therapy  in  almost  all 
type  2 diabetics.  Having  baseline  popu- 
lation-based data  provided  information 
for  learning,  which  opened  the  door  to 
critical  process-based  evaluation  (9,10) 
leading  to  consideration  of  uniform 
recommendations  for  standards  of 
care,  implementation  of  guidelines, 
thoughtful  process  change,  and  im- 
provement in  diabetes  care. 


Glycemic  control  in  diabetes  is  monitored  with  fasting  blood  sugar  (FBS)  and  with  hemoglobin 
Ale  (Hb  Ale).  Side-by-side  comparison  of  histograms  of  these  two  tests  (FBS  and  Hb  Ale) 
performed  in  a population  of  100  patients  with  diabetes  over  3 years  (1992  through  1994)  shows 
mean  values  of  187  and  10.5,  respectively.  Acceptable  control  before  publication  of  the  DCCT  and 
UKPDS  randomized  control  trials  should  have  been  reflected  in  mean  values  of  140  and  8.5, 
respectively.  These  histograms  send  a clear  message  of  the  need  for  improvement  in  the 
microsystem  process  of  care  for  ambulatory  patients  with  diabetes. 

Histogram  of  FBS  Histogram  of  Hb  Ale 

1992-1994  1992-1994 


DCCT  = Diabetes  Control  and  Complications  Trial;  UKPDS  = United  Kingdom  Prospective 
Diabetes  Study 
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Figure  5 


Patients  were  instructed  to  plot  daily  glucometer  readings  for  fasting  blood  sugar  on  these  charts 
and  to  bring  them  to  their  follow-up  visits.  The  numbers  of  the  X-axis  correspond  to  days  of  the 
month  and  those  on  the  Y-axis,  to  blood  sugar.  On  the  basis  of  clinical  judgment,  the  upper 
specification  limit  (USD  was  set  at  130  and  the  lower  specification  limit  (LSL),  at  90.  The  center 
specification  (CSL)  or  treatment  goal  was  fasting  blood  sugar  of  110.  The  grid  lines  assist  patients 
in  plotting.  In  this  manner,  the  patients  are  taught  the  fundamentals  of  acceptable  variation  and 
are  given  a clear  understanding  of  the  goal  for  glycemic  control.  Similar  reasoning  could  be  used 
to  develop  specification  charts  for  such  clinical  indicators  as  peak  flow  rates  in  asthma,  systolic 
and  diastolic  blood  pressure  in  hypertension,  and  others. 


Specification  Chart 
Diabetes  Mellitus 

Name:  Month: 


1 3 5 7 9 11  13  15  17  19  21  23  25  27  29  31 

Day  of  Month 


The  science  of  systems  improvement 
also  states  that  microsystems  must  be 
managed  and  that  microsystem  improve- 
ment must  be  led  (11).  Managing  sys- 
tems and  leading  improvement  require 
the  orientation  and  discipline  that  come 
from  measurement.  For  diffusion  of  prac- 
tice-based innovation  upward  into 
macrosystem  improvement  of  diabetes 
care,  coordinated  improvement  of  care  is 
obviously  required  at  many  microsystem 
■levels  — family,  patient,  physician,  nurse 
practitioner,  certified  diabetes  educator, 
dietitian,  and  others  (12,13). 

Improving  diabetes  care 

Since  diabetes  mellitus  is  a prevalent  seri- 
ous chronic  condition  with  costly  comor- 
j bidities,  changes  in  the  process  of 
[diabetes  care  delivery  that  will  improve 
intermediate  outcomes  and  hold  these 
gains  over  time  should  yield  measurable 
reduction  in  comorbidities,  significant 
cost  savings,  improved  functional  status, 
and  increased  patient  satisfaction 
!(14-18).  Fortunately  with  new  medica- 
tions available  for  the  treatment  of  insulin 
resistance,  old  paradigms  of  diabetes  care 
can  be  updated  and  replaced  with  more 
modern,  evidence-based  therapeutics 
] (19,20).  The  introduction  of  metformin. 


thiazoladinediones,  and  improved  insulin 
preparations  together  with  better  dia- 
betes-related education  has  already  be- 
gun to  have  an  impact  (21,22).  However, 
to  achieve  the  best  outcomes  in  both  indi- 
viduals and  populations,  outcomes-based 
monitoring  of  glycemic  control  in  all  pa- 
tients with  diabetes  over  a sustained  pe- 
riod of  time  is  needed  (23).  To  initiate 
change  in  the  process  of  care  at  the  level 
of  individual  clinical  practice  (the  physi- 
cian-patient microsystem),  the  physician 
would  first  evaluate  baseline  performance 
and  then  could  begin  outcomes-based 
monitoring  by  teaching  patients  to  meas- 
ure and  monitor  their  own  outcomes. 

Empowering  patients  to  monitor  their 
own  outcomes 

In  the  patient-physician  microsystem, 
the  patient  has  a unique  role  both  as 
the  recipient  and  the  provider  of  his  or 
her  own  care  based  upon  the  physi- 
cian’s recommendations.  Health  care 
delivery  does  not  simply  act  upon  a pa- 
tient; it  acts  in  conjunction  with  a pa- 
tient’s microsystem  for  personal  care. 

The  science  of  systems  asserts  that 
the  performance  of  the  system  will  not 
change  substantially  until  the  structure 
of  the  system  is  changed  (8).  One  of 


the  most  profound  things  that  a physi- 
cian can  do  to  initiate  clinical  practice 
improvement  is  to  empower  the  pa- 
tient to  measure  and,  thereby,  to  im- 
prove the  coupling  between  the 
patient’s  personal  care  microsystem 
and  the  physician’s  health  care  mi- 
crosystem. A simple  mechanism  for  do- 
ing this  is  a thoughtful  and  frequent 
information-feedback  loop. 

At  first  look,  that  the  patient’s  per- 
sonal care  microsystem  must  already  be 
connected  to  the  physician’s  health  care 
microsystem  seems  obvious.  However, 
a closer  look  will  reveal  that  often  this 
coupling  is  not  very  good.  Specifically, 
the  feedback  of  information  on  progress 
often  has  a time  constant  that  is  incon- 
sistent with  the  underlying  dynamics  of 
the  system  it  is  intended  to  monitor. 

In  traditional  systems  of  care  for  pa- 
tients with  chronic  diseases  such  as  dia- 
betes, the  patient  knows  the  diagnosis, 
the  likely  outcomes,  and  the  general  ad- 
vice regarding  such  matters  as  diet, 
medication,  foot  care,  and  eye  care. 
Physiology  and  social  situation  differ 
for  every  patient,  and  these  variations 
make  a difference  in  the  patient’s  health 
status.  Patients  need  feedback  to  help 
them  assess  the  health  impact  of  daily 
life  and  the  decisions  they  make.  The 
establishment  of  better,  clearer,  more 
frequent  information  feedback  is,  there- 
fore, a change  in  the  structure  of  the  pa- 
tient care  microsystem  that  will  lead  to 
a better  clinical  outcome. 

The  principle  involved  comes  from  a 
branch  of  systems  science  called  informa- 
tion theory.  Claude  Shannon,  an  engineer 
working  on  communications  and  radar 
research  at  Bell  Laboratories  during  the 
1940s,  stated  the  general  principle  that 
the  frequency  of  feedback  in  a system 
should  be  related  to  the  frequency  with 
which  the  thing  being  monitored  can  be 
expected  to  change  (24).  Applied  to  med- 
icine, Shannon’s  information  theory  sug- 
gests that  if  patients  are  making  decisions 
daily  that  can  change  the  course  of  their 
disease,  they  should  have  daily  feedback. 
This  is  clearly  the  case  for  blood  glucose 
levels  in  diabetic  patients. 

Building  on  these  concepts,  100  pa- 
tients with  diabetes  were  taught  to  per- 
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Figure  6 


Patient’s  self-monitored  blood  glucose  data  recorded  on  a diabetes  specification  chart  (data 
plotted  in  time  sequence  and  grid  lines  removed)  allow  rapid  and  accurate  evaluation  of 
effectiveness  of  treatment  over  time.  Both  physicians  and  patients  become  proficient  at 
understanding  process-of-care  stability  and  the  importance  of  treatment  to  goal.  Communication 
between  patient  and  physician  about  the  key  outcome  variable  (fasting  blood  sugar)  is  improved, 
and  rapid  daily  feedback  supports  positive  behavior,  empowering  patients  to  both  understand  and 
change  their  own  microsystems. 


1 3 5 7 9 11  13  15  17  19  21  23  25  27  29  31 

Day  of  Month 


form  daily  self-monitoring  of  blood  glu- 
cose (SMBG)  using  a glucometer  and 
were  given  a simple  graphic  measure- 
ment tool  called  a “diabetes  specifica- 
tion chart.”  This  chart  is  a line  graph  of 
data  collected  over  time,  with  superim- 
posed horizontal  lines  indicating  a 
range  of  allowable  variation  labeled  up- 
per and  lower  specification  limits.  The 
chart  may  also  contain  a horizontal  line 
near  the  center  of  that  range  that  repre- 
sents the  goal  of  treatment  (Figure  5). 

In  small  group  sessions,  patients  were 
taught  the  basic  elements  of  good  dia- 
betes care  and  the  proper  technique  for 
measuring  and  recording  daily  blood 
glucose  levels  on  the  diabetes  specifica- 
tion chart.  They  were  asked  to  bring 
their  completed  specihcation  charts  with 
them  to  their  follow-up  visits  (Figure  6). 

Before  this  microsystem  change,  the 
diabetic  patient  might  spend  15  minutes 
four  times  a year  with  a physician  re- 
ceiving feedback  about  the  disease.  Us- 
ing a diabetes  specihcation  chart,  the 
patient  may  now  spend  5 minutes  each 
day  measuring,  plotting,  and  receiving 
feedback  about  glycemic  control  — 15 
hours  of  feedback  per  year  versus  1 
hour  of  feedback  per  year.  Is  it  any  won- 
der that  clinical  outcomes  improve? 

Graphical  display  (25)  of  patient  self- 


measurement of  fasting  glucose  connects 
the  patient’s  personal  care  microsystem 
with  the  physician’s  health  care  microsys- 
tem and  emphasizes  clearly  the  dual  role 
of  the  patient  as  both  provider  of  his  or 
her  own  care  and  benehciary  of  a larger 
health  care  system.  Patients  are  motivated 
and  better  equipped  to  make  judgments 
regarding  diet,  exercise,  compliance, 
treatment  changes,  and  overall  control  of 
their  diabetes.  They  begin  to  request  vis- 
its with  other  members  of  the  diabetes 
care  team  such  as  diabetes  educators  and 
dietitians.  They  understand  that  better 
control  of  blood  sugar  will  prevent  com- 
plications of  their  disease,  and  they  begin 
to  ask  questions  about  the  appropriate 
use  of  their  medications.  Return  visits  do 
not  take  any  more  time  than  they  had  be- 
fore the  intervention,  but  the  review  of  di- 
abetic specification  charts  with  the 
physician  becomes  an  expected  and  im- 
portant part  of  the  care  system. 

Patients  become  adept  at  reporting 
the  reasons  for  values  outside  of  speci- 
fication limits  and  understand  more 
about  their  own  biological  and  social 
systems  and  how  those  systems  interact 
with  their  diabetes.  This  simple  method 
of  outcomes-based  monitoring  results 
in  the  patients’  being  more  involved  in 
their  own  care  and  more  aware  of  the 


direct  correlation  between  their  day-to- 
day  behavior  and  the  control  of  their 
disease.  The  diabetes  specification  chart 
is  an  effective,  inexpensive,  simple  out- 
comes-based monitoring  tool  that  leads 
to  sustainable  intermediate  outcome 
improvement  and  better  glycemic  con- 
trol. Patients  change  what  they  measure! 
With  a change  in  the  microsystem  of  di- 
abetes care  having  been  initiated,  the 
next  challenge  is  to  maintain  the  gains 
or  sustain  the  improvement. 

Advanced  outcomes-based 
monitoring 

Physicians  involved  in  clinical  practice 
improvement  are  quick  to  see  the  need 
for  more  advanced  measurement  tools 
for  outcomes-based  monitoring.  Con- 
trol charts  are  simple  statistical  tools 
that  provide  information  useful  in  eval- 
uating and  achieving  new  levels  of  per- 
formance in  a system  (26,27). 

While  Deming  (28)  referenced  the 
work  of  Hirokawa  and  Sugiyama  (29) 
who  were  engineering  faculty  members 
at  Osaka  University  in  Japan  and  had 
used  X-bar  and  R charts  in  1980  to  fol- 
low the  progress  of  patients  learning  to 
walk  after  an  operation,  Laffel  and  Blu- 
menthal  (30)  were  the  earliest  medical . 
writers  to  recognize  the  value  of  control 
charts  in  clinical  medicine.  Roberts  sug- 
gested the  use  of  control  charts  in  1993 
to  monitor  prevention  of  exercise-related 
injuries,  hypertension,  diabetes,  and 
smoking  cessation,  and  gave  an  example 
of  control  charts  used  to  monitor  blood 
pressure  (2,  pp  148-154).  Nelson  and 
colleagues  (6,31)  give  examples  of  the 
use  of  control  charts  in  individual  clinical 
care  and  in  monitoring  length  of  stay, 
time  to  therapy,  and  duration  of  therapy 
for  community-acquired  pneumonia. 
Carey  and  Lloyd  (32)  provide  several 
case  studies  of  the  use  of  control  charts 
in  macrosystems  related  to  laboratory 
turnaround  time,  cesarean  section  rate,] 
patient  falls,  use  of  restraints,  and  med- 
ication errors.  Gibson  and  colleagues’ 
(33)  report  the  use  of  control  charts  to 
help  physicians  understand  the  degree  oh 
variability  in  peak  expiratory  flow  ratesj 
of  individual  patients.  The  analysis  of  the 
control  charts  for  this  purpose  enabled 
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Figure  7 


This  individual  or  item  control  chart  shows  data  converted  from  a diabetes  specification  chart  to 
control  chart  format.  Each  plotted  point  represents  one  self-monitored  blood  sugar  value  — 
hence,  the  terms  “individual”  or  “item.”  This  chart  is  useful  for  analysis  of  process  stability, 
outcome  predictability,  capability  of  treatment  to  goal,  and  improvement  in  care  of  a single 
patient.  A patient’s  control  chart  displays  a key  outcome  variable  (fasting  blood  sugar  [FBS])  in 
time  (DAY)  sequence  order.  The  center  line  (CL)  on  the  charts  is  the  mean  value  of  the  data  set. 
The  UCL  and  LCL  are  the  upper  and  lower  control  limits,  indicating  the  range  of  expected 
variation  based  on  statistical  analysis.  Control  limits  are  set  3 standard  deviations  above  and 
below  the  mean  by  using  the  formula  CL  = (mean)  ± (2.66  x [mean  moving  range]). 

Control  of  Diabetes 
Individual  Control  Chart 


Diet  and  Sulfonylurea  Insulin  and  Troglitazone 


Day 


physicians  and  patients  to  work  together 
to  individualize  care  plans  and  manage 
asthma  exacerbation  at  an  earlier  stage. 
Boggs  (34)  also  makes  a strong  case  for 
the  use  of  control  charts  in  clinical  care 
of  patients  with  asthma.  Several  clini- 
cians (6,29,35-37)  have  reported  on  the 
use  of  control  charts  to  respond  appro- 
priately to  variation  in  blood  sugar  read- 
ings for  diabetics.  Laffel  and  colleagues 
(38)  have  analyzed  continuous  data 
streams  from  intensive  care  unit  patients 
that  suggest  physicians  may  be  overmed- 
icating patients  in  response  to  random 
variation  in  readings.  In  the  future,  the 
use  of  control  charts  for  inpatient  moni- 
toring of  changing  physiological  and  lab- 
oratory variables  may  prove  to  be  a 
particularly  fruitful  application. 

Use  of  control  charts  for  outcomes- 
based  monitoring 

In  the  ongoing  improvement  of  diabetes 
care,  control  charts  have  been  used  to 
monitor  the  stability  of  the  process  of  in- 
: dividual  care  and  clinical  outcomes  in  a 
I population.  Individual  patient  “diabetes 
specification  chart”  data  entered  into  and 
analyzed  by  a computer  program  pro- 
duced the  control  chart  shown  in  Figure 
7.  The  program  used  was  Statit  (avail- 
able from  Statware,  257  SW  Madison 
Ave,  Corvalis,  OR  97333  or  www.stat- 
: ware.com),  but  similar  output  can  be 
i generated  by  using  other  commercially 
'available  statistical  packages  like 
'Minitab,  Stata,  SPSS,  and  SQ  Systems,  or 
;by  programming  formulas  like  the  one  in 
the  caption  of  Figure  7 into  the  cells  of 
any  popular  spreadsheet  software  such 
as  Lotus  1-2-3  or  Excel  (39,40). 

The  individual  control  chart  (Figure 
[7)  illustrates  the  dramatic  change  that 
is  often  seen  when  a treatment  regimen 
is  improved.  In  this  case,  a patient  with 
adult  onset  diabetes  was  changed  from 
a regimen  of  diet  and  a sulfonylurea  to 
a regimen  of  diet,  bedtime  insulin,  and 
a thiazoladinedione  with  measurable 
results  reflected  in  the  key  outcome 
variable  FBS.  Note  the  absence  of  a 
time  interval  between  the  two  phases 
^displayed.  The  changes  are  immediate 
|and  occur  almost  from  one  day  to  the 
next.  Data  displayed  in  this  manner  are 
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extremely  helpful  to  the  clinician  and 
become  a powerful  teaching  tool  in 
doctor-patient  interaction. 

Control  charts  for  individual  pa- 
tients require  more  effort  to  construct 
than  simple  specification  charts  and  are 
usually  not  created  and  maintained  by 
patients.  They  provide  further  insights 
for  the  clinician  that  assist  in  continu- 
ous improvement,  including  the  ability 
to  evaluate  the  stability  of  the  system 
of  care,  the  predictability  of  the  key 
outcome  variable,  and  the  capability  of 
reaching  the  treatment  goal.  For  pa- 
tients who  might  not  be  able  to  reach 
the  treatment  goal  — for  blood  glu- 
cose, weight,  blood  pressure,  or  peak 
flow  — an  individual  control  chart  can 
still  be  used  to  help  the  patient  achieve 
a stable  level  of  performance  relative  to 
a standard  for  a key  outcome  variable. 

Control  charts  are  useful  also  for 
analysis  of  the  impact  of  microsystem 
change  on  a population  of  patients  (Fig- 
ure 8).  This  example  shows  clearly  the 
improvement  of  the  mean  Hb  Ale  in  a 


population  already  using  the  diabetes 
specification  chart  for  self-monitoring  as 
two  new  rapid  cycle  tests  are  performed, 
each  taking  about  4 months.  The  first 
change  was  process-based  improvement 
or  the  use  of  a uniform  process  of  care  for 
all  patients  with  diabetes,  and  the  second, 
evidence-based  or  the  use  of  metformin 
in  the  treatment  of  insulin  resistance. 

In  more  advanced  use  of  control 
charts,  if  all  Hb  Ale  tests  are  done  in  a 
common  laboratory,  an  organization  can 
provide  specific  Hb  Ale  reports  in  X-bar 
control  chart  format  for  feedback  to  cli- 
nicians showing  population-based  care. 
The  impact  and  sustainability  of  im- 
provement may  also  be  illustrated  (Fig- 
ure 9)  by  charting  the  mean  and  range 
from  a series  of  X-bar  charts  over  time. 

Conclusion;  practice-based  learning  for 
improvement  provides  momentum  for 
change  of  systems  of  clinical  practice 

Starting  with  population-based  meas- 
urement, clinicians  can  recognize  the  op- 
portunity and  the  need  for  process-based 
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Figure  8 


An  X-bar  control  chart  is  used  to  evaluate  the  impact  of  change  in  a microsystem  on  a group  or 
population  of  patients.  The  key  outcome  variable  (hemoglobin  Ale  [Hb  Ale])  is  sorted  in  time 
sequence  order  (January  through  December  1997).  Each  plotted  point  represents  an  average 
value  (X-bar)  from  a set  of  five  Hb  Ale.  The  data  are  useful  for  analysis  of  process  stability, 
outcome  predictability,  capability  of  treatment  to  goal,  and  comparison  to  illustrate  improvement 
in  care.  Population-based  outcome  studies  in  control  chart  format  illustrate  that  the  population 
being  studied  serves  as  its  own  control  in  sequential  improvement  cycles.  This  chart  shows  the 
change  in  mean  (CL)  and  the  decrease  in  variation  (UCL  and  LCL)  related  to  two  changes  or 
improvements  in  diabetes  care  after  self-monitoring  was  introduced  in  1997. 

Diabetes  Care  1997 

X-bar  Control  Chart 


Cycle  #1  — Self-monitoring  Cycle  #2  — Uniform  Care  Cycle  #3  — Correct  medication 


evaluation  leading  to  better  care.  Using 
repetitive  PDSA  cycles  and  rapid  cycle 
testing,  physicians  can  test  evidence- 
based  therapeutics  and  plan  new  para- 
digms of  care.  Patients  can  learn  basic 
outcomes-based  monitoring  that  em- 
powers them  to  improve  their  own  care. 
Physicians  should  develop  the  skills  to 
understand  the  science  and  mathematics 
of  advanced  outcomes-based  monitoring 
embodied  in  measurement  by  using  con- 
trol charts  (see  Appendix).  Patients 
should  be  concerned  with  improvement 
and  holding  gains  in  the  key  intermedi- 
ate outcome  variable  of  glycemic  con- 
trol, SMBG  of  110;  physicians,  with 
treatment  to  goal  of  Hb  Ale  <7.0;  and 
health  plans  and  integrated  health  care 
organizations,  with  outcomes  data  from 
larger  populations  of  patients  showing 
the  rates  of  decrease  in  incidence  of 
complications  such  as  dialysis,  amputa- 
tions, or  myocardial  infarctions  in  pa- 
tients with  sustained  glycemic  control. 

Physicians  must  take  charge  of  their 
data  and  take  pride  in  their  outcomes. 
With  this  kind  of  learning  directed  to- 
ss 


ward  improvement,  clinicians  will  find 
joy  in  a job  well  done,  become  experts 
in  focused  disease  management 
(23,41),  and  be  able  to  market  them- 
selves on  the  basis  of  their  outcomes 

(42)  and  their  understanding  and  use 
of  the  four  principles  of  practice-based 
learning  for  improvement. 

Practice-based  learning  for  im- 
provement will  allow  us  to  move  be- 
yond “science  projects”  and  will  give  us 
skills  and  time  to  concentrate  on  treat- 
ment to  goal,  service  to  patients,  the 
use  of  information  systems  or  disease 
registries,  efficiency,  lean  production 

(43) ,  and  elimination  of  waste  and  pre- 
vention of  errors  (44).  The  near  future 
will  find  us  in  the  realms  of  economic 
analysis,  expression  of  outcomes-based 
monitoring  in  dollars  and  cents  (45), 
resource  conservation,  and  fair  and  ef- 
fective contract  negotiation. 

The  simple  principles  and  methods 
illustrated  in  this  article  coupled  with 
histograms,  specification  charts,  and 
control  charts  provide  rapid  feedback 
of  pertinent  clinical  information.  These 
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tools  give  us  the  power  to  improve  and 
control  our  microsystems  and  the 
leverage  to  influence  the  macrosystem. 


Appendix:  Understanding  control 
charts  — help  for  those  new  to  this 
type  of  time-sequence  measurement 
and  monitoring 

Control  charts  are  simple  statistical  tools 
for  outcomes-based  monitoring  that  pro- 
vide information  useful  in  evaluating 
and  achieving  new  levels  of  performance 
in  a system  (4,26,32).  A control  chart  is 
a line  graph  of  data  collected  over  time, 
with  three  superimposed  horizontal 
lines  indicating  a measure  of  central  ten- 
dency and  statistically  derived  upper 
and  lower  control  limits  (Figure  7). 

These  control  limits  differ  conceptu- 
ally from  the  upper  and  lower  limits  on 
the  specification  charts.  In  specification 
charts,  the  limits  are  based  on  clinical 
knowledge  and  indicate  the  range  of 
clinically  important  variation.  In  con- 
trol charts,  the  upper  and  lower  control 
limits  are  mathematically  calculated 
and  delineate  the  range  of  random  vari- 
ation that  would  be  expected  from  a 
stable  system.  In  control  chart  parlance, 
this  is  called  “common  cause  variation.” 

If  the  measured  data  points  fall 
within  the  control  limits,  we  can  say 
that  the  performance  of  the  system  is 
predictable  and  that  future  data  points 
will  continue  to  fall  within  these  limits 
as  long  as  the  system  remains  stable. 
When  the  control  chart  shows  only 
random  variation,  we  can  also  assert 
that  further  improvements  in  perform- 
ance can  only  come  about  through  fun- 
damental changes  in  the  system  itself. 
When  the  data  points  fall  within  the 
control  limits,  reacting  to  individual 
ups  and  downs  is  called  “tampering” 
and  is  likely  to  be  counterproductive. 

The  upper  and  lower  control  limits 
on  a control  chart  are  typically  set  at 
plus  and  minus  3 standard  deviations 
around  the  mean.  Shewhart,  Wheeler, 
and  others  have  shown  that  such  limits 
provide  adequate  detection  of  undesir- 
able changes  while  conservatively 
avoiding  tampering  (7,26,27,46).  When 
values  fall  outside  the  control  limits  or 
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exhibit  certain  unnatural  patterns 
within  the  control  limits,  they  provide 
strong  statistical  evidence  of  a so-called 
“special  cause  or  assignable  cause  varia- 
tion.” In  such  cases,  the  evidence  in  the 
data  suggests  that  the  variation  is  not 
random.  With  this  kind  of  assignable  or 
special  cause  variation,  isolating  the 
cause  and  removing  it  from  the  system 
should  be  possible.  To  assure  that  the 
performance  of  a microsystem  of  clinical 
care  will  be  stable,  the  range  of  random 
variation  or  the  control  limits  should  be 
less  than  the  range  of  clinically  impor- 
tant variation  or  the  specification  limits. 

Control  charts  are  mathematically 
■ derived,  scientifically  sound  time-series 
statistical  methods  used  to  extract 
knowledge  from  patterns  that  lie  in  the 
I sequence  of  data  (48-50).  This  informa- 
^ tion  can  be  quite  useful  in  understand- 
^ ing  clinical  issues  related  to  process  of 
; care  such  as  blood  sugar  control  in  dia- 
f betics  on  metformin  or  peak  flow  meas- 
l urements  in  asthmatics  on  inhaled 
\ steroids.  Another  example  of  the  useful- 
: ness  of  control  charts  would  be  the  time 
I sequence  analysis  of  a patient’s  fasting 
1 blood  sugar  levels  to  show  an  upward 
;;or  downward  trend  during  weekends, 

: or  whether  the  levels  spike  upward  or 
: downward  at  certain  times  and  then  re- 
turn to  normal.  If  such  statistically  sig- 
nificant trends  and  shifts  are  present, 
the  patient  and  the  clinician  might  un- 
: cover  new  learning  about  the  effects  of 
medication,  exercise,  changes  in  diet,  or 
mther  routines.  Outcomes-based  moni- 
‘ toring  with  control  charts  supports  sci- 
;entifically  sound  statistically  based 
i continuous  learning  and  improvement. 

In  contrast,  the  statistical  methods 
i based  on  estimation  theory  and  hypothe- 
isis  testing  that  most  physicians  have 
i learned  are  based  on  two-sample  compar- 
lisons  (51,52).  These  methods  typically  ig- 
nore, or  average  out,  the  information 
i contained  in  the  time  sequence  of  the 
: data.  For  example,  using  hypothesis-test- 
1 ing  methods,  we  might  only  be  interested 
i in  determining  the  statistical  significance 
of  the  difference  between  a patient’s  av- 
erage blood  sugar  level  pre-  and  postin- 
itervention.  This  is  useful  forjudging  the 
overall  effectiveness  of  an  intervention  in 


Figure  9 


This  mean  and  range  chart  derived  from  population-based  data  shows  the  change  in  both  the 
mean  and  range  of  hemoglobin  Ale  (Mb  Ale)  over  time.  The  years  1992  and  1993  represent 
baseline  data.  The  years  1994,  1995,  and  1996  reflect  the  impact  of  Hb  Ale  of  patient  self- 
monitoring as  a microsystem  change.  In  1997,  improvements  in  the  microsystem  included  the 
introduction  of  a uniform  process  for  care  and  the  widespread  use  of  metformin.  Further 
improvement  in  1998  came  from  the  development  of  a diabetes  registry  and  Its  use  in  effective 
disease  management.  This  chart  shows  effectively  that  microsystem  process  change  yields 
measurable  and  sustainable  improvement  over  time. 


hindsight,  but  it  misses  the  opportunity 
for  further  insight  or  foresight  from  the  in- 
formation contained  in  the  time  sequence 
of  the  data  — insight  that  often  leads  to 
further  improvement. 

The  question  is  not  that  of  control 
charts  versus  other  statistical  methods. 
Both  are  useful  and  both  have  their 
place.  Both  are  based  on  sound  statisti- 
cal theory;  they  simply  come  from  dif- 
ferent branches  of  the  field  (53). 
Statistical  methods  based  on  estimation 
theory  and  hypothesis  testing  require 
larger  samples,  are  useful  for  overall 
judgment  of  the  effectiveness  of  a spe- 
cific intervention,  and  answer  the  ques- 
tion “What  is  the  best  treatment?” 
Statistical  methods  based  on  the  time  se- 
quence data  displayed  in  control  charts 
require  smaller  samples,  better  support, 
continuous  learning  and  improvement 
about  the  process  of  care,  and  answer 
the  question  “What  is  the  best  way  to 
provide  the  best  treatment?”  They 
specifically  answer  the  question  “How 
stable,  predictable,  and  capable  of  reach- 
ing the  specification  or  treatment  goal  is 
this  process?”  In  medicine,  we  need  evi- 
dence from  both  of  these  statistical 
methods  for  we  must  know  both  the  best 
treatment  and  how  best  to  provide  it. 


Beginners  using  control  charts  in 
clinical  practice  improvement  should 
learn  to  use  three  charts  for  display  of 
variables  or  continuous  measurement 
data  (X  and  MR  charts,  X-bar  and  R 
charts,  and  X-bar  and  S charts)  and  two 
charts  for  display  of  attributes  or  counts 
data  (P  chart  and  C chart).  The  X and 
MR  chart  is  most  useful  in  displaying 
variables  data  related  to  care  of  individ- 
ual patients  over  time.  The  X-bar  and  R 
and  the  X-bar  and  S charts  are  useful  in 
displaying  variables  data  of  small  and 
large  populations  of  patients,  respec- 
tively. The  P chart  is  most  useful  in 
showing  rates  of  errors  and  the  C chart 
is  useful  when  counting  defects.  P 
charts  can  be  used  when  both  the  nu- 
merator (number  of  errors  in  the  popu- 
lation) and  the  denominator  (total 
number  in  the  population)  are  known 
or  when  only  the  numerator  is  known. 

Finally,  we  recommended  strongly 
that  control  chart  analysis  be  done  with 
the  assistance  of  reliable  computer  soft- 
ware. The  charts  can  be  made  and  an- 
alyzed by  hand,  but  this  is  very  time 
consuming.  The  formulas  can  be  en- 
tered into  spreadsheets  (39,40)  but 
working  with  an  established  statistical 
package  is  much  easier. 
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! Quality  in  health  care;  what  are  the  problems  and  what  are  the  solutions? 
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The  health  care  industry  must  define  quality  as  achieving  “desired  health  outcomes” 
that  are  “ consistent  with  current  professional  knowledge.”  Once  a single  definition  is 
established,  health  care  professionals  can  begin  to  measure  quality  and  improve  the 
process  of  health  care  in  this  country.  Clinical  variation  and  an  increasing  number  of 
medical  mistakes  have  contributed  to  rising  health  care  costs  and  poor  quality.  Once 
the  industiy  establishes  what  is  wrong,  it  can  begin  to  devise  some  solutions  to  improve 
the  quality  of  health  care.  A six-step  strategy  to  improve  quality  is  suggested:  increas- 
ing accountability  at  all  levels  of  the  industiy,  continuous  quality  improvement,  stan- 
dardization of  medicine  using  guidelines,  patient  empowerment,  improved  access  to 
health  information  through  a centralized  database,  and  the  need  for  incentives  for  pa- 
tients and  medical  professionals.  Although  many  physicians  are  skeptical  of  such 
changes,  the  health  care  industry  clearly  must  work  together  to  address  the  issue  of 
quality  appropriately. 


CME  learning  objectives 
I Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  define  qual- 
ity of  care;  explain  how  increased 
Imedical  errors,  wide  variation  in 
I health  care,  rising  health  care  costs, 
[and  patient  satisfaction  are  directly 
related  to  quality;  illustrate  the  major 
i movement  for  change  that  exists  at  all 
ilevels  of  the  industry;  discuss  the 
{skepticism  that  continues  to  exist 
I among  medical  professionals;  name 
I six  steps  needed  for  quality  improve- 
jment;  and  discuss  the  new  science 
Ithat  has  developed  from  health  care’s 
{movement  toward  quality. 
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introduction 

Improving  the  quality  of  health  care  is 
on  the  national  agenda,  in  part  because 
clinical  variation  and  medical  mistakes 
are  so  prevalent  today.  Medical  mis- 
takes far  outnumber  mistakes  that  oc- 
cur in  many  other  successful  industries 
(1).  The  recent  attention  to  medical  er- 
rors in  the  media  has  tainted  the  public 
perception  of  medicine,  forcing  the  in- 
dustry to  look  critically  at  quality  issues 
in  health  care.  Furthermore,  poor  qual- 
ity has  contributed  to  the  rise  in  health 
care  costs,  establishing  an  economic  ar- 
gument for  quality  improvement. 

To  address  the  issue  of  improving  the 
quality  of  health  care,  this  article  will  at- 
tempt to  meet  the  following  objectives: 

• Define  quality  of  care; 

• Explain  how  increased  medical  er- 
rors, wide  variation  in  health  care, 
rising  health  care  costs,  and  patient 
satisfaction  are  directly  related  to 
quality; 

• Illustrate  the  major  movement  for 
change  that  exists  at  all  levels  of  the 
industry; 


• Discuss  the  skepticism  that  continues 
to  exist  among  medical  professionals; 

• Recommend  a six-step  strategy  for 
quality  improvement;  and 

• Discuss  the  new  science  that  has  de- 
veloped from  health  care’s  move- 
ment towards  quality. 

Quality  in  health  care  has  many  def- 
initions that  vary  considerably,  depend- 
ing on  individual  perspectives.  For 
instance,  a physician  would  likely  de- 
fine quality  differently  than  would  the 
director  of  a managed  care  organization 
(2-4).  Similarly,  professional  organiza- 
tions have  offered  their  own  versions. 
For  example,  RAND  explains  that  tech- 
nical quality  comprises  two  questions: 
“Did  we  do  it  right?”  and  “Was  it  the 
right  thing  to  do?”  Using  the  “Did  we 
do  it  right?”  component  of  this  defini- 
tion, the  Pennsylvania  Healthcare  Cost 
Containment  Council  was  able  to  eval- 
uate the  technical  quality  of  open-heart 
surgery.  The  council  evaluated  inpa- 
tient outcomes  (eg,  the  rate  of  mortal- 
ity) and  postoperative  complications 
(eg,  infections)  (5).  By  simply  knowing 
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the  definition  for  technical  quality,  the 
council  was  able  develop  such  a meas- 
urement tool,  applying  the  philosophy 
that  the  first  step  towards  measuring 
quality  in  health  care  is  defining  it. 

Another  widely  accepted  definition, 
established  by  the  Institute  of  Medicine 
(lOM)  in  1990,  stated  that  quality  is  the 
“degree  to  which  health  services  for  in- 
dividuals and  populations  increase  the 
likelihood  of  desired  health  outcomes 
and  are  consistent  with  current  profes- 
sional knowledge”  (6).  However,  cur- 
rent professional  knowledge,  in  the 
form  of  new  medical  information,  is 
growing  at  an  exponential  rate.  In  the 
1990s,  the  amount  of  new  medical  in- 
formation increased  at  a rate  of  three 
times  that  of  the  previous  three  decades 
combined  (7).  Although  such  innova- 
tion and  expertise  are  on  the  one  hand 
desirable,  they  make  it  increasingly  dif- 
ficult for  medical  professionals  to  man- 
age the  quantity  and  assess  the  quality 
of  such  an  abundance  of  information. 
The  “double-edged  sword”  of  the  infor- 
mation explosion  puts  health  care  pro- 
fessionals and  the  industry  itself  to  the 
test,  and  some  casualties  have  resulted, 
in  the  form  of  errors  and  expenses.  In 
response,  the  health  care  industry  is 
now  trying  to  measure  today’s  quality 
so  as  to  develop  solutions  that  will  im- 
prove tomorrow’s  care. 

To  identify  areas  for  improvement, 
the  following  sections  will  focus  on 
several  aspects  of  health  care  in  which 
quality  is  currently  compromised. 
Taken  together,  clinical  variation,  an 
increased  number  of  medical  mistakes, 
patient  noncompliance,  and  process 
failures  have  contributed  to  an  overall 
lack  of  desired  health  outcomes  and 
rising  health  care  costs.  By  examining 
these  issues  critically,  we  hope  that 
positive  changes  can  occur. 

Too  much  variation  in  health  care 

Clinical  variation  has  contributed  to 
the  lack  of  consistent  quality  in  health 
care.  More  than  20  years  ago,  clinical 
variation  was  described  by  Wennberg 
and  colleagues  using  a technique  called 
“small  area  analysis.”  They  established 
that  great  variation  occurred  in  health 
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care  across  communities  in  Vermont 
(8,9).  Since  then,  researchers  have  ver- 
ified that  the  practice  of  medicine 
varies  significantly  throughout  the  en- 
tire nation.  The  variation  can  occur  be- 
cause of  the  number  of  specialists  and 
surgeons  or  the  type  of  medical  tech- 
nology that  exists  in  a given  region  of 
the  country.  For  instance,  a region  of 
the  country  that  has  more  invasive  car- 
diologists would  likely  perform  more 
cardiac  catheterizations  than  regions 
with  more  noninvasive  cardiologists. 

Many  examples  of  clinical  variation 
exist  today.  For  example,  the  rates  of 
mammography,  standard  immuniza- 
tions, cesarean  sections,  use  of  beta 
blockers  following  myocardial  infarc- 
tion, and  mortality  after  coronary  ar- 
tery bypass  surgery  vary  substantially 
across  our  country  (10).  Such  variation 
has  led  to  undesirable  medical  mis- 
takes and  has  illustrated  an  inability  of 
medical  professionals  to  consistently 
follow  appropriate  evidence-based 
medicine.  For  example,  estimates  sug- 
gest that  more  than  18,000  deaths 
could  be  prevented  with  proper  treat- 
ment (thrombolytics,  beta  blockers,  as- 
pirin, and  angiotensin-converting 
enzyme  inhibitors)  for  acute  myocar- 
dial infarction  (5).  Although  research 
and  literature  heavily  support  these 
and  other  appropriate  treatment  prac- 
tices, not  all  physicians  are  practicing 
evidence-based  medicine,  and  too 
much  clinical  variation  is  the  result. 

If  the  current  system  represents  quality, 
then  why  so  many  medical  mistakes? 

Clinical  variation  has  led  to  countless 
examples  of  medical  mistakes  in  our 
country.  For  example,  a recent  report 
from  the  lOM  illustrated  that  medical 
errors  kill  approximately  44,000  pa- 
tients each  year  (11).  Countless  other 
reports  from  all  levels  of  our  medical 
profession  have  shown  examples  of 
thousands  of  preventable  medical  errors 
occurring  annually  (6,7,12,13).  Pre- 
ventable errors  are  often  errors  made  as 
a result  of  decisions  that  deviate  from 
evidence-based  standards  of  care. 

Clearly,  if  held  to  the  same  standards 
as  other  industries,  the  medical  industry 
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would  not  measure  up.  The  late  Edward 
Deming,  a pioneer  of  systems  develop- 
ment, stated  that  a 99.9%  guarantee  on 
a product’s  quality  should  be  the  stan- 
dard of  quality  against  which  all  indus- 
tries are  judged.  Recent  data  show  that 
patient  injuries  from  medications  occur 
at  a general  rate  of  2000  per  year  in  the 
average  large  teaching  hospital  and  that 
thousands  of  medical  errors  are  commit- 
ted each  week.  Furthermore,  many  in- 
dustries use  the  “Six  Sigma”  statistical 
measurement  for  quality.  “Six  Sigma” 
represents  a limit  of  3.4  defects  per  mil- 
lion on  the  number  of  tolerable  defects 
in  their  products.  Conversely,  1%  of  all 
patients  admitted  to  hospitals  were  in- 
jured because  of  negligence,  according 
to  the  1991  Harvard  Medical  Practice 
Study.  One  percent  translates  into 
10,000  defects  per  million,  3,000  times 
greater  than  the  “Six  Sigma”  goal  (1,13). 

Patients  are  not  satisfied  with  health 
care 

Seemingly,  such  quality  issues  have 
contributed  to  the  overall  dissatisfac- 
tion of  patients  with  health  care  today. 
In  spite  of  the  increasing  medical 
knowledge  and  technology,  health  care 
professionals  and  the  quality  of  care 
they  provide  are  not  meeting  society’s 
expectations.  For  example,  in  a survey 
conducted  in  early  1997  by  the  Na- 
tional Coalition  on  Healthcare,  79%  of 
Americans  felt  that  something  was  seri- 
ously wrong  with  health  care  in  our 
country.  That  concern  has  since  esca- 
lated and  was  confirmed  by  several  fol- 
low-up surveys  released  in  late  1998 
(14).  Overall,  the  research  demon- 
strates that  health  care  in  this  country  is 
not  meeting  the  public’s  “desired  health 
outcomes”  as  defined  by  the  lOM. 

Physicians  are  not  satisfied  with 
patients 

On  the  other  hand,  physicians  are  frus- 
trated with  their  patients,  largely  be- 
cause they  do  not  always  follow  their 
advice.  Noncompliance  by  patients  is  a 
major  problem.  For  example,  a sub- 
stantial number  of  patients  with  high 
cholesterol  or  hypertension  or  both  do 
not  fill  their  initial  prescriptions,  many 
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patients  stop  taking  the  medication  in 
the  first  year,  and  even  more  stop  in  the 
second  year  (15).  As  might  be  sur- 
mised, compliance  with  lifestyle  rec- 
ommendations (eg,  following  the 
proper  diet  and  exercising)  is  even 
■ more  dismal.  This  lack  of  patient  com- 
. pliance  has  contributed  to  poor  clinical 
: outcomes,  rising  health  care  costs,  and 
an  overall  quality  problem  in  our  in- 
: dustry  (15,16).  Yes,  the  health  care  in- 
; dustry  is  making  mistakes,  but  even 
: when  physicians  do  make  the  proper 
; diagnosis  and  deliver  appropriate  rec- 
: ommendations,  patients  don’t  neces- 
i sarily  comply. 

\ Poor  quality  is  costing  America 

[ Lack  of  consistent  quality  has  con- 
1 tributed  to  rising  health  care  costs  (10). 

I In  many  cases,  new,  expensive  tests  or 
I studies  are  inappropriately  ordered  on  a 
i daily  basis.  Furthermore,  the  innumer- 
able examples  of  clinical  variation,  re- 
sultant medical  mistakes,  and  increasing 
patient  noncompliance  have  had  an  im- 
j pact  on  the  cost  of  health  care.  Pre- 
i ventable  injuries  have  been  estimated  to 
I cost  approximately  $5000  per  avoidable 
\ resultant  hospital  stay.  As  costs  increase, 
i many  insurers  are  passing  the  financial 
{burden  on  to  patients  in  the  form  of 
'f  higher  premiums,  deductibles,  and  co- 
j payments.  If  costs  continue  to  rise,  pro- 
tjections  are  that  1 in  5 Americans  will  be 
without  health  insurance  by  the  year 
2009  (5,16,17). 

1 Major  voices  for  change 

: Consequently,  all  levels  of  the  industry 
— government,  employers,  patients, 

; physicians,  and  managed  care  organi- 
izations  — are  attempting  to  improve 
i quality.  But  thus  far,  these  efforts  have 
: been  mostly  disjointed  rather  than  uni- 
ified  across  the  industry  (6,10,12,13). 

For  government,  the  wheels  of  action 
iare  already  turning.  Because  research 
from  state-level  centers  has  shown  that 
medical  professionals  can  learn  from 
medical  errors,  approximately  one  third 
of  all  states  now  require  reporting  of 
medical  errors  (10,11).  Likewise,  the 
i government  has  started  the  process  of 
centralizing  and  improving  access  to 


medical  information.  The  federal 
Agency  for  Healthcare  Research  and 
Quality,  for  example,  has  established  a 
three-part  goal  to  promote  change  to 
“work  with  clinical  decision  makers, 
health  care  system  leaders,  and  policy- 
makers to:  1)  Support  improvement  in 
health  outcomes,  2)  Strengthen  quality 
measurement  and  improvement,  and  3) 
Identify  strategies  to  improve  access, 
foster  appropriate  use,  and  reduce  un- 
necessary expenditures”  (18). 

Managed  care  organizations  and  em- 
ployers have  also  implemented  strate- 
gies to  improve  quality  of  care.  The 
National  Committee  for  Quality  Assur- 
ance, which  was  established  in  1979  by 
managed  care  organizations,  was  re- 
structured in  the  1990s  to  include  some 
large  employers.  The  organization’s  two 
objectives  are  the  accreditation  of 
health  maintenance  organizations  and 
the  publication  of  measures  of  perform- 
ance in  the  Health  Plan  Employer  Data 
and  Information  Set  (HEDIS).  HEDIS 
3.0  was  designed  to  report  more  than 
50  performance  measures.  Those  man- 
aged care  organizations  that  regularly 
report  measures  have  been  documented 
to  be  the  ones  with  the  highest  levels  of 
patient  satisfaction  and  improved  over- 
all quality  of  care  (10,19). 

Along  with  managed  care  organiza- 
tions, a movement  is  under  way  to  im- 
prove the  quality  of  hospital  care.  The 
Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO), 
founded  in  1952  by  the  American  Med- 
ical Association  and  the  American  Hos- 
pital Association,  has  the  authority  to 
terminate  a hospital’s  participation 
with  Medicare  patients  if  the  quality  of 
care  is  deemed  substandard.  Eor  years 
JCAHO  has  wanted  to  use  outcomes 
measures  but  has  met  with  resistance 
from  hospitals.  Now  this  commission  is 
using  the  ORYX  program  to  report  hos- 
pital performance  measures.  Erom  a 
long  list  of  possible  performance  meas- 
ures, hospitals  choose  two  measures  to 
report,  as  long  as  the  measure  is  rele- 
vant to  20%  of  a hospital’s  patient  pop- 
ulation (19).  With  ORYX,  JCAHO  has 
taken  steps  towards  improving  the 
process  of  quality  at  the  hospital  level. 


Performance  is  also  being  measured 
at  the  provider  level.  For  example,  the 
Health  Care  Financing  Administration 
(HCFA),  the  organization  that  assures 
that  Medicare  and  Medicaid  patients  are 
receiving  quality  care,  has  established 
performance  measurements  of  their 
providers.  Simultaneously,  managed  care 
organizations  are  using  their  own  per- 
formance measures  to  show  areas  in 
which  providers  can  improve.  Health 
care  systems  throughout  the  country 
have  begun  to  implement  programs  to 
improve  provider  quality.  In  addition,  the 
Institute  for  Healthcare  Improvement,  a 
nonprofit  institute  founded  in  1991, 
sponsors  sessions  that  focus  on  quality 
improvement  issues  for  providers  across 
the  country.  Along  similar  lines,  the  Insti- 
tute for  Healthcare  Quality,  a private  re- 
search and  consulting  company  in 
Minneapolis,  has  developed  tools  that 
health  care  providers  can  use  to  measure 
and  enhance  quality  (19,20).  These  ini- 
tiatives exemplify  how  quality  issues  are 
being  addressed  at  the  provider  level. 

Finally,  the  medical  profession  is 
empowering  the  consumer  to  take 
health  care  into  his  or  her  own  hands. 
For  example,  speculation  suggests  that 
HCFA  will  make  its  quality  reports  on 
managed  care  organizations,  hospitals, 
and  physicians  available  to  the  con- 
sumer. Similarly,  the  Foundation  for 
Accountability  was  established  in  1995 
to  make  performance  measures  avail- 
able to  the  consumer  in  an  attempt  to 
better  educate  patients  about  who  is 
actually  providing  quality  care  (5). 

Furthermore,  the  American  Heart  As- 
sociation has  empowered  patients  to  be 
accountable  for  their  own  well-being. 
Through  compliance  programs,  this  asso- 
ciation has  encouraged  patients  to  follow 
the  proper  diet,  exercise  regularly,  and 
take  their  medications  as  prescribed.  The 
association  has  provided  work  sheets  for 
patients  to  write  down  questions  they 
might  have  for  the  doctor  as  well  as  sec- 
tions to  maintain  a diary  of  their  medica- 
tions and  diet.  Resources  like  these  will 
allow  the  consumer  to  make  more  in- 
formed decisions,  to  take  a more  active 
role,  and,  subsequently,  to  improve  the 
quality  of  his  or  her  health  care. 
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Thus,  while  all  levels  of  the  industry 
are  making  efforts  to  improve  quality, 
the  efforts  appear  to  be  disparate.  For 
example,  although  many  health  care 
delivery  systems  are  establishing  per- 
formance measures,  inconsistencies  ex- 
ist between  what  is  being  measured  by 
one  system  compared  with  that  by  an- 
other. While  one  system  may  be  meas- 
uring beta  blockers  after  myocardial 
infarction,  another  system  may  meas- 
ure angiotensin-converting  enzyme  in- 
hibitor. More  systemwide  uniformity  of 
performance  measures  is  needed. 
Other  industries,  such  as  the  airline  in- 
dustry, have  made  successful  sys- 
temwide efforts  to  improve  quality.  The 
medical  profession  must  follow  the 
lead  of  the  other  industries  and  work 
as  a system  to  first  improve  the  process 
of  care,  which  ultimately  will  improve 
overall  quality  in  health  care. 

Medical  professionals  are  still 
skeptical 

Although  the  evidence  shows  inconsis- 
tency in  the  quality  of  care,  and  all  lev- 
els of  the  industry  are  attempting  to 
improve  quality,  medical  professionals 
continue  to  remain  skeptical  about 
three  issues.  First,  that  suggested 
changes  will  lead  to  improved  patient 
outcomes  seems  to  be  quite  dubious. 
Second,  quality  assurance  agencies 
tend  to  focus  on  poor  documentation 
and  credentialing,  causing  medical  pro- 
fessionals, in  many  cases,  to  feel  ha- 
rassed. They  feel  that  many  agencies 
focus  more  on  the  minutia  and  not  on 
patient  outcomes.  Finally,  most  quality 
improvement  initiatives  focus  on  cost 
savings  rather  than  on  outcomes  im- 
provement (21).  So,  skepticism  does 
exist,  but  so  do  considerable  medical 
errors,  clinical  variation,  and  rising 
health  care  costs.  The  road  to  reconcil- 
iation of  these  conflicting  issues  must 
be  paved  with  bricks  of  change. 

Now  that  we  have  stated  the 
problems,  what  are  the  solutions? 

The  health  care  industry  must  improve 
the  process  of  utilizing  the  evidence  be- 
fore it.  More  than  20  years  ago,  evi- 
dence-based medicine  was  shown  to  be 
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effective  if  followed  properly  (22).  But 
medical  professionals  must  realize  that 
the  amount  of  evidence  has  far  ex- 
ceeded our  individual  capabilities.  To 
produce  quality  health  care,  medical 
professionals  must  improve  the  process 
of  the  entire  medical  industry.  We  pro- 
pose a six-step  strategy  for  improving 
the  process  of  health  care. 

First,  studies  of  clinical  outcomes 
must  be  continually  performed  for  the 
purpose  of  continuous  quality  improve- 
ment (CQI).  CQI  requires  the  maxi- 
mum use  of  available  medical 
information.  Such  improvement  in- 
volves evaluating  what  works,  imple- 
menting it,  and  studying  its  effect.  The 
late  Edward  Deming  used  the  same 
concept  in  other  industries  that  are 
now  thriving.  As  medical  information 
continually  improves,  so  must  the 
process  of  using  that  information  and 
assessing  whether  it  improves  out- 
comes. CQI  is  being  implemented 
throughout  parts  of  the  country.  This 
process  has  worked  in  other  industries 
and  now  is  working  in  some  parts  of 
the  medical  industry  (5,23).  The  time 
has  come  for  all  engaged  in  health  care 
to  understand  CQI  and  look  to  contin- 
ually improve  clinical  outcomes. 

Second,  medicine  must  be  standard- 
ized. Guidelines  can  help  professionals 
to  consistently  achieve  standards  of 
care  and  improve  outcomes.  Medical 
professionals  should  know  the  “best 
practices”  and  learn  from  them.  Those 
methods  of  treatment  that  produce  the 
most  cost-efficient  and  best  patient 
outcomes  should  be  employed  by  the 
entire  industry.  As  stated  earlier,  simply 
too  much  medical  information  exists. 
This  overabundance,  which  has  con- 
tributed to  systemwide  variation  in 
care,  can  be  avoided  by  following  es- 
tablished systemwide  guidelines.  Sev- 
eral successful  examples  are  scattered 
throughout  our  industry  (24,25).  To 
determine  what  works  through  out- 
comes studies  and  to  encourage  those 
practices  through  the  implementation 
of  guidelines  makes  sense. 

Third,  all  levels  of  the  industry,  from 
the  provider  to  the  patient,  must  be 
made  accountable  for  health  care  qual- 
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ity.  Managed  care  organizations,  insur- 
ance carriers,  and  health  care  providers 
should  receive  quality  “report  cards” 
throughout  the  year.  The  report  cards 
will  not  be  designed  to  single  out  any 
given  entity  but  rather  to  serve  as  pri- 
vate performance  indicators.  Simulta- 
neously, patients  should  know  when 
they  are  not  maximizing  their  health 
outcomes.  The  industry  can  increase 
awareness  by  using  compliance  meas- 
urement tools  and  annual  assessments 
of  health  risks.  Assessments  will  enable 
all  levels  of  our  industry  to  improve  on 
their  areas  of  weakness.  Currently,  ex- 
amples of  such  measurements  do  exist 
at  all  levels  of  care.  Performance  is  be- 
ing measured,  and  these  measurements 
have  been  shown  to  improve  patient 
outcomes  (5,19).  No  longer  can  we 
continue  to  accept  medical  mistakes 
and  unnecessary  patient  deaths. 

Fourth,  patient  empowerment  can 
help  to  improve  health  care  quality. 
The  public  is  clearly  interested  in  its 
own  health  more  than  ever.  More  and 
more  patients  are  becoming  involved  in 
their  health  care  decisions  than  ever 
before  (14).  The  number  of  subscrip- 
tions to  health-related  Web  sites  and 
magazines  has  increased  substantially 
over  the  past  decade.  The  medical  in- 
dustry can  take  advantage  of  this  by 
empowering  patients  to  take  their 
health  into  their  own  hands.  The  pub- 
lic should  be  aware  of  those  managed 
care  organizations,  health  care  sys- 
tems, and  medical  professionals  con- 
sidered to  be  the  best  and  should  be 
free  to  choose  from  among  those  prac- 
tices. Furthermore,  the  surplus  of  med- 
ical information  available  to  the 
general  population  through  such 
sources  as  the  Internet  has  made  it  eas- 
ier for  patients  to  treat  themselves.  En- 
couraging active  patient  participation 
can  help  to  avoid  unnecessary  patient 
noncompliance,  which  costs  the  health 
care  system  billions  of  dollars  and  re- 
sults in  treatment  failures  that  can  di- 
rectly reflect  upon  the  quality  of  the 
health  care  industry  (15).  By  empow- 
ering patients  to  take  care  of  them- 
selves and  follow  the  proper  diet, 
exercise  program,  and  medication  regi- 
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men,  some  costs  could  be  reduced,  and 
patient  wellness,  along  with  the  quality 
of  health  care,  could  be  improved. 

Fifth,  all  levels  of  the  industry 
should  have  access  to  the  latest  health 
information.  A centralized  database  for 
reporting  medical  errors  and  storing 
ithe  latest  evidence-based  guidelines 
i should  be  established.  Such  centraliza- 
tion has  been  implemented  in  the  air- 
iline  industry  and  has  significantly 
! improved  the  safety  of  air  travel.  The 
; difference  between  the  other  industries 
and  health  care  is  that  medical  out- 
i comes  depend  to  a great  extent  on  pa- 
itient  participation.  Thus,  patients 
[should  have  access  to  portions  of  this 
information  as  well.  The  lOM  in  its  No- 
vember 1999  report  recommended  that 
■ a national  center,  such  as  the  Agency 
for  Healthcare  Research  and  Quality, 
establish  this  database.  Such  a center 
would  act  as  a “clearinghouse”  of  the 
latest  evidence-based  medicine,  guide- 
jlines,  and  medical  errors  (11,18). 
[Thus,  the  entire  industry  could  finally 
fact  and  learn  together  as  a unified  sys- 
tem rather  than  as  individual  parts. 

Finally,  medical  professionals  and 
patients  need  incentives.  Instructing 
medical  practice  is  not  enough.  Further- 
more, getting  a patient  to  make  a 
lifestyle  change  is  extremely  challeng- 
ing. Thus,  rewards  in  the  form  of  finan- 
cial incentives  for  physicians  should  be 
given  to  those  who  practice  close  to  the 
benchmark  or  achieve  the  status  of 
“best  practice”  (26).  Patients  can  be  of- 
fered incentives  such  as  lowered  premi- 
ums or  upgrades  in  their  insurance 
plans  based  upon  healthy  lifestyle 
choices  (eg,  smoking  cessation,  weight 
loss,  and  regular  exercise).  Other  indus- 
tries have  used  incentives  to  achieve 
success;  why  can’t  health  care,  too? 

The  new  science 

■Health  care’s  movement  towards  quality 
(has  produced  a new  science.  Medical 
professionals  are  increasingly  responsi- 
ble for  understanding  three  additional 
areas  of  medicine.  First,  we  need  a bet- 
ter understanding  of  epidemiology:  the 
science  of  using  statistics  to  study  basic 
characteristics  of  a population.  Epidemi- 


ology has  allowed  researchers  and  oth- 
ers to  realize  that  wide  variation  in  the 
process  of  care  and  outcomes  exists 
throughout  the  industry  and  is  affecting 
the  overall  quality  of  health  care.  Sec- 
ond, medical  professionals  should  un- 
derstand how  to  perform  outcome 
studies.  This  skill  will  allow  health  care 
professionals  to  continuously  evaluate 
the  care  they  provide.  Third,  health  care 
must  be  able  to  take  advantage  of  the 
technology  that  surrounds  it.  All  health 
care  professionals  must  learn  the  tech- 
nology used  to  access  the  latest  medical 
information.  Furthermore,  computers 
can  help  to  improve  the  process  of 
health  care  by  better  organizing  patient 
information  and  reducing  medical  errors 
(27).  To  produce  quality  health  care,  the 
education  of  health  care  professionals 
must  be  extended  to  include  the  basic 
sciences  related  to  quality  improvement. 
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Patient  safety  In  America:  comparison  and  analysis  of  national  and  Texas  patient  safety  research 


John  Dale  Dunn,  MD,  JD 


The  Institute  of  Medicine  (lOM)  report  on  patient  safety  in  late  1 999,  To  Err  is  Hu- 
man, attracted  great  national  attention  when  it  announced  that  44,000  to  98,000  pa- 
tients die  each  year  in  American  hospitals  because  of  patient  safety  problems  and  that 
a patient  safety  crisis  exists  in  American  health  care  and  American  hospitals.  The  re- 
port relied  heavily  on  a Haixard  group’s  study  of  hospital  care  in  New  York  in  1984 
and  another  Harvard  group’s  study  of  hospital  care  in  Utah  and  Colorado  in  2992. 

This  article  reviews  and  compares  American  hospital  inpatient  safety  research  and 
corresponding  Texas  hospital  patient  safety  research.  It  focuses  on  the  major  patient 
safety  research  of  the  last  two  decades  that  led  to  the  lOM  report,  and  compares  infor- 
mation from  the  major  studies  with  the  work  of  the  Texas  Medical  Foundation  (TMF). 
The  Harvard  patient  safety  studies  that  have  received  great  national  attention  are  com- 
pared here  with  a stronger,  broader,  and  more  robust  database  from  TMF,  the  peer  re- 
view organization  for  Texas.  The  TMF  studies  of  300,000  patient  admissions  during  3 
years  in  more  than  400  hospitals  are  compared  with  the  Harvard  studies  of  30,000 
charts  in  51  hospitals  in  New  York  in  1984  and  15,000  charts  in  28  hospitals  in  Utah 
and  Colorado  in  1 992.  The  TMF  data  and  a close  look  at  the  Harvard  data  show  a pos- 
itive patient  safety  picture  that  has  been  ignored  too  often  in  the  current  debate,  with 
low  rates  of  significant  injury  and  death  caused  by  any  medical  care  or  hospital  care 
safety  or  negligence  problems. 


CME  learning  objectives 
Upon  completion  of  this  article,  partic- 
ipants should  be  able  to  discuss  the  In- 
stitute of  Medicine  report  on  patient 
safety  (To  Err  is  Human)  and  the  un- 
derlying safety  and  drug  event  re- 
search, methodology,  and  statistical 
analysis;  describe  a study  of  patient 
care  done  by  the  Texas  Medical  Foun- 
dation (TMF),  which  used  a data  base 
of  300,000  discharges  in  more  than  400 
hospitals;  and  compare  the  TMF  stud- 
ies with  the  Harvard  studies  of  hospital 
care  in  New  York  in  1984  and  hospital 
care  in  Utah  and  Colorado  in  1992. 


Dr  Dunn  practices  emergency  medicine  in  Brown- 
wood,  Tex.  Send  reprint  requests  to  John  Dale  Dunn, 
MD,  JD,  Rtl  Box  282M,  Brownwood,  TX  76804. 
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Introduction:  the  lOM  report 

In  late  1999,  a report  by  the  Institute 
of  Medicine  (lOM),  To  Err  is  Human, 
published  on  the  Internet  and  in 
prepublication  form,  proposed  that 
patient  safety  in  America  was  at  a 
crisis,  with  between  44,000  and  98,000 
annual  deaths  in  America  caused  by 
hospital  and  inpatient  care  negligence. 
The  report  promoted  development  of  a 
national  safety  center  and  aggressive 
safety  programs  for  American  health 
care  (1).  The  lOM  report  was  very  in- 
fluential nationally  and  resulted  in  con- 
gressional and  White  House  hearings 
and  conferences. 

The  lOM  report  relied  heavily  on  the 
findings  of  the  1984  Harvard  study  of 
New  York  Hospitals,  reported  in  1991 
(2-4),  and  a similar  1974  California 
study  of  hospital  care,  conducted  for 
the  California  Medical  Association  and 
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reported  in  1978  (5).  Both  studies  as- 
serted an  approximately  4%  rate  of  ad- 
verse events  and  a slightly  less  than  1% 
rate  of  negligence-related  events  in 
American  hospital  inpatient  care. 

The  lOM  report  cited  the  findings  of 
another,  newer  Harvard  group  study  on 
negligence  in  Utah  and  Colorado  for 
hospital  care  in  1992,  which  was  pub- 
lished in  late  1999  and  early  2000 
(6-10).  It  asserted  a rate  of  adverse 
events  of  3.1%  (1999  report)  or  3.9% 
(2000  report),  and  a 1.7%  rate  of  pre- 
ventable adverse  events  (1999  report) 
with  a 1.1%  rate  of  negligence  events 
(2000  report). 

The  Harvard  studies  were  the  appar- 
ent source  of  the  hospital-patient  negli- 
gence death  projections  of  between 
44,000  and  98,000  annually,  which  at- 
tracted much  attention  and  were  con- 
trasted to  the  fewer  than  50,000  deaths 
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on  the  highways  annually.  The  negli- 
gence death  rate  was  announced  in 
USA  Today  as  the  eighth  top  killer  with 
the  lead  sentence,  “Medical  errors  kill 
[more  Americans  than  traffic  accidents, 
'breast  cancer,  or  AIDS,  Institute  of 
' Medicine  officials  said  Monday  as  they 
called  for  a sweeping  ‘systems’  ap- 
iproach  to  make  medicine  safer”  (11). 

Troyen  Brennan,  MD,  a senior  re- 
searcher with  the  Harvard  group  on  the 
New  York  and  Utah/Colorado  studies, 
stated  his  concern  about  misuse  of  the 
data  from  the  two  Harvard  safety  stud- 
ies in  the  lOM  monograph  in  an  essay 
'April  13,  2000,  in  The  New  England 
Journal  of  Medicine  (12),  which  was 
: reprinted  in  June  2000  Texas  Medicine, 
pp  13-15.  Dr  Brennan  wrote: 

I have  cautioned  against  drawing 
conclusions  about  the  numbers  of 
deaths  in  these  studies. 

The  reliability  of  identifying  er- 
I rors  is  methodologically  suspect, 
i In  both  studies  (New  York  and 
Utah/Colorado)  we  agreed  among 
^ ourselves  about  whether  events 
should  be  classified  as  preventable  . 
i . . these  decisions  do  not  necessarily 
I reflect  the  views  of  the  average 
I physician,  and  certainly  don’t  mean 
: that  all  preventable  adverse  events 

were  blunders  (12). 

The  Harvard  studies  in  New  York  and 
in  Utah  and  Colorado  are  the  only  large- 
scale  studies  that  attempt  to  quantify 
the  patient  safety  problem  in  American 
hospitals  in  the  last  20  years.  They  are 
deservedly  well  referenced  by  those  in- 
terested in  patient  safety.  Dr  Brennan’s 
cautions  should,  however,  govern  inter- 
pretation of  the  studies’  data. 

This  paper  will  review  the  results  of 
the  studies  by  the  Harvard  group.  Good 
safety  solutions  are  only  possible  if  the 
magnitude  and  nature  of  the  problem 
are  known,  and  that  includes  a sound 
understanding  of  patient  safety  and 
negligence  research. 

The  lOM  report  of  1999  projected 
44,000  to  98,000  annual  national  pa- 
tient deaths.  The  Harvard  group  pro- 
jected 1.3  million  annual  patient  care 


injuries  and  198,000  annual  patient 
deaths  based  on  its  New  York  data  (13). 
The  Harvard  Utah/Colorado  study  data 
from  care  in  1992  was  used  by  the  au- 
thors to  project  24,979  annual  national 
negligence  event  deaths  (9,  p 268). 

One  cannot  ignore  the  dramatic  im- 
provement in  the  number  of  national 
deaths  projected  in  sequence  by  these 
studies  just  8 years  apart,  but  merely 
looking  at  the  numbers  gives  a reader 
no  sense  of  the  problems  in  developing 
reliable  data  from  the  safety  studies. 
Number  variances  should  give  re- 
searchers and  safety  experts  pause. 

An  analysis  of  the  research  also  re- 
quires a close  look  at  terminology  and 
definitions.  What  are  “adverse  event 
deaths”  in  the  Harvard  methodology?  We 
do  know  the  number  of  deaths  attributed 
to  “adverse”  events  and  how  many  were 
alleged  to  be  caused  by  negligence. 

The  Harvard  authors  say  in  their  re- 
port: 

We  defined  an  adverse  event  as 
an  injury  that  was  caused  by  med- 
ical management  (rather  than  the 
underlying  disease)  and  that  pro- 
longed the  hospitalization,  pro- 
duced a disability  at  the  time  of 
discharge,  or  both.  We  defined  neg- 
ligence as  care  that  fell  below  the 
standard  expected  of  the  physicians 
in  their  community  (2,  p 370). 

Many  patients  who  died  after  an 
adverse  event  had  very  serious  un- 
derlying disease,  and  several  surely 
had  shortened  life  expectancies  in- 
dependent of  their  iatrogenic  injury. 
Physicians  could  not,  and  were  not, 
asked  to  estimate  the  number  of 
days  of  life  lost  as  a result  of  the  ad- 
verse event.  This  is  a critical  issue, 
particularly  in  the  case  of  a termi- 
nally ill  person  (2,  p 375). 

The  following  are  definitions  used 
by  the  researchers  in  the  studies  cited 
in  this  paper: 

California 

• Potentially  compensable  event 
(PCE):  a disability  caused  by  med- 
ical management 


• Probability  of  liability:  judgment  of 
negligence  or  below-standard  care 
overall.  The  authors  found  a negli- 
gence rate  of  0.79%  of  the  total 
sample,  which  was  17%  of  the  PCEs. 
They  projected  a probability  of  suc- 
cess in  a malpractice  lawsuit  of  17% 
of  the  970  PCEs  (4.65%  of  the  total 
sample).  They  said  that  “just  the  few 
cases  with  more  severe  permanent 
disabilities  or  death  have  substan- 
tially better  odds  (44.3%)  for  suc- 
cessful legal  outcomes”  (5,  p 364). 

• Screening  criteria:  20  non-disease- 
and  non-procedure-specific  screening 
criteria  with  high  sensitivity  for  PCEs. 

Harvard  group  — New  York 

• Screening  criteria:  a list  of  18  events 
that  might  indicate  the  presence  of 
an  adverse  event. 

• Adverse  event:  injury  caused  by 
medical  management  as  opposed  to 
natural  events. 

• Negligence  event:  patient  injury 
caused  by  care  that  falls  below  the 
standard  of  care. 

• Preventable  event:  “an  AE  [adverse 
event]  was  classified  as  preventable 
if  it  resulted  from  an  error  . . . both 
negligent  and  non-negligent”  (13,  p 
144),  as  well  as  any  event  com- 
monly recognized  to  be  caused  by 
failure  to  follow  accepted  practices. 

Texas  Medical  Foundation 

• Generic  quality  screens:  criteria 
used  to  identify  possible  negligent 
care  on  initial  review. 

• Confirmed  quality  problems:  negli- 
gent care,  concluded  after  complete 
review  process,  interviews  and  re- 
sponses from  caregivers,  and  com- 
mittee review. 

• Level  111  confirmed  quality  prob- 
lems: negligent  patient  care  coupled 
with  any  patient  injury. 

Adverse  drug  event  studies 

Other  than  the  two  Harvard  studies  and 
the  California  study,  no  other  major  mul- 
tiple-hospital inpatient  safety  studies 
have  been  conducted.  However,  other 
studies  of  hospital  safety  have  been  re- 
ported on  a smaller  scale,  particularly 
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Table  1.  Adverse  event  screening  criteria  for  the  Harvard  medical  practice 
study  (19,20).  ) 


1.  Hospitalization  within  the  previous  year  for  patients  under  age  65  years  and  within  the  previ- 
ous 6 months  for  older  patients 

2.  Admission  to  any  hospital  after  this  discharge  period 

3.  Previous  failure  of  medical  management  or  unfavorable  results 

4.  Trauma  incurred  in  hospital 

5.  Unfavorable  drug  reaction  in  hospital 

6.  Transfer  from  general  care  to  special  care  unit 

7.  Transfer  to  acute  care  hospital 

8.  Return  to  operating  room  during  this  period  of  hospitalization 

9.  Treatment  for  organ  damage  after  an  invasive  procedure 

10.  Acute  myocardial  infarction,  cerebrovascular  accident,  or  pulmonary  embolism  during  or  after 
an  invasive  procedure 

11.  Neurologic  deficit  at  discharge 

12.  Death 

13.  Temperature  higher  than  28.3°  C on  day  before  or  day  of  discharge 

14.  Cardiac  or  respiratory  arrest 

15.  Five-minute  Apgar  score  less  than  6 or  complications  of  abortion  or  labor  or  delivery 

16.  Other  undesirable  outcomes 

17.  Indication  of  litigation  in  medical  record 

18.  Length  of  hospital  stay  above  90th  percentile  for  diagnosis-related  group  in  patients  under  age 
70,  and  95th  percentile  in  those  70  or  older* 


* For  the  Harvard  Utah/Colorado  study.  No.  18  was  changed  to:  Unplanned  open  procedure  or  ad- 
mission after  outpatient  surgery  (9). 


studies  of  adverse  drug  events  (ADEs) 
(14,15).  The  ADE  research  was  consid- 
ered prominently  in  the  lOM  report. 

The  ADE  studies  are  small  and  fo- 
cused and  deal  with  a universe  of  drug 
reactions  and  effects  — expected  and 
unexpected,  preventable  and  unpre- 
ventable  (16).  Consider  two  editorials 
discussing  problems  of  ADE  research  by 
two  experts,  Jerry  Avorn,  MD,  and 
David  Bates,  MD,  of  Brigham  and 
Women’s  Hospital  in  Boston,  published 
in  The  Journal  of  the  American  Medical 
Association.  Dr  Avorn  says  the  follow- 
ing about  two  ADE  reports:  “These  two 
studies  push  hard  at  the  boundaries  of 
clinical  epidemiology  and  health  serv- 
ices research,  and  a skeptic  might  won- 
der whether  the  envelopes  of  these 
disciplines  might  not  have  gotten  a bit 
nicked  in  the  process”  (17).  Dr  Bates, 
in  an  editorial  commenting  on  another 
drug  event  study,  says  problems  exist  in 
studies  of  ADEs  — whether  they  are 
properly  identified  and  evaluated,  and 
whether  ADEs  are  really  avoidable  in  a 
practical  sense,  particularly  in  severely 
ill  patients  (18). 

Undoubtedly,  the  millions  of  daily 
drug  administrations  in  hospitals  pres- 
ent a potential  for  error.  The  measure  of 
the  magnitude  and  consequences 
should  not  be  lost  in  data  dredging  and 
statistical  manipulations  invited  by 
such  an  imposing  denominator.  Hun- 
dreds of  drug  events  occur  daily  on 
every  floor  of  every  hospital  in  America. 
The  solution  to  the  problems  with  drug 
administration  and  drug  interactions  is 
being  developed  across  the  country 
with  fail-safe  pharmacy  computer  pro- 
grams tailored  for  individual  patients. 

California  and  Harvard  medical 
practice  studies 

Three  comprehensive  studies  of  negli- 
gence or  patient  safety  in  American  hos- 
pital inpatient  care  have  been  conducted: 

• A study  by  Don  Harper  Mills,  MD,  JD, 
a pathologist/attorney,  for  the  Cali- 
fornia Medical  Association,  looked  at 
care  in  California  hospitals  in  1974.  It 
was  published  in  1978  (5). 

• The  second  study  examined  care  in 


New  York  hospitals  in  1984.  Con- 
ducted by  a group  from  Harvard 
that  included  Dr  Brennan  and  Lu- 
cien  Leape,  MD,  it  was  published  in 
The  New  England  Journal  of  Medicine 
in  1991  (2-4). 

• The  third  study  reported  on  patient 
care  in  Utah  and  Colorado  hospitals 
in  1992.  It  was  the  Harvard  group’s 
second  study,  led  by  Dr  Brennan, 
and  was  published  in  late  1999  and 
2000  (6-10). 

California  Medical  Association 
inpatient  care  study 
The  California  Medical  Association 
asked  Dr  Mills  to  provide  a feasibility 
study  of  no-fault  medical  professional 
liability  insurance.  David  Rubsamen, 
MD,  LLB,  of  Berkeley,  Calif,  and  John  S. 
Boyden,  Jr,  MD,  LLB,  of  Salt  Lake  City, 
assisted  in  the  study.  The  charge  to  Dr 
Mills’  group  was  to  determine  the  un- 
derlying rate  of  compensable  negli- 
gence or  medical  malpractice. 

The  group  selected  a representative 
sample  of  20,864  hospital  inpatient 
charts  from  23  California  hospitals  in 
1974.  A nurse  screening  process,  using 


t 

20  sentinel  events  similar  to  those  in 
the  Harvard  list  (Table  1),  produced 
10,000  adverse  event  charts  for  physi- 
cian review.  A total  of  970  (4.65%  of 
the  total  sample)  PCEs  were  found. 

After  analyzing  the  PCEs,  Dr  Mills’ 
group  found  that  0.79%  of  the  total 
sample  studied  were  compensable 
(negligence)  care  events.  The  top  four 
levels  of  injury  severity,  including  all 
disabling  injuries  and  deaths,  com- 
prised 13.4%  of  the  970  PCEs,  or  130 
(0.62%  of  the  total  sample).  PCE 
deaths  numbered  94  (0.4%  of  the  to- 
tal); the  authors  noted  that  25%  of 
those  deaths  occurred  in  terminally  ill 
patients.  There  were  36  (0.17%  of  the 
total  sample)  disabling  injuries. 

The  Mills  group  estimated  that  the 
PCE  cases  had  a 17%  chance  of  win- 
ning a lawsuit  for  malpractice,  with 
chance  of  success  estimated  as  high  as 
44%  in  a “few”  of  the  cases  of  the  se- 
verely injured  and  dead.  This  estimate: 
appears  to  be  derived  from  that  fact 
that  165  (17%)  of  the  970  PCEs  were! 
judged  to  be  negligence  events,  not  an 
assessment  of  chance  of  lawsuit  suc- 
cess based  on  individual  case  reviews. 


68 


Texas  Medicine  ★ October  2000 


www.iexmed.org< 


Symposium  on  Quality  in  Health  Care 


Table  2.  Harvard  study  negligence  scale. 


1.  Little  or  no  evidence  of  management  causation  or  negligence 

2.  Slight  evidence 

■ 3.  Not  quite  likely  (less  than  50/50  odds,  but  a close  call) 

1 4.  More  likely  than  not  (greater  than  50/50  odds,  but  a close  call) 

I 5.  Strong  evidence 

, 6.  Virtually  certain  evidence 


"Harvard  study  of  New  York  hospitals 

[David  Axelrod,  MD,  director  of  the  New 
lYork  State  Department  of  Health,  com- 
; missioned  a study  by  the  Harvard 
group,  led  by  Drs  Brennan  and  Leape, 
to  analyze  the  rate  of  inpatient  negli- 
gence events  in  New  York  hospitals.  It 
was  intended,  like  the  California  study, 
to  evaluate  feasibility  of  no-fault  pro- 
fessional liability  insurance. 

After  its  completion,  the  Harvard 
study  was  reported  to  the  New  York 
State  Legislature  (21)  and  published  in 
three  separate  articles  in  The  New  Eng- 
land Journal  of  Medicine  (2-4).  Review 
and  discussion  of  the  study  in  the 
mainstream  press  at  the  time  an- 
nounced 80,000,  100,000,  and 

180,000  patient  deaths  and  as  many  as 
3 million  inpatient  injuries  per  year 
across  the  United  States. 

In  the  Harvard  group’s  research  pro- 
tocol, charts  for  review  by  physicians 
were  identified  from  screenings  by 
nurses  of  30,195  inpatient  records,  us- 
ing the  18  screening  criteria  listed  in 
Table  1.  The  7,743  cases  that  were 
identified  from  the  screenings  under- 
went two  physician  reviews  for  adverse 
events,  negligence,  and  injury  (Table 
2).  A third  physician  review  and 
tiebreaker  vote  was  cast  on  1,808  cases 
on  which  the  first  two  physicians  dis- 
'agreed.  In  the  end,  1,133  (3.7%  of  the 
total  sample)  adverse  events  were 
identified;  972  (3.2%  of  the  total  sam- 
ple) of  the  adverse  events  did  not  in- 
volve negligence,  and  280  (0.9%  of  the 
total  sample)  were  judged  to  be  due  to 
'negligence. 

j The  Harvard  New  York  data  do  not 
jidentify  the  number  of  deaths  in  the 
sample  that  were  excluded  by  physician 
[review  as  expected,  but  the  authors  em- 
phasized that  many  of  the  deaths  that 


were  counted  as  caused  by  negligence 
were  inevitable  in  critically  ill  patients. 
The  nurse  screening  criteria  included 
death,  so  all  deaths  were  reviewed.  Of 
the  154  adverse  event  deaths  (0.51%  of 
the  total  sample),  70  (0.23%  of  the  to- 
tal sample)  were  judged  by  the  authors 
to  be  due  to  negligence. 

A total  of  210  negligence  injury 
events  were  found,  of  which  only  26 
(0.09%  of  the  total  sample)  involved 
serious  disability.  All  other  negligence 
injuries,  184  (0.6%  of  the  total  sample), 
caused  temporary  or  minor  injuries. 

The  national  multiplier  or  weighting 
factor  of  approximately  1,200  was  used 
by  the  Harvard  authors  in  1993  to  proj- 
ect the  New  York  study  data  to  the  na- 
tion (13),  resulting  in  their  projections 
of  1,347,000  adverse  events  and 

198.000  adverse  deaths.  Using  this 
same  process  results  in  projections  of 

84.000  annual  negligence  deaths  and 

31.000  annual  significant  injury  events 
from  the  New  York  data. 

Harvard  study  of  Colorado  and  Utah 
hospitals 

Although  an  initial  report  on  surgery 
events  from  the  Utah/Colorado  study 
was  published  in  the  July  1999  issue  of 
Surgery,  the  first  comprehensive  report 
of  the  Harvard  group  on  the  Utah/Col- 
orado study  appeared  at  about  the 
same  time  as  the  lOM  report  in  the  fall 
1999  in  the  journal  Inquiiy,  published 
by  the  Institute  for  Critical  Thinking  at 
Montclair  State  University. 

The  Harvard  School  of  Public  Health 
Study  Group  successors,  with  Dr  Bren- 
nan as  the  senior  researcher  and 
holdover  from  the  New  York  study, 
stated  that  they  had  confirmed  their 
previous  study  in  New  York  with  this 
new  study  of  care  in  Utah  and  Colorado 


in  1992  (7).  Medical  Care,  the  official 
journal  of  the  Medical  Care  Section  of 
the  United  States  Public  Health  Service, 
published  the  major  report  from  the 
Utah/Colorado  project  in  its  March 
2000  issue  (9).  Much  of  the  data  refer- 
enced in  the  1999  lOM  report  did  not 
appear  until  March  2000  and  was  refer- 
enced as  “to  be  published,”  which  in- 
cluded the  authors’  estimate  of  24,979 
annual  national  negligence  deaths. 

The  Utah/Colorado  report  on 
events  in  the  elderly  population  of 
Utah  and  Colorado  was  published  in 
the  British  Medical  Journal  on  March 
18,  2000.  Surgical  data  and  economic 
analysis  were  the  focus  of  the  articles 
in  1999  (6-7). 

Utah/Coiorado  study  methods 
With  the  help  of  the  Utah  Health  Data 
Commission  and  the  Colorado  Hospital 
Association,  the  Harvard  group  re- 
viewed 15,000  hospital  admissions  in 
1992  — 5,000  from  13  Utah  hospitals 
and  10,000  from  15  Colorado  hospitals 
that  were  selected  to  represent  differ- 
ent classes  of  hospitals.  In  the  March 
article,  the  actual  number  of  charts  re- 
viewed was  14,700. 

The  hospitals  were  chosen  from  size 
and  activity  categories  and  invited  to 
participate.  None  of  the  invited  hospi- 
tals refused.  Nurses  screened  a repre- 
sentative 14,700  chart  samples  with  a 
screening  event  list  slightly  modified 
from  the  New  York  study  to  add  events 
from  outpatient  surgery.  Nurse  screen- 
ing produced  842  physician  reviews 
from  Utah  and  1,978  reviews  from  Col- 
orado. Twenty-two  family  practitioners 
and  internists  did  the  physician  reviews 
— 16  for  Colorado  charts  and  6 for 
Utah  charts.  They  identified  418  ad- 
verse events  from  Colorado  and  169 
from  Utah,  a total  of  587  (3.9%)  re- 
ported in  March;  459  adverse  events 
were  reported  in  Inquiry  in  fall  1999. 

All  physician-determined  adverse 
events  were  then  reviewed  by  Drs  Bren- 
nan and  Thomas  to  judge  “preventa- 
ble” adverse  events.  Preventable 
adverse  events  numbered  265  (1.9%  of 
the  total),  and  negligence  events  to- 
taled 169  (1.1%  of  the  total). 
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Table  3.  Generic  quality  screens  used  for  Texas  Medical  Foundation  study, 
1988-1992. 


Screen  1.  Adequacy  of  discharge  planning 
Screen  2.  Medical  stability  of  the  patient 
Screen  3.  Deaths 

Screen  4.  Nosocomial  infections/bacteremia 
Screen  5.  Unscheduled  return  to  surgery 
Screen  6.  Trauma  suffered  in  the  hospital 


Surgical  events 

The  Utah/Colorado  surgical  study  re- 
ported in  July  1999  counted  all  surgical 
problems,  such  as  postoperative  infec- 
tion or  other  complications,  as  prevent- 
able (6).  The  surgical-events  study  also 
showed  that  preventable  complications 
were  most  common,  and  considered 
preventable,  in  the  vascular  surgery 
cases  of  the  aorta  and  lower  extremity, 
coronary  artery  bypass  graft,  colon  re- 
section, cholecystectomy,  prostatec- 
tomy, and  transurethral  resection  of  the 
prostate,  lowering  the  rate  of  adverse 
events  from  19%  of  the  total  down  to 
5.5%  (6).  The  authors  didn’t  comment 
on  the  well-known  high  rate  of  ex- 
pected complications  in  these  surgeries 
because  infections,  wound  complica- 
tions, or  any  postoperative  complica- 
tions were  considered  preventable. 

Specialty  and  location  analysis 

The  Utah/Colorado  study  provided  a 
breakdown  of  specialty-specific  and  lo- 
cation-specific adverse  and  negligence 
events,  eg,  59  surgeon  negligence 
events,  60  internist  negligence  events, 
13  obstetrician  and  midwife  negligence 
events,  9 gynecologist  negligence 
events,  15  family  practitioner  negli- 
gence events,  7 nurse  negligence  events, 
and  8 emergency  physician  negligence 
events  (9).  No  analysis  is  offered  on 
these  data,  eg,  what  the  internal  rate  of 
negligence  is  for  the  specialties  or  how 
many  total  cases  in  the  sample  were  the 
responsibility  of  each  specialty. 

The  Utah/Colorado  study  showed  38 
adverse  event  deaths  and  18  cases  of  sig- 
nificant to  grave  injuries  from  adverse 
events,  projecting  to  64,809  deaths  and 
29,934  significant-to-grave  injuries  na- 
tionally. Fifteen  deaths  and  11  signifi- 
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cant-to-grave  injuries  were  judged  due  to 
negligence,  projected  to  24,979  deaths 
and  approximately  18,300  significant-to- 
grave  injuries  nationally.  The  Harvard 
Utah/Colorado  authors  used  1,663  as 
the  multiplier  to  project  data  from  the 
Utah/Colorado  study  to  the  nation.  That 
assumes  that  age  and  other  demograph- 
ics of  the  two  states  match  the  nation. 
Recall  that  the  national  weighting  multi- 
plier used  by  the  authors  for  the  New 
York  study  for  national  projections  for 
1984  was  approximately  1,200. 

The  populations  of  Utah  and  Col- 
orado were  about  5 million  in  1990. 
New  York’s  population  was  18  million 
and  the  population  of  the  United  States 
was  258  million,  so  the  population  ra- 
tios were  proportionate  to  the  weight- 
ing numbers,  but  no  demographic 
analysis  is  available  on  age,  ethnic,  or 
other  state-versus-nation  factors. 

Preventable  deaths  are  estimated  in 
this  paper  for  the  Utah/Colorado  study 
at  18,  based  on  the  information  in  the 
study  on  the  elderly  in  the  British  Med- 
ical Journal  in  March  (8).  Thus,  the 
preventable  deaths  projection  is 
29,934  annual  preventable  deaths  na- 
tionally. The  preventable  deaths  and 
negligence  deaths  are  to  be  counted 
with  caution,  however,  because  negli- 
gence deaths  are  a subset  of  preventa- 
ble deaths  and  any  death  may  be 
premature;  not  all  patients  were 
healthy  with  good  prognoses. 

Tort  system  analysis 

Both  Harvard  studies  evaluated  the  le- 
gal system  by  matching  lawsuits  filed 
to  the  chart  analysis  and  data.  The 
studies  found  that  many  lawsuits  were 
unsupported,  and  many  injured  pa- 
tients didn’t  sue. 
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Texas  Medical  Foundation  studies  of  ‘ 
quality 

The  patient  care  review  work  of  the 
Texas  Medical  Foundation  (TMF)  was 
analyzed  and  compared  with  the  Cali- 
fornia and  Harvard  studies.  Organized 
in  1972,  TMF  is  a peer  review  organi- 
zation that  has  been  under  contract 
with  the  Health  Care  Financing  Admin- 
istration (HCFA)  since  1975  to  conduct 
Medicare  medical  care  quality  studies 
for  inpatient  care  in  Texas.  HCFA  su- 
pervises and  monitors  the  Medicare 
and  Medicaid  programs  for  financial 
integrity  and  patient  care  quality. 

Between  1984  and  1994,  TMF  re- 
viewed approximately  1 million  inpa- 
tient medical  records  selected  randomly 
from  more  than  400  urban,  suburban, 
and  rural  Medicare  contract  hospitals  in 
Texas.  TMF  protocol  for  review  was 
driven  by  Medicare  quality  criteria  and 
checklists  at  all  review  levels  for  a 
100%  review  of  charts  (Table  3). 

This  paper  reviews  and  summarizes 
TMF  results  from  1989  to  1992,  as  re- 
ported in  the  TMF  journal  Quantum. 
TMF  analysis  of  inpatient  care  review  of 
317,000  charts  over  3 years  showed  a 
significantly  lower  rate  of  negligence 
than  was  found  in  the  California,  New 
York,  and  Utah/Colorado  studies.  When 
compared  with  matched  elderly  patient 
populations,  the  TMF  studies  showed  a 
dramatically  lower  rate  of  negligence 
than  did  the  Harvard  or  California  stud- 
ies — one-tenth  the  rate  of  the  other 
studies  (Tables  4,5)  (22-24). 

TMF  reviews  of  quality  are  compara- 
ble to  the  California  and  two  Harvard 
studies,  based  on  the  following  premises: 

• TMF  is  assigned  the  duty  of  finding 
negligence  or  quality-of-care  prob- 
lems created  by  medical  care 
providers  — hospitals,  hospital 
staffs,  and  physicians. 

• A TMF  finding  of  a confirmed  qual- 
ity problem  means  that  inpatient 
care  negligence  was  evident. 

• Level  III  confirmed  quality  problems 
in  the  TMF  reviews  are  those  acts  of 
negligence  or  omissions  that  resulted 
in  patient  injury  (any  injury),  so 
Level  III  compares  to  the  Harvard 

www.texmed.org 


Symposium  on  Quality  in  Health  Care 


Table  4.  Negligence  rates  for  Medicare  age  patients. 


Texas  Medical  Foundation 
(1989-1992) 

317,333  charts  reviewed 

2,582  (0.8%)  confirmed 
quality  problems 

475  (0.14%)  Level  111  confirmed 
quality  problemst 

California  (1974) 

3,826  charts  reviewed 

275  (7.22%)  failed  quality  screens 

30  (0.79%)  liability  cases  (estimate): 

Harvard  New  York  (1984) 

4,980  charts  reviewed 

283  (5.7%)  adverse  events 

94  (1.9%)  negligence  events§ 

Harv^ard  Utah/Colorado  (1992) 

3,966  charts  reviewed 

448  (11.2%)  adverse  events 

249  (6.2%)  preventable  adverse 
events*] 

22  (0.5%)  significant  injury  and 
death  cases 

* The  Texas  Medical  Foundation  reviewed  charts  for  Medicare  patients  only,  so  the  numbers  for  the  Texas  Medical  Foundation  must  be  compared  with 
the  numbers  for  Medicare  patients  in  the  California  and  Harvard  studies, 
t References  26-28. 

$ The  California  study  group  estimated  a 17%  chance  of  successful  litigation  for  all  preventable  compensable  events  (PCEs),  with  up  to  44%  chance  of 
success  for  a few  of  the  severe  injuries.  Although  the  group  reported  higher  rates  for  PCEs  in  the  elderly,  the  rate  of  negligence  was  the  same  across 
the  age  groups  at  approximately  0.79%  (5). 

§ References  2-4. 

•I  The  Utah/Colorado  study  report  on  elderly  patient  care  in  the  March  2000  issue  of  the  British  Medical  Journal  did  not  analyze  or  report  for  negligence. 


and  California  cases  with  any  (not 
necessarily  significant)  patient  injury. 

Comparison  of  methodology  and  data 

The  Utah/Colorado  authors  discuss 
some  methodology  changes  in  their 
study  that  address  problems  with 
physician  judgment  reliability  noted  in 
the  New  York  study.  They  reduced  the 
number  of  training  sessions  for  review- 
ers to  one  session  by  one  instructor  for 
each  state’s  physicians  and  nurses,  re- 
duced negligence  reviews  to  one  physi- 
cian rather  than  two  with  a tiebreaker, 
and  made  two  principle  researchers  in 
the  study  the  only  judges  of  “preventa- 
ible”  events.  They  noted  the  low  kappa 
: interobserver  reliability  problem  that 
i occurred  in  New  York  but  improved  to 
i marginal  in  Utah/Colorado  (New  York 
j kappa  was  0.24;  Utah/Colorado,  0.4). 
i Ambiguities  are  quantified  by  meas- 
[ures  of  agreement,  such  as  kappa,  and 
Iby  the  interclass  correlation  coefficient. 
;The  former  looks  at  the  percentage  of 
! agreement  above  chance  by  two  ob- 
1 servers  who  are  classifying  cases  into 
two  or  more  categories  (25).  The  latter 
measure  allows  calculation  of  agree- 
ment between  several  observers  (26). 

The  Harvard  New  York  study  authors 
duplicated  the  review  process  on  1%  of 
their  charts  to  test  for  reliability  and  va- 


lidity, using  a criterion  of  greater  than 
50%  confidence  that  negligence  was 
present.  Harvard  New  York  researchers 
found  the  two  review  processes  agreed 
only  24%  greater  than  chance  (14,  p 
374).  (Less  than  40%  agreement 
greater  than  chance  is  not  acceptable.) 
Evaluation  of  the  Utah/Colorado  data 
on  negligence  analysis  was  judged  by 
Dr  Brennan  to  be  unacceptable  al- 
though they  reached  the  marginally  ac- 
ceptable kappa  of  0.4  (9).  Dr  Brennan, 
in  his  April  essay  in  The  New  England 
Journal  of  Medicine,  speaks  candidly  to 
that  imprecision  and  the  problem  of 
subjective,  implicit  judgments  of  negli- 
gence (12).  Studies  of  implicit  evalua- 
tions of  patient  care  show  that 
evaluations  are  plagued  by  very  low 
kappa  values,  as  are  the  Harvard  stud- 
ies. Of  12  studies,  kappa  values  were 
below  0.4  for  all  criteria  in  7 studies, 
mixed  above  and  below  0.4  in  3 studies, 
and  above  0.4  in  only  2 studies  (27). 

On  the  basis  of  the  analysis  of  inter- 
observer lack  of  reliability  explained 
above,  increased  reviews  are  required 
to  achieve  reasonable  reliability,  not  re- 
ducing the  number  of  reviews  as  was 
done  in  Utah  and  Colorado.  However, 
the  use  of  multiple  physician  reviews  is 
also  impaired  by  the  tendency  to  find 
fault.  For  example,  if  the  legal  standard 


of  care  is  that  exercised  by  a prudent 
physician,  would  not  one  judgment  of 
acceptable  care  be  adequate  to  meet 
the  legal  measure? 

Based  on  the  low  interobserver  reli- 
ability, multiple  and  repeated  — not 
tiebreaker  — reviews  as  done  in  the 
New  York  study  would  be  a better  way 
to  increase  reliability.  Reliability  usu- 
ally is  methodologically  assured  by  rep- 
etition. In  the  Harvard  New  York  study, 
to  achieve  an  acceptable  reliability  of 
0.51  would  require  10  reviews. 

This  suggests  that  reliable  determi- 
nation of  negligence  would  require  a 
jury  of  experts,  and  even  then  it  would 
be  biased  in  this  study  because  of 
screening  for  sentinel  events,  with  the 
prejudice  of  retrospective  analysis  of 
bad  outcomes  (28).  It  also  suggests 
that  physicians  will  always  be  available 
on  both  sides  of  the  negligence  ques- 
tion. Sometimes,  the  safety  study  data 
are  less  reliable.  The  Harvard  New  York 
group  compared  its  methodology  with 
other  similar  studies  in  negligence  re- 
search (2,  p 374).  The  problems  it  had 
with  validity  and  reliability  were  can- 
didly discussed  in  their  original  publi- 
cation and  in  Dr  Brennan’s  essay  of 
April  2000  (12). 

The  California  Mills  group  sampled 
carefully  and  reviewed  internally,  but 
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Table  5.  Inpatient  medical  quality  review. 


Year 

No.  of  Charts 

Reviewed 

No.  of  Confirmed 
Quality  Problems 

No.  of  Level  111  Confirmed 

Quality  Problems  (patient  injury) 

Texas  Medical 

Foundation 

Total 

1989- 1990 

1990- 1991 

1991- 1992 

1989-1992 

94,408 

118,442 

104,483 

317,333  charts 

1,172 

806 

604 

2,582  (0.8%) 
failed  screens 

223 

163 

89 

475  (0.14%)  negligence  events  with  any  patient  injury* 

Harvard  New  York 

1984 

30,195  charts 
reviewed; 

7,817  failed 
generic  screens 

280  (0.9%) 
confirmed  quality 
problems 

89  (0.28%)  negligence  injury  severity  level  4-6 

70  (0.23%)  negligence  deaths 

Harvard  Utah/Colorado 

1992 

15,000  charts 
reviewed; 

2,868  failed 
general  screens 

459  (3.1%)  or 

587  (4%)  adverse 
events! 

265  (1.8%)  preventable  events 

169  (1.1%)  negligence  events  (subset  of  preventable  events) 
10  (0.07%)  significant  injury  negligence  events 

18  (0.12%)  preventable  deaths 

15  (0.1%)  negligence  deaths  (subset  of  preventable  deaths) 

California 

1974 

20,864  charts 
reviewed 

970  potentially 
compensable  events 

165  (0.79%)  negligence  events 

36  (0.17%)  negligence  injury  severity  3. 4-3. 6 

40  (0.19%)  negligence  deaths 

The  California  and  Harvard  study  findings  are  on  all  groups  and  areas  of  care.  California  used  the  term  “potentially  compensable  event,”  the  equivalent 
of  “adverse  event”  in  the  Harvard  studies. 

* References  26-28. 

t The  difference  in  adverse  event  counts  from  Utah/Colorado  is  not  explained  but  was  reported  as  459  in  the  1999  Inquiry  report  (7)  and  as  587  in  the 
Medical  Care  repoit  of  March  2000  (9).  The  negligence  numbers  are  from  the  2000  report;  the  preventable  event  numbers,  from  the  1999  data.  Rates 
and  calculations  were  kept  consistent  with  the  differences  between  1999  and  2000  adverse  event  repons. 


did  not  publish  any  measures  of  inter- 
nal reliability.  The  group  of  reviewers  — 
3 physicians  — also  was  very  small,  and 
interactive  evaluations  were  the  norm. 

To  conduct  interobserver  reliability 
analysis  in  the  TMF  studies  is  not  possi- 
ble because  the  final  ruling  requires  a 
consensus  of  individuals  and  commit- 
tees interacting  with  the  hospital  or  the 
physician  at  various  levels  — first,  the 
nurse  reviewer;  then,  the  physician  re- 
viewer; and  then,  higher  levels  of  re- 
viewers, including  single  reviewers  and 
committee  reviewers.  No  internal  dupli- 
cation of  review  is  available  for  testing 
of  reliability.  Letters  of  inquiry,  phone 
interviews,  and  in-person  interviews  all 
are  tools  used  in  the  TMF  review 
process,  which  was  in  place  in  the  refer- 
enced time  frame.  The  TMF  nurse  re- 
view should  not  be  considered  a 
Harvard  type  screening  for  adverse 
events,  since  the  TMF  nurse  reviewers 
do  a protocol  and  content  review  be- 
yond the  criteria  of  the  TMF  generic 


screens  (Table  1)  and  the  Harvey  study 
screens  (Table  2),  and  there  was  a low 
threshold  for  physician  review. 

The  use  of  1,200  and  1,600  as  mul- 
tipliers of  the  Harvard  study  data  to 
project  national  deaths  or  negligence 
events  assumes  sampling  and  analysis 
methodology  that  are  extremely  repre- 
sentative of  the  American  population. 
Can  such  a claim  be  made,  given  1-year 
studies  in  51  and  28  hospitals  that  use 
1/1200  and  1/1600  sample  sizes? 

Negligence  events  data  are  pre- 
sented in  Table  5 for  all  the  patient  care 
studies  reviewed  here  and  in  Table  4 for 
Medicare-age  patients;  the  same  data 
are  presented  from  TMF  for  both,  since 
TMF  does  only  Medicare  reviews.  Older 
patients  usually  have  a more  compli- 
cated and  fragile  medical  status  that  in- 
creases the  frequency  of  adverse  events, 
so  the  California  and  Harvard  rates  are 
higher  for  the  elderly  group.  The  more 
dramatic  contrast  in  negligence  rates  is 
seen  in  the  elderly  patient  group,  but 


TMF  negligence  rates  are  still  lower  for 
a non-age-matched  negligence. 

When  the  rates  of  significant  injury 
and  death  in  the  Harvard  studies  are 
compared  with  all  the  other  studies, 
the  rate  of  negligence  causing  disabling 
injury  and  death  is  less  than  0.5%.  Sig- 
nificant injuries  are  the  measure  of  real 
malpractice  cases,  and  the  rates  of  sig- 
nificant negligence  injuries  are  very 
small  in  all  the  studies  (Tables  4,  5). 

The  trend  in  adverse  events,  negli- 
gence events,  and  negligence  deaths 
over  the  25-year  period  is  shovm  in 
Table  6.  Negligence  deaths  are  on  the 
decline  in  the  studies,  and  some  decline 
in  adverse  events  is  evident,  but  the 
changes  in  rates  are  changes  in  underly- 
ing small  rates  of  negligence.  Using 
weighting  multipliers  makes  fractions  of 
a percent  into  large  numbers,  since  there 
are  more  than  20  million  admissions  to 
American  hospitals  every  year  — many 
for  complicated  and  increasingly  com- 
plex and  critical  illnesses  and  injuries. 
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state  and  national  patient  safety 
programs 

Currently,  the  Texas  Health  Quality  Insti- 
tute, TMF,  and  the  Texas  Medical  Associ- 
ation, along  with  other  health  care 
entities  across  the  country,  including  the 
Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO),  the 
National  Committee  for  Quality  Assur- 
ance, the  Veterans  Administration  Safety 
Project,  and  the  American  Medical  Asso- 
ciation Patient  Safety  Foundation,  are 
well  along  in  the  development  of  patient 
safety  protocols,  quality-of-care  improve- 
ment projects,  and  focused  projects  on 
care  protocols  for  chronic  and  acute  ill- 
nesses, high-risk  care,  critical  care,  sur- 
gery and  anesthesia.  These  safety 
programs  have  been  active  for  2 years. 

Professional  organizations  like  the 
American  Society  of  Anesthesiology  have 
achieved  great  success  in  improving  pa- 
tient safety.  Diabetes,  heart  disease,  hy- 
pertension, and  heart  failure  have  been 
addressed  in  disease  management  proto- 
cols and  focused  studies  by  many  spe- 
cialty medical  professional  and  hospital 
groups.  Cooperative  small  area  studies 
on  clinical  issues  have  been  used  to  eval- 
uate and  improve  important  aspects  of 
care.  Patient  and  public  participation  and 
reaction  have  been  encouraged  in  the 
development  of  patient  satisfaction  com- 
ponents of  these  studies. 

Small  area  studies  originally  devel- 
oped by  John  E.  Wennberg,  MD,  MPH,  at 
Dartmouth  Medical  School,  have  been 
imitated  in  an  effort  to  compare  and 
evaluate  resource  utilization,  nationally 
and  locally,  eg,  in  the  development  of  the 
Texas  Health  Quality  Institute  programs. 

JCAHQ  has  been  a leader  in  the 
safety  program  development  area, 
starting  with  the  Agenda  for  Change  in 
the  late  1980s,  and  with  the  Sentinel 
Event  Program  for  Hospitals,  designed 
for  identifying  patient  safety  problems 
and  promoted  in  the  last  2 years. 

In  the  past  2 years,  the  Texas  Health 
Care  Information  Council’s  development 
of  HEDIS  data  and  hospital  outcomes 
reports  has  created  a new  database  for 
constructive  approaches  to  safety  and 
quality  of  care,  led  by  health  care  pro- 
fessionals and  coordinated  with  hospital 


Table  6.  Trends  in  patient  safety. 


1974 

California 

1984 

Harvard 

New  York 

1992 

Harvard 

Utah/Colorado 

1989-1992 

Texas  Medical 

Foundation 

Adverse  event  rate,  % 

4.6 

3.8 

3.1  or  4.0 

0.8 

Negligence  event  rate,  % 

0.79 

0.9 

1.1 

0.14 

Negligence  death  rate,  % 

0.2 

0.2 

0.1 

— 

Projected  number  of 
national  negligence  deaths* 

52,000t 

84,000 

24,979 



* Some  death  numbers  reported  elsewhere  are  adverse  events  deaths. 

t This  number  is  a rough  estimate  based  on  the  state  figure  multiplied  by  the  California-to-national 
population  ratio.  The  number  is  the  product  of  the  same  process  used  by  the  authors  of  the  Har- 
vard studies  in  New  York  and  Utah/Colorado. 


and  managed  care  sectors.  All  of  the 
aforementioned  patient  safety  and  pa- 
tient care  programs  have  included  pay- 
ers, patients,  and  other  parties 
interested  in  the  design  and  evaluation 
of  patient  care  systems  and  protocols. 

Summary 

The  TMF  studies  cited  for  1989  to  1992 
are  strong  and  come  from  a compre- 
hensive and  cooperative  effort  to  iden- 
tify patient  care  problems  in  Texas.  The 
TMF  data  tell  a different  tale  from  that 
used  in  the  national  debate  and  deserve 
careful  analysis.  The  TMF  studies  re- 
ported here  cover  3 years,  with  100,000 
randomized  chart  reviews  per  year,  to- 
taling 317,000  charts  from  approxi- 
mately 500  general  hospitals  in  Texas. 

By  comparison,  the  California  and 
two  Harvard  studies  were  single-year  re- 
views performed  on  20,864,  31,000, 
and  14,700  inpatient  records,  respec- 
tively, from  23,  51,  and  28  hospitals,  re- 
spectively. The  charts  were  screened  and 
sifted  for  sentinel  events,  so  a hands-on 
review  was  not  performed  on  all  charts 
by  the  Harvard  or  California  groups. 

The  TMF  work  used  here  is  as  new 
as  the  third  study  by  the  Harvard  group 
on  Colorado  and  Utah.  The  other  two 
studies,  California  (1974)  and  Harvard 
New  York  (1984),  are  now  old. 

Most  important,  the  actual  rates  of 
significant  patient  injury  due  to  negli- 
gence in  all  of  the  studies  discussed  are 


a fraction  of  1%  of  the  total  patient  ad- 
missions studied.  That  means  that  the 
system  is  not  broken,  but  that  Ameri- 
can health  care  safety  programs  can  be 
built  on  optimism. 

Safety  program  planning  can  build 
on  recent  successes  in  developing  phar- 
macy fail-safe  programs,  new  care 
guidelines,  disease  management  pro- 
grams, and  patient  care  performance 
improvement  strategies.  As  demon- 
strated here,  some  of  the  safety  re- 
search is  soft  science,  but  medicine  is 
an  art,  and  development  of  safety  sys- 
tems in  patient  care  can  still  proceed. 
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Many  factors  are  involved  in  improving  the  quality  of  health  care.  Using  data  to  meas- 
ure performance  is  an  essential  element.  Whether  the  objective  is  to  improve  outcomes 
(eg,  reducing  mortality  among  patients  hospitalized  with  acute  myocardial  infarction) 
or  to  improve  a process  of  care  (eg,  increasing  the  rate  of  beta  blocker  administration 
at  discharge  in  patients  with  acute  myocardial  infarction),  data  are  central  to  assess- 
ing the  quality  of  health  care.  Data  help  determine  where  opportunities  for  improve- 
ment exist  and  document  the  impact  that  system  change  inteiwentions  have  made  on 
the  outcomes  or  processes  of  care  for  a clinical  condition  or  topic.  Measuring  perform- 
ance is  critical  to  learning  how  your  practice  compares  with  best  practices.  If  you 
haven’t  measured,  you  do  not  know.  This  article  will  focus  specifically  on  the  role  and 
use  of  data  to  improve  processes  of  health  care  for  Medicare  beneficiaries.  Examples  of 
projects  and  results  are  cited  from  the  work  of  the  Texas  Medical  Foundation,  which  is 
the  Medicare  peer  review  organization  under  the  Health  Care  Financing  Administra- 
tion’s Health  Care  Quality  Improvement  Program. 


CME  learning  objectives 
Upon  completion  of  this  article,  partic- 
ipants should  be  able  to  identify  fac- 
tors involved  in  improving  the  quality 
of  health  care;  discuss  the  role  and  use 
of  population-based  data  to  improve 
processes  of  health  care;  explain  the 
types  and  sources  of  data  and  how 
they  relate  to  a particular  health  care 
quality  issue;  and  discuss  projects  of 
the  Texas  Medical  Foundation  de- 
signed to  improve  the  quality  of  health 
care  among  Medicare  beneficiaries. 


From  the  Texas  Medical  Foundation,  Austin,  Tex.  Send 
reprint  requests  to  Robert  L.  Abel,  PhD,  Texas  Medical 
Foundation,  Barton  Oaks  Plaza  2,  Ste  200,  901  Mopac 
Expway  S,  Austin,  TX  78746-5799. 

5th  scope  of  work 

The  analyses  upon  which  this  publication  is  based 
were  performed  under  Contract  Number  500-96-P537, 
: entitled  “Utilization  and  Quality  Control  Peer  Review 
Organization  for  the  State  of  Texas,"  sponsored  by  the 
, Health  Care  Financing  Administration  (HCFA),  De- 
' partment  of  Health  and  Human  Services.  The  content 
of  this  publication  does  not  necessarily  reflect  the 
I views  or  policies  of  the  Department  of  Health  and  Hu- 
I man  Services,  nor  does  mention  of  trade  names,  com- 
: mercial  products,  or  organizations  imply  endorsement 
; by  the  US  government.  The  author  assumes  full  re- 
I sponsibility  for  the  accuracy  and  completeness  of  the 
ideas  presented. This  article  was  funded  under  HCFA’s 
Health  Care  Quality  Improvement  Program,  an  initia- 
i tive  for  the  implementation  of  quality  improvement 
projects  derived  from  analyses  of  patterns  of  care. 
! Ideas  and  contributions  to  the  author  concerning  expe- 
rience with  similar  issues  are  welcome. 


Background 

In  1993,  the  Health  Care  Financing 
Administration  (HCFA)  imple- 
mented the  Health  Care  Quality  Im- 
provement Program  (HCQIP)  (1,2). 
This  shifted  HCFA’s  focus  from  case- 
by-case  revietv  toward  quality  improve- 
ment. Since  that  time,  the  Texas 
Medical  Foundation,  the  Medicare  peer 
review  organization  (PRO)  for  the  state 
of  Texas,  has  been  involved  with  hospi- 
tals, managed  care  organizations,  and 
primary  care  providers  in  population- 
based,  data-driven,  process-of-care 
projects  to  improve  the  quality  of 
health  care  for  Medicare  beneficiaries 
in  the  state  of  Texas. 

Current  initiatives  to  improve  health 
care  have  at  least  one  element  in  com- 
mon: they  rely  in  some  way  on  the 
measurement  and  analysis  of  data. 
Measurement  enables  hospitals  and 
physicians  to  understand  their  per- 
formance, to  make  comparisons  with 
best  practices  and  benchmarks,  and  to 
identify  where  improvement  is  needed. 
Whether  the  objective  is  to  improve 


outcomes  (eg,  reducing  mortality 
among  patients  hospitalized  with  acute 
myocardial  infarction  [AMI])  or  to  im- 
prove a process  of  care  that  is  linked  to 
an  improved  outcome  (eg,  increasing 
the  rate  of  beta  blocker  administration 
at  discharge  in  patients  with  AMI), 
data  are  central  to  measuring  the  qual- 
ity of  health  care  provided  to  the 
Medicare  population. 

Improving  the  quality  of  health  care  is 
multifactorial.  These  factors  include 
defining  the  clinical  issue  or  topic;  deter- 
mining evidence-based  or  guideline- 
based  performance  measures;  obtaining, 
analyzing,  and  interpreting  data;  diag- 
nosing process  barriers;  and  developing 
and  implementing  system  interventions 
to  improve  current  processes,  as  well  as 
educating  health  care  providers  and  pa- 
tients about  appropriate  care.  A process 
for  developing  and  implementing  initia- 
tives or  projects  to  improve  quality  of 
health  care  was  published  previously  (3). 
This  article  will  focus  specifically  on  the 
role  and  use  of  population-based  data  to 
improve  processes  of  care  and  the  quality 
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Table  1.  Issues  in  use  of  data. 


Factor 

Medical  Records 

Claims* 

Surveys 

Sample  size 

X 

X 

Sampling  strategy 

X 

X 

Case  selection  criteria 

X 

X 

X 

Time  frame 

X 

X 

X 

Abstraction  instrument  and  instructions  X 

Survey  instrument 

X 

Reliability 

X 

X 

Validity 

X 

X 

X 

Target  population 

X 

* Projects  using  claims  data  routinely  use  total  populations. 


of  health  care  in  Texas.  Examples  will  be 
cited  from  previously  completed  quality 
improvement  projects. 

Using  data  to  measure  performance 
is  a necessary  element  in  health  care 
quality  improvement.  Data  help  to  de- 
termine where  opportunities  exist  for 
improving  health  care  and  to  document 
the  impact  that  system  change  inter- 
ventions have  made  on  the  outcomes 
or  processes  of  care  for  a clinical  condi- 
tion or  topic. 

The  amount  of  data  collection  re- 
quired is  dependent  on  the  focus  of  the 
project:  process  versus  outcome.  Fewer 
data  elements  are  required  when  focus- 
ing on  process  of  care.  This  is  an  im- 
portant consideration  when  choosing 
the  focus,  particularly  if  data  have  to 
be  abstracted  from  medical  records. 
Also,  in  most  cases,  quality  improve- 
ment that  focuses  on  process-of-care 
measures  rather  than  on  outcomes  can 
be  addressed  more  easily  from  the 
standpoint  of  measuring  change. 
Process  indicators  are  appropriate 
“when  science  clearly  identifies  critical 
elements  of  care  that  are  well  docu- 
mented, and  when  outcomes  are  de- 
layed,” while  outcome  indicators  are 
appropriate  “when  clinical  outcomes 
can  largely  be  controlled  but  the  sci- 
ence base  for  individual  elements  is 


weak  and  documentation  is  poor  or  dif- 
ficult to  summarize”  (4). 

Note  the  distinction  between  popu- 
lation-based medicine  and  clinically 
based  medicine.  Population-based 
medicine  focuses  on  consistent  applica- 
tion of  a given  intervention  to  a specific 
population.  Any  individual  patient  may 
benefit,  but  if  the  intervention  is  ap- 
plied consistently,  the  population  as  a 
whole  benefits. 

Types  and  sources  of  data 

Typically,  three  sources  provide  data, 
depending  on  the  clinical  issue  or  topic 
chosen  for  the  project:  abstraction  from 
medical  records,  administrative  claims, 
and  surveys.  The  health  care  quality  is- 
sue addressed  by  the  project  will  deter- 
mine the  type  of  data  needed.  For 
example,  rates  of  routine  use  of  bilat- 
eral heart  catheterization  for  coronary 
artery  disease  can  be  calculated  from 
claims  data.  Determining  the  rate  of 
beta  blocker  administration  given  to 
AMI  patients  at  discharge  requires  data 
from  a medical  record  or  a pharmacy 
database.  Learning  about  patients’  per- 
ceived satisfaction  with  their  health 
care  necessitates  obtaining  data 
through  use  of  a survey.  In  projects  that 
focus  on  a clinical  topic,  data  needed 
are  usually  derived  through  abstraction 


of  a medical  record  or  from  claims.  Typ- 
ically, data  from  medical  records  and 
surveys  are  obtained  by  use  of  samples 
rather  than  an  entire  patient  popula- 
tion because  of  the  time  and  cost  in- 
volved in  obtaining  the  data,  while 
claims  data  usually  include  all  applica- 
ble cases. 

Various  elements  must  be  consid- 
ered when  the  different  types  of  data 
are  being  used.  These  elements  in- 
clude sample  size  (how  many  cases 
are  needed);  sampling  strategy  (how 
the  sampled  data  will  be  obtained,  eg, 
random,  stratified,  cluster,  or  conven- 
ience samples);  case  selection  criteria 
(ICD-9-CM  and  CPT  code  inclusions); 
case  exclusion  criteria;  time  frame  for 
case  selection  (annual  or  some  other 
period);  development  of  a data  ab- 
straction or  survey  instrument  and  in- 
structions; data  reliability  (data  are 
collected  consistently  when  different 
persons  perform  the  abstraction  or 
surveying);  data  validity  (data  ad- 
dress the  issue);  and  target  population 
(who  are  to  be  surveyed).  Table  1 re- 
lates these  elements  to  the  different 
sources  of  data. 

For  example,  in  the  TMF  bilateral 
heart  catheterization  project,  deter- 
mining rates  of  bilateral  heart 
catheterization  for  coronary  artery 
disease  required  defining  the  case  se- 
lection criteria  (ie,  which  ICD-9-CM 
procedure  codes  were  to  be  included 
and  which  ICD-9-CM  diagnosis  codes 
were  to  be  included  or  excluded)  and 
the  time  frame  (typically  6-month  or 
yearly  intervals).  Obtaining  beta 
blocker  administration  rates  at  dis- 
charge for  AMI  patients  entailed  de- 
termining sample  size  (number  of 
cases  needed  to  draw  conclusions 
about  a process),  sampling  strategy 
(random),  case  selection  criteria  (pa- 
tients with  a ICD-9-CM  diagnosis  of 
AMI),  preparation  of  a data  abstrac- 
tion instrument  and  instructions  (pa- 
per or  electronic  software  version), 
and  use  of  a process  to  determine  reli-_ 
ability  (abstraction  of  a subsample  of 
medical  records  by  each  abstractor, 
which  is  compared  with  a gold  stan- 
dard). ^ 
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Figure  1 


Medically  Non-indicated  Bilateral  Heart  Catherizations 


Months  (Januat7  1990  through  June  1998) 


Analysis  and  handling  of  data 

Various  factors  must  be  considered 
i when  using  data  for  quality  improve- 
ment. Types  of  analyses  that  will  be 
, performed  may  be  descriptive  or  infer- 
; ential  statistics,  determination  of 
strength  of  association,  or  severity  ad- 
justment. Measurement  domain  en- 
compasses statewide  rates,  peer  group 
rates,  and  hospital  or  provider  specific 
rates.  Baseline  factors  determine  where 
you  are  before  process  changes  are 
made.  Remeasurement  involves  deter- 
mining the  impact  from  implemented 
system  interventions.  Monitoring  per- 
formance requires  periodic  assessments 
to  determine  performance,  usually  as- 
: sociated  with  the  use  of  control  charts. 

Applications 

The  following  examples  report  on  the 
use  of  data  from  medical  records  and 
; administrative  claims  by  TMF  in  proj- 
I ects  to  improve  the  quality  of  health 
I care  among  Medicare  beneficiaries.  The 
^ bilateral  heart  catheterization  project  is 
: an  example  of  the  use  of  claims  data  to 
. ensure  that  only  medically  necessary 
, procedures  were  performed.  Other  ex- 
amples will  be  cited  that  used  data  ab- 
stracted from  medical  records.  Each  of 
these  quality  improvement  projects  ad- 
. dressed  improving  processes  of  care. 

^ Bilateral  Heart  Catheterization  Project 
: Routine  catheterization  of  both  cham- 
: bers  of  the  heart  for  diagnostic  testing  of 
coronary  artery  disease  has  been  ques- 
tioned (5-9).  Claims  data  were  used  to 
i identify  hospitals  that  performed  bilat- 
eral heart  catheterizations  in  more  than 
70%  of  patients  admitted  for  catheteri- 
zation with  coronary  artery  disease. 

: Hospital-specific  rates  of  bilateral  heart 
catheterization  procedures  for  coronary 
i artery  disease  and  statewide  data  were 
t shared  with  hospitals  and  physicians  to- 
; gether  with  suggested  indications  for 
. performing  bilateral  heart  catheteriza- 
tions developed  by  the  Texas  Medical  As- 
sociation Committee  on  Cardiovascular 
' Diseases.  Hospitals  were  asked  to  docu- 
■ ment  the  indications  for  a bilateral  heart 
catheterization  in  the  medical  record. 
Figure  1 shows  the  number  of  bilateral 

I 
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heart  catheterizations  before  and  after 
hospitals  participating  in  the  project  im- 
plemented process  change  interventions. 
Participating  hospitals  typically  adopted 
the  TMA-suggested  guideline  for  deter- 
mining medical  necessity.  Adoption  of 
these  guidelines  produced  significant 
long-term  improvement. 

Acute  Myocardial  Infarction  Project  (Co- 
operative Cardiovascular  Project) 

In  this  Health  Care  Financing  Adminis- 
tration national  quality  improvement 
project,  all  hospitals  that  treated 
Medicare  patients  with  AMI  were  pre- 
sented with  baseline  data  abstracted 
from  medical  records  for  AMI  dis- 
charges during  an  8-month  time  frame 
along  with  the  American  College  of 
Cardiology/American  Heart  Associa- 
tion guidelines  for  appropriate  care 
(10,11).  Hospital  staff  were  encour- 
aged to  examine  their  processes  of  care 
for  AMI  patients  and  make  changes 
where  possible  to  increase  their  quality 
indicator  performance  rates.  The  spe- 
cific changes  were  left  to  the  discretion 
of  each  hospital. 

Remeasurement  data  following  in- 
tervention that  were  provided  recently 
to  participating  hospitals  included 
statewide  average  rates  and  bench- 
marks of  performance  for  the  quality 
indicators  for  10  processes  of  care.  A 
recognized  procedure  was  used  to 
identify  hospitals  considered  bench- 
marks (12).  Benchmark  performance 
calculations  used  eligible  patient  data 


to  ensure  that  sufficient  cases  were 
available.  For  example,  these  data  indi- 
cate that  the  rate  of  beta  blocker  ad- 
ministration at  discharge  increased  by 
14%  in  eligible  patients  (relative  con- 
traindications may  have  been  present) 
(Table  2).  These  data  suggest  that  hos- 
pital interventions  increased  treatment 
rates  for  the  discharge  indicators  and 
for  a couple  of  the  inpatient  indicators. 
Hospitals  serving  as  benchmarks  were 
notified  about  their  performance  for 
the  specific  quality  indicators. 

International  Normalized  Ratio  project 
During  a TMF  quality  improvement 
project  pertaining  to  deep  vein  throm- 
bosis, some  hospitals  were  identified  as 
not  using  the  International  Normalized 
Ratio  (INR)  when  measuring  pro- 
thrombin time  (PT)  in  patients  under- 
going anticoagulation.  Data  on  use  of 
INRs  were  abstracted  from  the  labora- 
tory sheet  of  a single  medical  record 
from  hospitals  for  patients  undergoing 
such  treatment.  Hospitals  identified  as 
not  using  INRs  were  provided  with 
these  results  and  information  about  the 
appropriate  use  of  INRs.  The  results 
presented  in  Table  3 show  the  effect  of 
this  intervention. 

Diabetes  Care  Project 
TMF  initiated  a quality  improvement 
project  focused  on  ensuring  that 
Medicare  patients  with  diabetes  received 
the  minimum  standard  of  care  estab- 
lished by  the  Texas  Diabetes  Council 
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and  92.9%  perceived  benefit  from  par- 

Table  2.  Cooperative  Cardiovascular  Project  performance  measurements  ticipation  with  TMF  in  future  projects, 

for  eligible  acute  myocardial  infarction  patients. 


Baseline 

Remeasurement 

Benchmark, 

Indicator 

(95%  Cl) 

(95%  Cl) 

P Value 

in  percent 

Aspirin  during  stay 

78  (78,  79) 

80  (79,  82) 

0.008 

95 

Aspirin  day  1 

60  (59,  61) 

55  (53,  57) 

N/A 

75 

Reperfusion 

24  (23,  25) 

43  (39,  47) 

0.0001 

86 

Thrombolytics 

19  (18,  20) 

11  (10,  13) 

N/A 

33 

Thrombolytics  in  1 hour 

47  (45,  50) 

52  (47,  58) 

0.063* 

97 

ACE  inhibitors  at  discharge 

53  (50,  56) 

58  (53,  63) 

0.033 

98 

Aspirin  at  discharge 

67  (66,  68) 

71  (70,  73) 

0.0001 

92 

Beta  blockers  at  discharge 

30  (29,  31) 

44  (42,  46) 

0.0001 

72 

No  calcium  channel  blockers 

72  (70,75) 

79  (76,  83) 

0.002 

100 

Smoking  counseling! 

33  (30,  35) 

29  (24,  33) 

N/A 

72 

* One-sided  P value:  not  statistically  significant. 

t Evaluation  performed  only  for  ideal  patients;  benchmark  analysis  used  eligible  patient  data. 
N/A  indicates  a decrease  in  indicator  performance. 

ACE  = angiotensin-converting  enzyme 


(13).  Baseline  data  were  abstracted  from 
medical  records  for  minimum  standard- 
of-care  quality  indicators.  These  data,  to- 
gether with  guidelines  for  patient  care,  a 
patient  medical  record  flowsheet  for 
documenting  performance,  and  other 
educational  materials,  were  provided  to 
the  participating  primary  care  clinics  to 
assist  them  in  improving  their  processes 
of  care.  To  reduce  data  abstraction  at  re- 
measurement, claims  data  were  used  to 
determine  a new  baseline  and  remea- 
surement rate  for  performance  of  hemo- 
globin Ale  tests  and  eye  examinations  at 
the  two  outpatient  clinics.  These  results 
are  presented  in  Table  4. 

Survey  data 

Surveys  have  been  employed  by  TMF  to 
assess  project  effectiveness  in  improving 
the  quality  of  health  care.  Telephone 
surveys  were  used  to  gauge  the  impact 
of  influenza  immunization  campaigns 
among  Medicare  beneficiaries.  They 
were  used  to  determine  the  overall  im- 
munization rate  among  beneficiaries 
and  to  identify  factors  that  were  most 
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influential  in  decisions  by  beneficiaries 
to  be  immunized.  Not  surprisingly, 
physician  recommendations  were  cited 
by  beneficiaries  as  the  most  influential 
factor  in  their  decision  to  be  vaccinated. 

Additionally,  TMF  used  surveyed 
hospital  quality  improvement  staff  to 
determine  the  extent  of  quality  im- 
provement process  and  interventions 
utilization  in  conjunction  with  the  Co- 
operative Cardiovascular  Project  (CPP) 
for  acute  myocardial  infarction.  Among 
the  104  responding  hospitals,  81.8% 
reported  use  of  a multidisciplinary 
team  and  88.9%  reported  that  a physi- 
cian champion  was  a member  of  the 
team.  Brainstorming  was  reported  as 
the  continuous  quality  improvement 
process  used  most  frequently  by  80.3% 
of  the  hospitals.  Approximately  40%  of 
the  responding  hospitals  reported  the 
time  to  develop  and  implement  process 
changes  and  physician  resistance  as 
barriers  to  quality  improvement.  Most 
of  the  responding  hospitals  (83.8%)  re- 
ported that  they  benefited  from  partic- 
ipating with  TMF  in  the  current  project 
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Discussion 

The  preceding  information  described 
the  application  of  data  by  TMF  in 
health  care  quality  improvement  proj- 
ects in  the  Medicare  population.  Hospi- 
tals and  physicians  implementing 
process-of-care  changes  to  improve  the 
quality  of  care  for  Medicare  beneficiar- 
ies in  reality  affect  the  quality  of  care 
for  all  patients,  not  just  Medicare  ben- 
eficiaries. Generally,  these  data  have 
shown  improvement,  and  statistically 
significant  change  has  been  reported  in 
some  cases.  Because  a control  group 
was  not  used  for  comparative  purposes 
in  these  projects,  results  reported  may 
possibly  be  attributed  to  factors  other 
than  the  process-of-care  interventions 
themselves.  Even  in  quality  improve- 
ment projects  with  control  groups,  fac- 
tors other  than  the  interventions  may 
still  contribute  to  improvement. 

Pharmacy  records  constitute  an- 
other source  of  data  that  so  far  has  not 
been  used  in  TMF  projects.  Pharmacy 
data  have  the  potential  to  identify  pa- 
tients with  diagnoses  for  which  they 
are  receiving  pharmacologic  treatment 
and  to  track  their  use  of  these  medica- 
tions — for  example,  measuring  war- 
farin administration  in  patients 
discharged  with  atrial  fibrillation.  Link- 
ing these  data  sets  with  patients’  de- 
mographic information  could  be  a very 
effective  tool  for  hospitals,  managed 
care  organizations,  and  physician 
groups  that  offer  pharmacy  benefits 
and  services. 

Although  data  have  been  used  to 
demonstrate  improvement,  and  inter- 
est exists  in  large  data  sets  such  as 
claims  data,  in  most  cases  these  data  by 
themselves  only  identify  possible  issues 
of  interest.  Without  additional  defini- 
tion of  the  process,  claims  data  do  not 
afford  any  insight  into  what  changes 
are  needed  that  will  lead  to  improved 
quality  of  health  care.  As  noted  previ- 
ously, data  are  an  essential  element  in 
the  process  of  improving  health  care 
quality,  but  alone  they  will  not  result  in 
improved  quality  of  health  care. 
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Table  3.  Hospital  use  of  international  nortnalized  ratio  (INR). 


Use  INRs 

Baseline 

No.  (%) 

Remeasurement 

No.  (%) 

Change, 
in  percent 

Yes 

246  (72) 

310  (93) 

+ 21 

No 

84  (25) 

13  (4) 

-21 

Unknown 

11  (3) 

11  (3) 

0 

Table  4.  Primary  Care  Diabetes  Project. 


Quality  Indicator 

Baseline 

(3/96-2/97) 

Remeasurement 

(3/98-2/99) 

Statewide 

Annual  Hb  Ale 

103,631/221,582  = 46.8% 

142,708/238,341  = 59.9% 

Annual  eye 
examination/visit 

105,338/221,582  = 47.5% 

118,961/238,341  = 49.9% 

Primary  Care  Site  #1 

Annual  Hb  Ale 

142/411  = 34.5% 

214/425  = 50.4% 

Annual  eye 
examination/ visit 

210/411  = 51.1% 

240/425  = 56.5% 

Primary  Care  Site  #2 

Annual  Hb  Ale 

4,268/7,424  = 57.5% 

5,277/7,966  = 66.2% 

Annual  eye 
examination/visit 

3,985/7,424  = 53.7% 

4,462/7,966  = 56.0% 

i 

’ For  health  care  providers,  use  of  an 
< electronic  medical  record  can  greatly 
facilitate  improvements  in  the  quality 
of  health  care.  An  electronic  medical 
; record  provides  physicians  and 
; providers  with  reminders  about  the 
; need  for  preventive  care  and  chronic 
I disease  management  during  patient 
1 encounters.  The  electronic  record  also 
readily  documents  the  care  provided 
without  the  time-consuming  and  bur- 
r densome  necessity  to  abstract  data 

■ from  patient  medical  records. 

In  TMF  quality  improvement  proj- 
' ects  where  data  must  be  collected  from 
medical  records,  TMF  has  developed 
and  offered  to  health  care  providers 
computerized  software  (MedQuest) 

■ data  abstraction  instruments  and  in- 
structions that  include  an  analytic 
function  so  that  users  can  determine 
results.  These  software  packages  do  not 
alleviate  the  time-consuming  necessity 
to  abstract  data,  but  they  do  reduce  the 
burden  of  instrument  development  on 
individual  health  care  providers. 

To  increase  the  quality  of  care  for  all 
patients,  achieving  performance  set  by 
benchmarks  for  process-of-care  quality 
indicators  is  of  great  importance  and  is 
particularly  relevant  to  the  clinical  as- 
pects of  the  quality  of  patient  care.  Fo- 
cusing on  benchmarks  should  be  the 
objective  rather  than  being  “better  than 
the  average.”  Using  benchmarks  helps 
shift  the  focus  to  ensuring  that  all  pa- 
tients receive  the  appropriate  care. 
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The  American  Medical  Association  convenes  clinical  experts  from  national  medical  spe- 
cialty societies  and  experts  in  methodology  and  data  collection  to  develop  physician 
clinical  performance  measures.  These  measures,  derived  from  established  clinical  rec- 
ommendations, are  intended  to  facilitate  continuous  quality  improvement  by  physi- 
cians. Through  notification  and  education  about  their  performance,  physicians  can 
determine  if,  and  where,  changes  are  needed  to  improve  patient  care.  Other  approaches 
to  physician  performance  measurement  that  seek  to  externally  compare  physicians 
should  be  viewed  with  caution  because  of  one  or  more  methodological  concerns.  The 
medical  profession  is  committed  to  engaging  physicians  in  performance  measurement 
for  quality  improvement. 


CME  learning  objectives 
Upon  completion  of  this  article,  partici- 
pants should  be  able  to  define  physician 
performance  measurement;  recognize 
AMA’s  approach  to  performance  meas- 
urement that  reflects  the  belief  that 
greater  potential  exists  to  improve  care 
by  supporting  professional  accountabil- 
ity and  commitment  than  in  external  ac- 
countability driven  by  regulators  or 
payers;  and  discuss  the  need  to  adjust 
for  factors  outside  the  control  and  influ- 
ence of  the  physician  — differences 
among  patients  and  the  small  numbers 
of  patients  — when  measuring  physi- 
cian performance  for  purposes  other 
than  quality  improvement. 


Dr  Kmetik,  program  director,  American  Medical  Asso- 
ciation; Dr  Williams,  clinical  director,  Texas  Health 
Quality  Alliance;  Dr  Hammons,  senior  vice  president 
for  research  and  education,  Medical  Group  Manage- 
ment Association;  and  Dr  Rosof,  senior  vice  president 
of  medical  affairs,  Huntington  Hospital.  Send  reprint 
requests  to  Karen  S.  Kmetik,  PhD,  Program  Director, 
American  Medical  Association,  515  N State  St, 
Chicago,  IL  60657. 

This  article  is  based  on  a working  document  of  the 
AMA-convened  Performance  Measures  Advisory 
Committee,  which  includes  15  individuals  with  expert- 
ise in  either  or  both  performance  measurement 
methodology  and  data  collection  within  physician  of- 
fices; the  Specialty  Advisory  Committee,  which  in- 
cludes clinical  experts  representing  28  national 
medical  specialty  societies;  and  the  Specialty  Forum, 
which  includes  representatives  from  more  than  20  ad- 
ditional national  medical  specialty  societies. 
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The  American  Medical  Association 
aims  to  support  physicians  in 
their  efforts  to  continually  im- 
prove patient  care  by  dehning 
and  promoting  appropriate  meas- 
ures and  measurement  systems  for  the 
clinical  performance  of  physicians.  AMA 
seeks  also  to  eliminate  conflicting  mes- 
sages and  redundant  data  collection  in 
some  existing  clinical  performance 
measurement  efforts.  Toward  these 
goals,  AMA  convenes  clinical  and 
methodological  experts  to  specify  per- 
formance measures  derived  from  clini- 
cal guidelines  and  to  delineate 
treatment  goals,  data  analysis,  and  feed- 
back to  facilitate  improved  patient  care. 

The  philosophy  underlying  measure- 
ment of  and  feedback  about  physician 
performance  is  that  a greater  potential 
exists  to  improve  care  “from  the  inside 
out”  — supporting  physicians  working 
at  the  frontlines  to  improve  care  for 
their  patients  — rather  than  through  ex- 
ternally Imposed  review  and  regulation 
(1-3).  Physicians  can  use  detailed  data 
on  their  clinical  processes  and  patient 
outcomes  in  assessing  and  improving 
their  practices  and  their  patients’  out- 
comes, but  these  data  are  not  currently 
suitable  for  evaluating  physicians  (4). 
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Defining  “physician  performance 
measurement" 

“Physician  performance  measure- 
ment” is  defined  as  the  quantitative 
assessment  of  health  care  processes 
and  outcomes  for  which  an  individ- 
ual physician  may  be  accountable. 
Many  health  plans  and  hospitals  at- 
tempt to  profile  physicians  on  the  ba- 
sis of  process  or  outcomes  measures, 
or  on  the  basis  of  cost.  But  each  plan 
or  hospital  typically  includes  in  its 
analysis  only  its  own  patients,  usu- 
ally a small  fraction  of  a physician’s 
total  practice.  Furthermore,  each 
plan  or  hospital  often  defines  meas- 
ures differently  or  applies  different 
methods  of  risk  adjustment.  As  a con- 
sequence, physicians  receive  frag- 
mented and  confusing  feedback  on 
their  performance. 

AMA  encourages  physicians  to  par- 
ticipate in  clinical  performance  meas- 
urement and  improvement  activities 
that  promote  high-quality  health  care 
for  all  patients.  AMA  — with  its 
methodological  and  clinical  expert 
partners  — also  seeks  to  standardize 
the  measurement  of  physician-level 
performance.  The  experts  have  devel- 
oped core  Physician  Performance 
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Measurement  Sets  (for  example,  for 
adult  diabetes,  prenatal  testing,  and 
chronic  stable  coronary  artery  dis- 
ease) designed  to  ensure  that  physi- 
cians receive  standardized,  useful 
information  about  how  they  manage 
patients  compared  with  established 
clinical  recommendations  and  with 
their  relevant  peers. 

Using  clinical  performance  data  to 
improve  patient  care 

[Physicians  recognize  that  they  are  ac- 
countable to  their  patients  to  provide 
’ high-quality  care  and  service.  In  turn, 
'AMA’s  approach  to  measurement  and 
i feedback  for  improvement  is  grounded 
1 in  the  belief  that  potential  exists  to  im- 
i prove  patient  outcomes  by  supporting 
leach  physician’s  commitment  to  im- 
i proving  patient  care  (1,2, 5-8).  The  po- 
! tential  to  improve  care  “from  the  inside 
lout”  (supporting  physicians  working  at 
The  frontlines  to  improve  care  for  their 
i patients)  is  far  greater  than  that 
through  externally  imposed  review  and 
j regulation  (1,2, 3, 9).  Put  another  way, 
[professional  accountability  and  com- 
j mitment  have  greater  power  than  does 
i external  accountability  driven  by  regu- 
ilators  or  payers. 

To  be  most  effective  in  providing 
fhigh-quality  care  and  in  improving 
care,  physicians  need  accurate  data  on 
important  aspects  of  the  care  they  pro- 
vide and  their  patients’  outcomes 
(7,10-12).  While  measurement  alone 
does  not  automatically  result  in  im- 
provement, measurement  and  feed- 
back enable  physicians  to  focus  on  the 
aspects  of  care  that  are  most  important 
for  achieving  good  outcomes  and  to  as- 
sess the  effects  of  changes  they  make  to 
improve  care.  Measurement  is  not  a 
sufficient  condition  for  improvement, 
but  it  may  be  necessary  for  physicians’ 
efforts  to  be  most  effective. 

Few  physicians  now  have  this  kind 
of  detailed  data  on  the  care  they  pro- 
vide and  their  patients’  outcomes;  most 
physicians  do  not  know  how  they  com- 
pare with  their  peers,  with  evidence- 
. based  clinical  recommendations,  or 
jwith  their  own  expectations  for  care. 
(For  this  reason,  profession-derived  core 


measurement  sets  include  both  de- 
scriptive measures,  which  provide  the 
physician  with  distributions  of  fre- 
quency of  testing  and  test  results,  as 
well  as  performance  measures,  which 
indicate  how  often  a clinical  recom- 
mendation or  desired  intermediate  out- 
come is  achieved.  Moreover,  feedback 
includes  both  aggregated  patient  data 
and  confidential,  individual  patient 
data  to  enable  the  physician  to  under- 
stand the  data  and  to  determine  appro- 
priate steps  that  may  improve  patient 
care.  For  example,  a Health  Plan  Emi- 
ployer  Data  and  Information  Set 
(HEDIS)  measure  for  comparing  health 
plans  is  the  percentage  of  patients  with 
most  recent  Hb  Ale  levels  >9.5%.  Con- 
versely, the  profession-defined  measure 
for  physician  quality  improvement  is 
the  actual  test  value  for  each  patient 
and  the  distribution  of  values  of  test  re- 
sults in  five  ranges:  <7.0%, 
7.0%-7.9%,  8.0%-8.9%,  9.0%-9.9%, 
> 10.0%.  It  is  important  to  note  that  al- 
though the  HEDIS  and  profession-de- 
fined measures  differ  because  of  their 
different  purposes,  both  measures  re- 
quire the  collection  of  patients’  Hb  Ale 
test  results,  thereby  offering  the  poten- 
tial for  single  data  collection  for  multi- 
ple purposes. 

A growing  body  of  experience 
demonstrates  the  effectiveness  of  sys- 
tematic work  to  improve  clinical 
processes  and  patient  outcomes,  partic- 
ularly when  physicians  lead  the  effort 
(2,5,13).  Examples  have  been  pub- 
lished of  improving  care  for  many  med- 
ical and  surgical  treatments,  clinical 
conditions,  and  populations,  including 
asthma,  antibiotic  use,  cardiac  surgery, 
diabetes,  hypertension,  and  others 
(14-18).  Successful  approaches  to  im- 
provement use  the  scientific  method 
and  simple  experimentation  (7,9,19). 
They  incorporate  measurement  to  plan 
changes  in  practice  and  to  evaluate  the 
results  (6,10,11).  Much  has  been 
learned  about  how  to  provide  measure- 
ment and  feedback  that  is  useful  to 
physicians  (6,10-12)  and  how  to  use 
clinical  practice  guidelines  to  help 
physicians  identify  and  incorporate 
best  practices  (20,21). 


Inherent  limitations  in  physician-level 
performance  measurement 

The  inherent  limitations  in  the  perform- 
ance data  that  can  be  generated  for  a 
particular  physician’s  practice  explains 
why  AMA  encourages  physicians  to  par- 
ticipate in  measurement  and  feedback 
for  quality  improvement  but  not  for  ex- 
ternal accountability.  The  profession’s 
measures  do  not  involve  comparing  a 
physician’s  performance  with  a numeri- 
cal goal  (for  example,  a target  cesarean 
section  rate).  Attempts  by  regulators 
and  payers  to  evaluate  and  punish 
physicians  using  these  data  would  be 
counterproductive;  given  the  inherent 
shortcomings  of  clinical  performance 
data  at  the  individual  physician  level, 
they  are  likely  to  be  irresponsible. 

Reliability,  validity,  and  usefulness  of 
performance  measures 

Physicians  who  participate  in  measure- 
ment systems  will  expect  that  the 
measurements  that  are  generated  for 
their  practices  and  their  patients’  out- 
comes are  accurate  (reliable  and  valid) 
enough  for  them  to  use  to  evaluate  care 
and  to  improve.  Physician  performance 
measurement  systems  that  wish  to 
serve  physicians  will  be  expected  to  use 
measures  with  demonstrated  reliability 
and  validity,  or  to  assess  and  demon- 
strate the  reliability  and  validity  of  the 
measures  that  they  use. 

On  the  other  hand,  these  measure- 
ments of  physician  performance  — that 
is,  of  important  aspects  of  patient  care 
and  outcome  — need  not  demonstrate 
levels  of  reliability  and  validity  that 
would  be  required  for  external  evalua- 
tion of  the  physician’s  practice  or  of  the 
physician  (20).  High  levels  of  reliability 
and  validity  that  are  required  for  exter- 
nal evaluation  may  be  beyond  the  reach 
of  physician  performance  measure- 
ment, at  least  with  the  current  state  of 
data  and  methods:  for  most  physician 
practices,  differences  among  patients 
cannot  be  accounted  for  with  available 
data  and  methods.  For  the  foreseeable 
future,  the  emphasis  and  purpose  of 
physician  clinical  performance  meas- 
urement must  be  on  improvement  and 
not  on  external  evaluation. 
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Adjusting  for  differences  among 
patients  and  the  problem  of  small 
numbers 

A patient’s  outcome  depends  not  only 
on  the  care  the  physician  provides  but 
also  on  factors  outside  the  control  and 
influence  of  the  physician.  For  exam- 
ple, patients  with  a particular  condi- 
tion may  differ  in  the  severity  of  that 
condition,  and  in  the  number  of  other 
(comorbid)  illnesses  they  have.  Pa- 
tients differ  in  their  social  situations 
and  in  their  ability  or  willingness  to 
participate  in  the  actions  needed  to 
cure  their  disease  or  improve  their 
health  (22-26).  Since  the  patients  who 
receive  care  from  one  physician  often 
differ  substantially  from  those  under 
another  physician’s  care,  these  “patient 
and  other  factors”  will  confound  efforts 
to  compare  one  physician’s  perform- 
ance with  that  of  another. 

Most  physicians  will  have  perform- 
ance data  on  only  a small  number  of  pa- 
tients with  a particular  diagnosis  or 
condition.  For  example,  most  physicians 
care  for  fewer  than  60  patients  with  dia- 
betes, a condition  with  a relatively  high 
prevalence,  though  some  endocrinolo- 
gists may  care  for  larger  numbers  of  dia- 
betics (4).  When  a physician  provides 
care  for  just  10  or  20  patients  with  dia- 
betes, the  problem  of  “small  numbers” 
makes  it  difficult  to  determine  if  meas- 
ured differences  among  the  physician’s 
care  and  outcomes  reflect  “real”  differ- 
ences or  occur  by  chance.  When  physi- 
cians care  for  patients  with  different 
complexity  or  severity  of  illness,  the  abil- 
ity to  adjust  for  the  effects  of  those  differ- 
ences requires  not  only  good  methods  for 
risk  adjustment  but  also  a large  enough 
sample  to  achieve  an  adequate  level  of  re- 
liability when  distinguishing  one  physi- 
cian’s performance  from  another  (4). 

Therefore,  if  comparative  data  were  to 
be  used  for  external  evaluation  or  for 
choosing  among  physicians,  the  stan- 
dards for  accuracy  and  completeness  of 
the  data  and  for  reliability  and  validity  of 
the  measures  must  be  very  high:  differ- 
ences among  patients  must  be  fully  ac- 
counted for  through  risk  adjustment  or 
risk  stratification  to  minimize  misinter- 
pretation and  misjudgment.  These  stan- 


dards will  not  be  met  by  performance 
measurement  systems  currently  designed 
to  support  physician  self-assessment  and 
improvement.  In  fact,  a recent  report 
suggests  that  few  measurement  systems 
explicitly  designed  to  evaluate  individual 
physicians  will  be  able  to  meet  reason- 
able standards  for  accuracy,  even  after 
risk  adjustment,  because  of  differences 
among  physicians’  patients  with  a partic- 
ular condition  and  the  relatively  small 
numbers  of  patients  per  physician  with  a 
particular  condition  (4). 

For  purposes  of  physician  self-assess- 
ment and  improvement,  the  require- 
ments for  risk  adjustment  are  far  less 
stringent.  A physician  can  compare  his 
or  her  care  and  outcomes  from  one  pe- 
riod to  the  next,  making  rough  and  im- 
plicit adjustments  for  patient  factors 
that  may  vary  over  time.  Nevertheless, 
physician  performance  measurement 
systems  should  stratify  or  risk-adjust  for 
important  differences  among  patients 
when  analyzing  physicians’  data  and 
providing  comparative  feedback,  reduc- 
ing the  need  for  physicians  to  make  im- 
plicit adjustments  for  the  unmeasured 
differences  between  their  patients  and 
those  of  other  physicians,  and  for  dif- 
ferences in  their  patients  from  one 
measurement  period  to  the  next. 

For  a few  conditions,  the  problems  of 
small  numbers  and  risk  adjustment 
would  appear  to  be  less  daunting.  For 
example,  some  specialists  provide  care 
for  a relatively  large  number  of  patients 
with  chronic  illnesses  such  as  diabetes, 
and  many  primary  care  physicians’  prac- 
tices may  have  substantial  numbers  of 
patients  with  hypertension.  The  num- 
bers of  pregnant  women  for  whom  many 
obstetricians  provide  care  may  be  suffi- 
cient to  calculate  relatively  good  risk-ad- 
justed measures  of  obstetric  care  and 
outcome.  Overcoming  limitations  from 
the  small  numbers  of  patients  with  any 
one  condition  may  be  possible  by  meas- 
uring patient  satisfaction  and  other 
generic  measures  that  could  apply  to  pa- 
tients with  a variety  of  conditions, 
though  risk  adjustment  is  still  an  issue. 
Public  reporting  of  physicians’  coronary 
artery  surgery  outcomes  in  New  York 
State  and  Pennsylvania  would  seem  to 


imply  the  existence  of  adequate  methods 
for  risk  adjustment,  but  that  point  has 
generated  much  disagreement.  Further 
work  is  needed  to  explore  longitudinal 
analyses  and  other  statistical  models. 

Will  clinical  performance 
measurement  and  feedback  improve 
patient  care  and  outcomes? 

Efforts  like  the  AMA’s  that  seek  to  en- 
gage physicians  in  measuring  and  feed-! 
back  for  improving  patient  care  rest  on 
the  assumption  that  physicians,  as  a pro- 
fession, have  a commitment  to  continu- 
ally improve  the  care  they  provide  their 
patients.  “Getting  there”  will  not  be 
easy.  Busy  physicians  will  not  easily  find 
the  time  to  learn  about  measurement! 
and  improvement,  and  to  understand 
the  data  and  feedback  they  receive,  and 
to  test  changes  in  practice  that  they  be- 
lieve will  improve  care  and  outcomes. 
Success  will  take  time  and  will  need  per- 
sistent support  from  medical  profes- 
sional organizations  and  the  public.  But 
no  other  course  offers  more  promise. 
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Commentary 

The  ORYX  Initiative:  goals  and  potential  application  to  physician  quality  improvement  efforts 


Linda  S.  Hanold,  MHSA 
Richard  G.  Koss,  MA 
Jerod  M.  Loeb,  PhD 


Demands  for  public  accountability  in  health  care  are  more  widespread  today  than  at 
any  time  in  the  past.  A number  of  national  performance  measurement  efforts,  includ- 
ing the  ORYX  initiative  of  the  Joint  Commission  on  Accreditation  of  Healthcare  Orga-^ 
nizations,  represent  an  effort  to  provide  stakeholders  with  the  data  they  need  to  make 
judgments  about  the  quality  of  health  care  provided  to  the  public.  The  underlying 
premise  of  performance  measurement  is  that  organizations  and  clinicians  can  only  im-j 
prove  what  they  can  measure.  Clinicians  are  the  natural  leaders  in  effecting  broad- 
based  change  because  of  their  direct  influence  on  patient  care  and  the  respect  they 
command  in  the  health  care  environment.  As  performance  measurement  initiatives 
evolve,  the  ability  of  health  care  organizations  to  implement  empirically  based,  struc- 
tured improvement  will  increase  and  become  commonplace. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  discuss  the 
goals  of  the  ORYX  initiative,  the  per- 
formance measurement  program  of 
the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations;  ex- 
plain how  the  Joint  Commission  is 
using  the  ORYX  initiative  to  incorpo- 
rate performance  measurement  into 
the  accreditation  process;  describe 
the  use  of  “core  measure  sets”  to 
gather  data  to  monitor  health  care  or- 
ganization performance  on  a continu- 
ous basis,  focus  triennial  surveys,  help 
organizations  identify  issues  requiring 
attention,  facilitate  benchmarking, 
and  foster  standardization  of  perform- 
ance measurement. 


Ms  Hanold  and  Mr  Koss,  research  directors;  Dr  Loeb, 
vice  president  for  research  and  performance  measure- 
ment, Joint  Commission  on  Accreditation  of  Health- 
care Organizations.  Send  reprint  requests  to  Jerod  M. 
Loeb,  PhD,  Division  of  Research,  Joint  Commission 
on  Accreditation  of  Healthcare  Organizations,  1 Re- 
naissance Blvd,  Oakbrook  Terrace,  IL  60181. 
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Introduction:  the  measurement 
environment 

Outcomes  measurement  for  quality 
improvement  was  first  promoted 
by  Ernest  A.  Codman  more  than 
70  years  ago  (1).  Demands  for 
public  accountability  in  health 
care  are  more  widespread  today  than 
ever  before.  Multiple  stakeholders  seek 
the  data  upon  which  to  base  judgments 
pertaining  to  the  quality  and  value  of 
health  care  provided  to  the  public. 
Partly  in  response  to  these  calls  for 
greater  accountability,  and  in  part 
driven  by  a desire  to  assess  and  improve 
internal  quality,  a series  of  performance 
measurement  initiatives  has  been  im- 
plemented. Among  these  are  the  Joint 
Commission  on  Healthcare  Accredita- 
tion’s ORYX  initiative,  focusing  on 
measurement  at  the  organizational 
level;  the  National  Committee  for  Qual- 
ity Assurance’s  (NCQA’s)  Health  Plan 
Employer  Data  and  Information  Set 
(HEDIS),  with  measures  focusing  on 
health  plans;  and  the  American  Medical 
Association,  targeting  indicators  for  use 
by  individual  physicians. 

The  Joint  Commission,  NCQA,  and 
the  AMA  have  also  joined  to  form  the 
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Performance  Measurement  Coordinat- 
ing Council  (PMCC).  The  PMCC’s  pri- 
mary goal  is  to  coordinate  the 
development  and  identification  of  per- 
formance measures  and  measure  sets  so 
as  to  provide  a coherent  view  of  health 
care  quality.  Related  PMCC  activities 
are  to  standardize  data  collection  re- 
quirements; to  devise  means  of  coordi- 
nating measurement  activities  among 
physicians,  organizational  providers, 
and  health  plans;  to  establish  more  effi- 
cient verification  and  data  quality  as- 
surance systems;  and  to  develop 
guidelines  for  the  appropriate  use  of 
performance  data.  Many  other  national 
measurement  initiatives  have  become 
prominent  in  recent  years,  including 
those  undertaken  by  the  Foundation  for 
Accountability  (FACCT)  and  the  Na- 
tional Forum  on  Health  Care  Quality 
Measurement  and  Reporting.  After  lan- 
guishing for  most  of  the  20th  century, 
the  notion  of  public  accountability  in 
health  care  is  finally  coming  to  fruition. 

The  underlying  premise  of  perform- 
ance measurement  is  that  organiza- 
tions and  clinicians  can  only  improve 
what  they  can  measure.  Improving 
health  care  outcomes  requires  improv- 
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ing  the  processes  of  care.  To  be  im- 
proved, processes  must  be  understood, 
and  to  be  understood,  they  must  be 
measured. 

In  addition  to  providing  a quantita- 
tive basis  for  improving  the  quality  of  or- 
ganizational processes  and  outcomes, 
performance  measurement  can  facilitate 
the  management  of  organizational  re- 
sources, supply  information  for  quality 
oversight  by  external  bodies,  and  pro- 
vide stakeholders  with  data  that  can  in- 
form decision-making.  At  another  level, 
performance  measurement  data  provide 
: physicians  with  empirical  evidence  of 
I how  well  they  are  doing  and  how  their 
clinical  outcomes  compare  with  those  of 
other  physicians  providing  the  same  type 
of  care.  Performance  measurement  data 
lean  help  patients  predict  their  chances  of 
I a positive  health  care  encounter  and  pro- 
jvide  a basis  for  patients  to  identify  qual- 
ity organizations  and  physicians.  Such 
I data  also  put  information  on  clinical 
[outcomes,  functional  health  status,  and 
[patient  perceptions  of  care  into  the 
[hands  of  purchasers,  while  allowing  so- 

iciety  to  understand  how  health  care  re- 
sources are  being  dispensed. 

That  everyone  wants  measurement 

I but  no  one  enjoys  being  measured  is  a 
truism.  By  its  nature,  measurement  is  not 
a neutral  activity  (2).  Because  measure- 
ment generates  anxiety  and  frustration, 
measurement  tools  must  be  appropriate 
and  well  supported  by  evidence.  What 
constitutes  a good  measure?  The  answer 
is  multidimensional.  First,  a good  meas- 
ure is  consistent  with  the  purpose  and  in- 
itended  use  of  the  measurement,  and  is 
i the  appropriate  tool  for  achieving  the  de- 
; fined  measurement  goal.  Second,  a good 
measure  acts  as  a useful  mechanism  for 
, conveying  information  to  interested 
jStakeholders.  Finally,  a good  measure  is  a 
robust  and  reliable  tool  that  upholds  the 
scientific  integrity  of  the  measurement 
.process  (3). 

(The  ORYX  initiative 

The  ORYX  initiative  is  the  Joint  Com- 
mission’s mechanism  for  incorporating 
I performance  measurement  into  the  ac- 
ijcreditation  process.  Its  primary  goals 
.'are  to  increase  the  relevance  and  value 


of  accreditation,  to  stimulate  and  sup- 
port performance  improvement  in 
health  care  organizations,  and  to  en- 
hance comparative  evaluation  through 
the  establishment  of  a national  compar- 
ative database.  To  accomplish  those 
ends,  the  ORYX  initiative  was  designed 
to  identify  and  introduce  well-tested, 
evidence-based  measures  into  common 
use  within  the  health  care  environment. 

The  Joint  Commission  is  implement- 
ing performance  measurement  in  an  it- 
erative fashion.  Currently,  accredited 
health  care  organizations  are  required  to 
collect  and  report  on  data  from  indica- 
tors they  have  selected  from  among  a 
pool  containing  thousands  of  perform- 
ance measures.  Over  time,  however,  the 
ultimate  mechanism  for  introducing 
performance  measurement  into  the  ac- 
creditation process  is  the  identification, 
evaluation,  and  deployment  of  core 
measures.  Core  measures  constitute  a 
collection  of  standardized  performance 
measures  that  are  composed  of  precisely 
defined  specifications  and  standardized 
data  collection  protocols  based  on  a uni- 
form medical  language;  that  meet  es- 
tablished evaluation  criteria  (eg, 
relevant,  reliable,  valid,  and  inter- 
pretable); that  permit  comparisons  of 
health  care  organization  performance 
over  time  through  the  establishment  of 
a national  comparative  database;  and 
that  foster  the  establishment  of  national 
performance  benchmarks  (3). 

In  the  ORYX  initiative,  core  measures 
are  being  organized  into  measure  sets 
that  are  constructed  around  specihe  dis- 
eases or  conditions.  Measure  sets  are 
unique  groupings  of  performance  meas- 
ures selected  carefully  to  provide,  when 
viewed  together,  a robust  picture  of  the 
care  provided  in  a given  area.  The  meas- 
ures that  constitute  these  sets  are  always 
identified  with  the  assistance  of  multiple 
stakeholders,  reflecting  the  considered 
input  of  clinical  and  performance  meas- 
urement experts  and  public  comment. 
The  initial  core  measure  sets  identified 
by  the  Joint  Commission  address  the 
acute  care  hospital  setting  in  the  areas 
of  acute  myocardial  infarction,  heart 
failure,  pneumonia,  surgical  procedures 
and  complications,  and  pregnancy  and 


related  conditions.  Additional  measure 
sets  in  a variety  of  health  care  settings 
will  be  added  over  time. 

The  value  of  performance  measure- 
ment to  interested  stakeholders  is  re- 
lated directly  to  the  quality  of  the 
measurement  tools  chosen  for  the  task. 
The  Joint  Commission’s  Advisory 
Council  on  Performance  Measurement, 
composed  of  nationally  recognized 
measurement  experts,  identihed  a se- 
ries of  core  measure  evaluation  criteria 
that  closely  match  the  independently 
developed  criteria  of  other  perform- 
ance measurement  initiatives,  includ- 
ing those  of  NCQA  and  AMA.  Each  of 
the  measures  selected  to  populate  the 
core  measure  sets  has  been  evaluated 
by  the  Joint  Commission,  based  on  in- 
formation supplied  by  the  measure  de- 
veloper, and  found  to  meet  the 
following  criteria: 

• Targets  improvement  in  the  health 
of  populations; 

• Is  precisely  defined  and  specified; 

• Is  reliable,  ie,  identifies  consistently 
the  events  it  was  designed  to  iden- 
tify across  participating  health  care 
organizations  over  time; 

• Is  valid,  ie,  measures  what  it  was  in- 
tended to  measure  with  respect  to 
the  targeted  health  care  construct 
(processes  or  outcomes  related  to 
the  quality  of  care); 

• Is  interpretable; 

• Is  amenable  to  risk  (case  mix)  adjust- 
ment, if  appropriate  to  the  measure; 

• Is  a reasonable  data  collection  burden; 

• Supports  efforts  to  improve  quality 
in  health  care  organizations; 

• Enhances  the  Joint  Commission’s  ac- 
creditation process; 

• Addresses  processes  or  outcomes 
that  are  under  provider  control;  and 

• Resides  in  the  public  domain. 

The  data  generated  from  imple- 
menting core  measure  sets  will  be  used 
by  the  Joint  Commission  for  various 
purposes.  Among  them  are  the  follow- 
ing: to  monitor  health  care  organiza- 
tion performance  on  a continuous 
basis;  to  focus  triennial  surveys;  to  help 
organizations  identify  issues  requiring 
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attention;  to  establish  a national  com- 
parative database  to  support  research 
into  health  services  and  activities  to 
improve  internal  quality;  to  facilitate 
benchmarking;  to  foster  standardiza- 
tion of  performance  measurement; 
and,  in  the  future,  to  provide  the  con- 
tent for  public  reports  relating  to  orga- 
nizational performance. 

Clinicians  and  performance 
measurement 

Clinicians  serve  in  a uniquely  pivotal 
role  as  leaders  in  interpreting  and  us- 
ing performance  measurement  data  to 
improve  the  quality  of  care.  Physicians 
can  effect  broad-based  change  prima- 
rily because  of  their  direct  influence  on 
patient  care  and  the  respect  they  are  af- 
forded in  the  health  care  environment. 
Beginning  with  Florence  Nightingale 
and  Ernest  A.  Codman,  data  have  been 
used  for  the  last  125  years  by  clinicians 
to  focus  on  patterns  and  trends  that  un- 
derlie quality  improvement. 

Florence  Nightingale  began  her  clin- 
ical studies  during  the  Crimean  and 
American  Civil  wars.  Her  work  focused 
primarily  on  mortality  rates  of  soldiers 
and  neonatal  mortality  rates.  After  sub- 
stantial data  collection  and  analyses, 
Nightingale  concluded  that  mortality 
rates  among  soldiers  were  substantially 
increased  beyond  the  casualties  of  war 
by  the  lack  of  sanitary  conditions  in  the 
soldiers’  barracks.  Similarly,  increased 
neonatal  mortality  was  far  more  preva- 
lent in  large  hospitals  than  in  at-home 
deliveries  or  deliveries  in  smaller,  more 
controlled  hospital  environments  be- 
cause of  the  increased  potential  for 
nosocomial  infections  and  compro- 
mised sanitary  conditions. 

Ernest  Codman  focused  on  “end  re- 
sults” analysis.  He  developed,  applied, 
and  analyzed  a standardized  set  of  “suc- 
cess factors”  relative  to  each  surgical 
procedure  he  performed.  He  monitored 
these  success  factors  for  each  patient 
for  a significant  time  after  the  surgery 
and  used  this  information  to  improve 
his  practice.  He  suggested  further  that 
all  surgeons  embrace  a similar  ap- 
proach and  compare  results  with  one 
another.  Codman  believed  that  hospi- 
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tals  wishing  to  be  sure  of  improvement 
must  identify  their  results,  analyze  their 
results  to  find  strong  and  weak  points, 
compare  their  results  with  those  of 
other  hospitals,  and  welcome  publicity 
not  only  for  their  successes  but  also  for 
their  errors.  This  approach  was  not  em- 
braced by  his  contemporaries,  however, 
and  Codman  was  ostracized  from  the 
medical  community  of  the  early  1900s. 

Today,  Codman  and  his  data-driven 
approach  to  performance  improvement 
have  at  last  been  vindicated.  The  liter- 
ature documents  the  efforts  of  many 
clinicians  who  have  come  to  appreciate 
the  value  and  power  of  data  to  improve 
clinical  performance: 

• At  Good  Samaritan  Hospital  in  Port- 
land, Ore,  a run  chart  analysis  was 
performed  on  two  groups:  20%  of  pa- 
tients at  high  risk  to  develop  renal 
failure  and  the  remaining  80%  of  pa- 
tients. The  analysis  showed  that  the 
first  group  had  longer  lengths  of  stays 
caused  by  complications  and  the  sec- 
ond group  had  shorter  length  of  stays 
and  less  severe  complications.  The 
causative  factor  was  then  isolated  to 
be  the  “fast-track  protocol”  initiated 
by  the  surgical  group  that  led  to  early 
extubation  of  open  heart  surgery  pa- 
tients and  a shorter  length  of  stay  in 
the  intensive  care  unit.  The  fast-track 
protocol  worked  well  in  most  of  the 
patients,  but  the  group  identified  as 
high  risk  for  renal  disease  developed 
more  complications,  often  resulting  in 
renal  failure,  which  resulted  in  longer 
intensive  care  unit  and  hospital  stays. 
This  group  negated  the  overall  sav- 
ings of  the  fast-track  protocol.  The 
surgical  group  decided  to  establish  a 
separate  protocol  for  the  patients 
identified  as  being  at  high  risk  for  de- 
veloping renal  disease  after  open 
heart  surgery  (4). 

• Susquehanna  Lutheran  Village’s  ini- 
tiative to  eliminate  use  of  restraints  at 
its  long-term  care  facility  in  Millers- 
burg.  Pa,  resulted  in  a drop  in  its  rate 
of  restraint  use  from  60%  to  zero  over 
2 years.  While  analyzing  other  meas- 
urement data,  this  facility  also  saw  its 
fall  rate  increase  while  its  fall  injury 

Texas  Medicine  * October  2000 


rate  decreased.  This  phenomena  was 
explained  by  the  negative  effects  of 
restraint  use  (decreased  muscle  mass 
and  bone  density  in  the  residents), 
the  creation  of  a resident  exercise  pro- 
gram, and  the  use  of  protection  such 
as  floor  mats.  Added  measured  bene- 
fits included  increased  resident  and 
family  satisfaction,  decreased  em- 
ployee turnover,  and  increased  cen- 
sus (5). 

• Atascadero  State  Hospital,  an  all 

male,  maximum  security  forensic  fa- 
cility with  more  than  1000  beds  for 
the  state  of  California,  dramatically 
reduced  mealtime  violence  after  col-j 
lecting  and  carefully  analyzing  and 
interpreting  performance  measure 
data  associated  with  the  rate  of  at-| 
tacks  with  silverware  during  meal- 
time, timing  of  mealtime  attacks, 
patient  perceptions  of  waiting  dur- 
ing mealtimes,  patient  perceptions  of 
the  dining  room  environment,  costs 
of  worker’s  compensation,  staff 
hours  spent  monitoring,  and  equip- j 
ment.  Selected  interventions  based; 
on  data  analyses  eliminated  weapon; 
attacks  with  silverware,  reduced  vio- 
lent events  by  40%,  decreased  the 
average  time  spent  in  the  diningl 
room  by  patients,  reduced  staffing 
hours  spent  in  monitoring  activities, 
and  reduced  worker’s  compensation; 
and  disability  leave  (5).  | 

• Three  acute  care  hospitals  in  an  in- 
tegrated health  care  system  in 
Northern  California  significantly 
shortened  the  time  for  thrombolytic 
agents  to  be  administered  to  appro- 
priate patients  presenting  with  chest 
pain  in  the  emergency  department. 
Physician-led  multidisciplinary 
teams  developed  algorithms  to  re- 
duce variation  and  to  shorten  the 
thrombolytic  administration  process 
to  30  minutes.  Based  on  the  use  of 
various  performance  improvement^ 
tools  and  data,  changes  were  made! 
to  prehospital  and  hospital  throm- 
bolytic policies  and  staff  practices. 
These  changes  resulted  in  each  of| 
the  three  hospitals  reducing  theii: 
thrombolytic  administration  time  b}' 
48%  to  59%  (8). 
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Conclusion 

Many  examples  support  clinician-led 
data  use  for  quality  improvement.  As 
ORYX  evolves  and  as  core  measures  are 
introduced,  the  ability  of  health  care  or- 
ganizations to  undertake  structured 
processes  aimed  at  improvement  will  in- 
crease and  become  commonplace.  In 
view  of  the  fact  that  health  care  organi- 
zations invest  substantial  amounts  of 
time  and  money  to  collect  data,  the  best 
interest  of  the  organization  is  served  by 
using  performance  measurement  data 
not  only  to  meet  Joint  Commission  re- 
quirements but  also  to  select  measures 
that  support  internal  quality  improve- 
ment activities.  Simply  put,  W.  Edwards 
Deming  said,  “Scientific  data  are  not 
taken  for  museum  purposes;  they  are 
taken  as  a basis  for  doing  something.  If 
nothing  is  to  be  done  with  the  data, 

I then  there  is  no  use  in  collecting  any. 
The  ultimate  purpose  of  taking  data  is  to 
[provide  a basis  for  action”  (7). 

Moreover,  implicit  in  the  improve- 
; ments  implemented  are  the  savings  as- 
' sociated  with  improved  processes. 

: Every  increment  of  process  improve- 
ment results  in  an  increment  of  cost 
I savings.  For  example,  Atascadero  State 
[Hospital  currently  benefits  from  the 
'Savings  associated  with  violent  events 
!at  mealtime;  specifically,  they  have  re- 
iduced  their  costs  by  40%.  Thus,  in  ad- 
idition  to  providing  opportunities  to 
i improve  patient  care,  structured  data 
collection  and  analysis  may  be  a key 
component  to  identifying  further  cost 
[reductions  in  health  care  organizations. 
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PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  approptiate  section  at  the  discretion  of  the  editor  and 
editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  editor  and  editorial  advisors. 
Length  should  be  fewer  than  400  words.  A few  references,  preferably  less 
than  five,  may  be  included.  All  letters  are  subject  to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701;  faxed  to  (512)  370-1629;  or  e-mailed  to 
larry.besaw@texmed.org. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  editor  must  be  obtained  before  reproducing,  in  part  or  in 
whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology  Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Hand  Surgery 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
(281)  496-1006 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 
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Orthopedic  Surgery 


Orthopedic  Surgery,  Spine 


W.B.  CARRELL  MEMORIAL  CLINIC,  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


Pain  Management 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Robert  G.  Viere,  MD 
Shawn  C.  Bonsell,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

I Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

" Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

I Mayme  Richie-Gillespie,  MD,  PA  William  D.  Lowe,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
, (972)  566-6700 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road.  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD,  FACRO 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  lesions. 
Intensity  Modulated  (IMRT)  and  3D  conformal  radiotherapy. 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer. 

LDR  and  outpatient  HDR  brachytherapy  for  gyn  and  lung  tumors. 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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what  happens 
when  you  doni 
advertise? 


Texas  Medicine  magazine  reaches  more  than  32,000  physicians  throughout  the  state. 

Make  things  happen  for  your  business  by  itiforming  them  about  your  products  and  services. 

To  advertise  in  Texas  Medicine  please  call  (512)  370-1393  or  (512)  370-1423,  or  fax  (512)  370-1693 
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OPPORTUNITIES 

AVAILABLE 


Anesthesiology 

PEDIATRIC  ANESTHESIOLOGIST-The 

Pediatric  Division  of  the  Department  of  Anesthesiol- 
ogy at  UTMB  seeks  an  additional  Pediatric  Anesthe- 
siologist for  the  Driscoll  Children’s  Hospital  in  Cor- 
pus Christi,  Texas.  Ideal  candidates  will  be  BC/BE  in 
Anesthesiology  with  a Pediatric  fellowship  pre- 
ferred. Clinical  practice  with  an  academic  appoint- 
ment, and  shared  call  of  1:7.  Top  earning  potential 
with  generous  benefits.  Corpus  Christi  is  a dynamic 
Gulf  Coast  city  with  beautiful  beaches.  Enjoy  qual- 
ity lifestyle  with  a variety  of  cultural  and  recre- 
ational amenities  and  quality  education  including  a 
Texas  A&M  campus.  For  more  information,  contact 
Kathy  Jordan  at  800-851-8805;  fax  314-726-3009; 
e-mail  kJordan@cejka,com.  ID#7475TA,  Eor  more 
opportunities,  visit  www,cejka.com. 

Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891.2025. 

NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  morel 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presbyterian, 
Harris  Methodist,  Trinip-  Mother  Frances,  and 
other  leading  health  systems.  A variep’  of 
opportunities  are  available  in  rural,  suburban, 
tirban,  trauma,  and  teaching  hospitals.  Anntial 
patient  volumes  range  from  l^,()()()-75,0()0. 
Additional  positions  in  direct  care  and 
occtipational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  group.  Contact  Diane  Hoffmann: 

Emergency  Medicine  Consultants,  Ltd. 

645/  BiviitwoiHi  Stair  Road.  Suite  200.  Fort  Worth.  TX  ~'61 12 
(888)  ,^62-^911:  (8r)  -^96-9"Oa  Fax  (8n)  496-9889: 

Et)Uiil:dianeF.MC®aol.coni 


Texas:  MULTI  SPECIALTY  GROUP  seeking 
FT  and  PT  Emergency  Physicians.  Practice  in 
a BRAND  NEW,  nationally  recognized  facility. 

40,000  annual  patient  volume;  36  hr  physician 
coverage  plus  12  hr  urgent  care  coverage.  BC/  BP 
in  EM  or  PC  preferred.  Bilingual  in  Spanish 
required.  Earn  excellent  compensation,  includes 
benefit  package.  Contact  Lasca  Pierson  at 
MEPA/EmCare;  (800)  362-2731;  Fax  (214)  712- 
2004;  or  email:  lasca_pierson@emcare.com.  EOE 

NEW  MEXICO:  GREAT  RATES  for  Emer- 
gency medicine  opportunity  at  community 
hospital.  Full-time,  BP/BC  EM  and  PC,  employee 
status,  competitive  salary,  benefit  package.  Contact: 
Lasca  Pierson  at  EmCare  /MEPA  Region,  (800)  362- 
2731;  e-mail:  lasca_pierson@emcare.com.  EOE 

OKLAHOMA:  Seeking  FT  BP/BC  PC  with 
emergency  medicine  experience.  ED  annual 
vol.  of  14,000.  Excellent  nursing  and  supportive 
medical  staff.  Highly  competitive  compensation. 
Only  30  minutes  from  Tulsa.  Enjoy  a mild  climate, 
strong  family  values  and  good  friends.  Contact: 
Lasca  Pierson,  EmCare/Southwest;  (800)  362- 
2731,  x2035;  Fax:  (214)  712-2004;  lasca_pierson 
@emcare.com.  EOE 

Oklahoma:  Emergency  Medicine  group  seek- 
ing Full  Time  EM  physician  for  smaller  attractive 
community  in  north  central  Oklahoma.  Exceptional 
nursing  and  medical  staff.  19,500  annual  patient 
volume,  9 bed  ED,  12  hr  shifts,  BC/BP  in  EM  or  PC 
preferred.  Excellent  compensation  and  benefit 
package,  paid  malpractice.  Contact  Lasca  Pierson  at 
EmCare/Southwest  at  (800)  362-2731,  ext.  2035, 
or  fax  CV  to  (214)  712-2004,  email  lasca_pierson 
@emcare.com.  EOE 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC. 

Annual  ED  volume  is  18,000.  Productivity  incentive, 
paid  malpractice,  employee  benefits  available.  Con- 
tact Lasca  Pierson  at  Emcare,  (800)  362-2731  ext. 
2035,  or  fax  CV  to  (214)  712-2004,  lasca_pierson 
@emcare.com  EOE 

Texas,  San  Angelo:  Full  and  part-time 
MINOR  CARE  CLINIC  positions  are  currently 
available  as  an  independent  contractor  for  physi- 
cians BC  in  PC.  Four  minor  care  clinics  see  a com- 
bined annual  patient  volume  of  36,000.  Paid  mal- 
practice w/unlimited  tail,  flexible  scheduling  and 
competitive  compensation.  Contact  Lasca  Pierson 
at  EmCare/Southwest  (800)  362-2731  ext.  2035; 
fax  (214)  712-2004;  or  lasca_pierson@emcare,com 


TEXAS:  Lufkin:  Great  town  for  quality  family 
life.  Seeking  physicians  who  want  to  make  a 
difference.  Paid  malpractice  with  unlimited  tail; 
competitive  compensation;  excellent  tax-deferred 
retirement  package;  professional  expense  reimburse- 
ment account;  insurance  available.  Annual  ED  vol- 
umes of  15,000  patients.  Contact:  Anne  Biggs, 
EmCare,  (800)  362-2731,  fax:  (214)  712-2004; 
email,  anne_biggs@emcare.com 


Here’s  what’s 
coming 
in  November’s 
Texas  Medicine. 


We’ll  Explore: 


Medicaid  managed  care 
Nurse  shortage 
TMA  Fall  Summit  wrap-up 


For  more  information,  call  Larry 
BeSaw,  editor, 

at  (800)  880-1300,  ext.  1383,  or 
(512)  370-1383, 

or  e-mail  larry.besaiv@ texmed.org. 
Also  consult  the  TMA  Web  site  at 
WWW.  texmed.  org. 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to; 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work. 
Competitive  salary  and  benefits.  Fax  CV  to  (972) 
871-7116,  or  contact  Lisa  Gross  at  (972)  255-5533 
or  (888)  K CLINIC. 

FP  doctor  to  do  OB  at  community  clinic  in 
Colorado.  J1  Visa  doctor  welcome  to  apply. 

Call  Jerry  at  (800)  460-8159. 

Texas-Coastal  Access  for  FP.  Immediate  open- 
ing to  join  a progressive  outpatient  FP  group  in  a 
popular,  rapidly  expanding  city  in  a coastal  are  of 
500,000  population.  Named  one  of  the  “fastest 
growing  areas  in  the  Nation.”  Easy  access  to  the 
Texas  Coast  and  beautiful  white  beaches,  resorts 
and  fantastic  dining  options.  All  metro  amenities. 
International  airport.  Exceptional  recreational 
activities  including  sailing,  fishing,  golf,  etc.  Enjoy 
warm  winters.  Palm  trees,  cool  sea  breezes.  Excep- 
tional housing  options  in  brand  new  or  established 
neighborhoods.  Highly  rated  public  and  private 
schools.  University.  Have  immediate  practice. 

Great  work  & call  schedule.  Modern,  attractive 
office  space.  Great  reimbursement.  Competitive 
Salary  -l-  Benefits  -l-  Partnership!  Contact;  Mark 
Hall,  THE  TEXAS  RECRUITERS  (888)  851-5353. 

Fax  CV  to  (903)  677-6795.  Mhall@txrecruiters.com. 


Board  certified  or  Board  eligible  family  prac- 
tice physician  needed  to  accommodate  com- 
munity growth.  The  physician  selected  will 
receive  a competitive  compensation  package  guar- 
antee, as  well  as  a group  practice  equity  opportu- 
nity. Region  boasts  a population  of  225,000  within 
40  minutes,  and  380,000  within  60  minutes.  No 
capitated  contracts,  and  no  insurance  plan  with  a 
monopoly.  City  boasts  of  superior  educational  insti- 
tutions, and  a high  quality  of  life.  For  considera- 
tion, please  mail  C.  V to  Richard  Baland,  P.O.  Box 
84,  Wichita  Falls,  Texas  76307. 

Hospitalist 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100% 
inpatient  medicine  positions  offer  competitive  earn- 
ings, benefits  and  a well-defined  work  schedule. 

Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager,  Physi- 
cian Development  at  (800)  777-0938,  or  fax  cur- 
riculum vitae  to  (502)  580-4066. 


Internal  Medicine 

BC  Internist  seeking  to  share  office/join 
IM/Primary  Care/FP  in  a solo/group/hospital 
based  set-up  in  North  Dallas,  Lewisville  or  sur- 
rounding cities.  Intend  to  generate  own 
revenues/share  cost.  Initially  late  evenings  on 
weekdays  and  on  weekends.  Terms/conditions 
flexible/negotiable.  Contact:  e-mail  noor@air- 
mail.net  or  reply  to  Ad  1224,  Texas  Medical  Associ- 
ation, 401  W.  15th  Street,  Austin,  Texas  78701,  or 
page:  (254)  260-2522  or  phone:  (972)  989-3444. 

Abilene:  Two  Christian  internists  seeking 
primary  care  doctor  or  specialist  to  share 
prime  office  space  close  to  large  medical  center. 
Good  community  for  raising  a family.  (915)  670- 
9240  or  (915)  672-3816. 

Locum  Tenens 


Int  :^im 


P H Y S I C I A N S< 


Time  for 
a Change? 

Lll' 

Locum  Tenens 
Opportunities 
Await 


As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 


Call  Us  Today  At: 

(800) 531-1122 


www.interimphysicians.coin 
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Locum  Tenens/Permanent  Placement 


Medical  Staffing  Network  has  immediate  openings  in  the  following 
specialties: 

• Radiology 

• Anesthesiology 

• Psychiatry 

• Emergency  Medicine 

• Primary  Care 

• Short  and  long  term 

If  you  are  looking  for  a permanent  position  MSN  has  positions 
nationwide.  Our  Locum  Tenens  to  penn  option  allows  you  to  try 
out  a position  prior  to  accepting  a contract.  Our  physicians  have 
found  this  option  very  helpful  in  assessing  the  relative  strengths 
and  weaknesses  of  different  positions,  ensuring  a stable,  long-term 
relationship  when  a contract  is  signed. 

Fax  your  CV  to  (281)  820-5582  or  email  to  mistycauthen@ 
msnhealth.com  and  a recruiter  will  contact  you  with  openings. 

1^  «mc(ticaf  staffinq  nctworK^  me. 


Local  and  national 
assignments 

Excellent  compensation 

Malpractice  Insurance 

Friendly,  dedicated  service 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Gross  at  (972)  255-5533  or  (888)  K 
CLINIC. 

tOB/GYN 

OB/GYN  doctor  needed  in  several  medium- 
sized communities  in  Texas.  For  more  informa- 
tion, call  Sean  at  (800)  460-8189. 


GYN  Practice  - Immediate  opening  in  beauti- 
ful, growing  East  Texas  community  serving 
170,000  population.  Enjoy  life  surrounded  with 
lakes,  tall  oak  and  pine  trees,  hills,  etc.  90  miles  to 
metro  city.  15  minutes  to  University.  Take  over 
retiring  gynecologist’s  practice.  Existing  practice  is 
open  3 days  a week  and  produces  $250,000  take 
home  income.  FULL  time  OB  possible.  Call  cover- 
age. Contact:  Chuck  Brazell,  The  Texas  Recruiters 
(888)  844-TEXAS.  Fax  (903)  677-6795,  cbrazell 
@tx  recruiters. com. 


Occupational  Medicine 

Board-certified  (surgery),  with  Texas  license 
seeks  40  to  50-hour  weekly  outpatient  posi- 
tion in  Texas.  Ex  USN  flight  surgeon.  Senior  FAA 
AME.  Wide  experience  in  Occupational  Medicine. 
43,000  -I-  hours  in  ER.  Send  replies  to  Ad-1223, 
Texas  Medicine,  401  W.  15th  Street,  Austin,  Texas 
78701. 

Phy  sicians  needed.  Seeking  full-time  and  part- 
time  coverage  for  Houston  Area  Occupational  Medi- 
cine Clinics.  Fax  current  C.V.  to  (713)  790-0507; 
attention  Ned. 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  Join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Gross  at  (972)  255-5533  or  (888) 

K CLINIC. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  71  3-493-2234  & Associates 


B r o n s t e i n 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

Dec.  2000  Nov.  1,2000 

Jan.  200 1 Dec.  1,2000 

Feb.  200 1 Dec.  29, 2000 


Tel  800.880.1300 
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Methodist 

Hospitals  of  Dallas 

Methixlisr  Medical  Center  (MMC), 
e^ne  of  Dallas’  oldest  and  largest 
not-for-profit  hospitals  is  a major 
teaching  and  referral  facility  and 
the  flagship  hospital  for  Methodist 
Hospitals  of  Dallas  which  includes: 
Charlton  Methodist  Hospital 
(CMH)  and  the  Methodist  Family 
Health  Centers  (MFHC).  Presently, 
we  are  interviewing  for  the 
following  positions: 

• Neiirok)gy  - CMH 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  - MMC 

• Rhenmatology  - MMC 

• Otolaryngology  - MMC 

For  information  or  to  apply, 
contact  Susan  Coghurn: 
Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancoghurn@mhd.com 
PO.  Box  655999 
Dallas,  TX  75265-5999 


Pediatrics 

NORTH  TEXAS  PEDIATRICS  - Immediate 
opening  for  a Pediatrician  to  join  a progressive 
multi-specialty  group  in  a rapidly  expanding  mid- 
sized metropolitan  city.  Metropolitan  amenities  and 
community  charm  all  add  to  this  family-oriented 
lifestyle.  Enjoy  numerous  activities  including  shop- 
ping, restaurants,  hunting,  fishing,  golf,  and  more. 
Great  housing  options  in  new  or  established  neigh- 
borhoods. Highly  rated  public  and  private  schools. 
University.  Enjoy  a practice  where  YOU  are  needed. 
Fantastic  work  schedule.  Call  1:8.  Extremely  nice 
office  space.  NO  MANAGED  CARE!  STRONG 
income  potential!  Excellent  place  to  work,  live  and 
play!  For  complete  details  contact  Mark  Hall,  THE 
TEXAS  RECRUITERS.  (888)  844-TEXAS.  Fax  CV  to 
(903)  677-6795.  mhall@txrecruiters.com. 


Radiology 

The  Veterans  Affairs  North  Texas  Health 
Care  System  (VANTHCS)  in  Dallas, Texas  is 

actively  recruiting  fellowship-trained  radiologists 
with  an  interest  in  teachings,  research  and  excellent 
clinical  care.  We  are  looking  for  board  certified  fel- 
lowship-trained subspecialists  in  musculoskeletal 
imaging,  thoracic  imaging  and  neuro-imaging.  Our 
VA  Medical  Center  is  affiliated  with  the  University 
of  Texas  Southwestern  Medical  Center  (UTSWMC) 
at  Dallas  and  our  Radiology  Department  is  fully 
integrated  with  the  Department  of  Radiology  at 
UTSWMC.  UTSWMC  is  a part  of  a large  and 
dynamic  medical/educational  complex  including  a 
school  of  medicine,  dentistry  and  allied  health.  Fac- 
ulty rank  at  the  University  of  Texas  Southwestern 
Medical  School  will  be  based  on  qualifications.  The 
Radiology  Department  at  VANTHCS  recently  moved 
into  a brand  new  $100  million  dollar  Clinical  Addi- 
tion. Our  Radiology  Department  is  a fully  digital 
department  with  filmless  radiology,  web  distribution 
of  images  to  referring  physicians,  and  state-of-the- 
art  equipment.  A competitive  salary  with  benefits  is 
offered.  Candidates  should  submit  their  letter  of 
intent  and  a copy  of  their  curriculum  vitae  to: 

Andre  J.  Duerinckx,  M.D.-Ph.D.,  Chief  of  Radiology 
Service  (1 14),  VA  North  Texas  Health  Care  System, 
4500  S,  Lancaster  Road,  Dallas,  Texas  75216, 

Phone:  (214)  857-0185,  Fax:  (214)  857-0173,  VA 
North  Texas  Health  Care  System  is  an  Equal  Oppor- 
tunity Employer. 

PEDIATRIC  RADIOLOGIST  - Driscoll  Chil- 
dren’s Hospital  in  Corpus  Christi,  Texas  seeks  a 
BC/BE  Radiologist  with  a Pediatric  fellowship  pre- 
ferred. Includes  all  modalities  in  a state-of-the-art 
setting.  Team  atmosphere  with  competitive  salary 
and  comprehensive  benefits.  Corpus  Christi  is  a 
dynamic  Gulf  Coast  city  with  beautiful  beaches. 
Enjoy  quality  lifestyle  with  a variety  of  cultural  and 
recreational  amenities  and  quality  education  includ- 
ing a Texas  A&M  campus.  For  more  information, 
contact  Kathy  Jordan  at  800-851-8805;  fax  314- 
726-3009;  e-mail  kjordan@cejka.com.  ID#7437TA. 
For  more  opportunities,  visit  www.cejka.com. 


LEGAL  SERVICES 


HEALTH  CARE  LITIGATION 


Restraint  of  Trade  Litigation 
Peer  Review  Defense 
Licensure  Hearings 
Medicare  S Medicaid  Compliance 
Sale  & Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 

Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

'Not  cerlitied  by  the  Board  ol 
Legal  Specialization  by  choice. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  ‘‘Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


FOR  SALE  OR  LEASE 
Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 

Practices 

For  Sale:  Allergy  clinic  practice.  First  and  old- 
est in  Longview.  Beautiful  facility  with  excellent 
established  clientele.  Superb  location  between  two 
major  hospitals.  Please  reply  to  AD-1222, Texas 
Medicine,  401  W.  15th  Street,  Austin,  Texas  78701. 

For  Sale:  ENT /Allergy  Practice  in  North  Dal- 
las suburban  city.  Tremendous  turnkey  opportu- 
nity. Fax:  (972)  985-3801  or  e-mail  gift0025 
@airmail.net. 

Family  Practice  for  Sale;  Austin,  Texas.  No 

Medicaid,  minimal  HMO  and  Medicare.  Estimated 
in  top  3%  of  earnings  in  US.  Price  1 year’s  net. 

Fax:  (512)  258-8631. 

For  Sale  - Busy  general  practice  in  growing 
and  affluent  section  of  Fort  Worth,  TX.  High 
visibility,  close  to  hospitals.  Reply  to  Ad-1221, 

Texas  Medicine,  401  W.  15th  Street,  Austin,  Texas 
78701,  or  assadiql@ipninet.com. 
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For  Sale  -Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes. 

For  information,  fax  (281)  242-3397. 

For  Sale  - Ophthalmology  practice  in  Austin, 
Texas.  Fully  equipped  three  lanes,  rebuilt  office  and 
adjacent  optical  shop.  Beautiful  facility  in  the 
northwest  corridor.  Superb  location  and  visibility. 
Excellent  established  clientele.  Major  hospitals  in 
vicinity.  Fax:  (512)  331-8839. 

General,  Occupational  & Urgent  Care  prac- 
tice: Established  20  years.  3600  sq.  ft.  Presently 
staffed  by  me  and  2 PT  MD’s.  Perfect  for  2 FT  MD’s. 
6 exam  rooms,  lab,  x-ray,  2 MD  offices,  2 adm. 
offices.  Open  7 days  a week.  I’m  retiring.  Drennon 
Stringer,  MD.  (972)  980-1010. 

Office  Space 

Newly  finished  medical  space.  Approx  1300 
square  feet.  Plano,  TX.  Frontage  to  busy  street  cor- 
ner. Access  to  lab.  x-ray,  and  support  staff.  Contact 
Dr.  Steve  Rakkar  (972)  208-2900. 

Private  Practice  for  Sale:  Upscale,  state  of  the 
art.  North  Dallas.  High  gross,  high  net.  No  man- 
aged care,  no  call,  www.dallasmedicalassociates 
.com.  Call  W.  Max  Frankum,  M.D.  Medical  Director 
(214)  478-3810. 

Real  Estate 

Spectacular  crystal  clear  Blanco  river  prop- 
erty; 26  ac  with  400  ft.  of  riverfront;  swimming 
hole;  low  water  dam;  deep  water  well;  road  and 
cleared  building  site;  575K;  842-5550. 


EDUCATIONAL 

OPPORTUNITIES 


ULTRASOUND  EDUCATION 

IntroducHon  to  PV 

Dec.  1-2 

[ ascular  .Accreditation 

Nov.  4 

Emergency  .Medicine 

Nov.  16-18 

Echocardiography 

Jan.  22-29,  2001 

.Advance  Emergency 
Medicine 

Nov.  3-4 

Feb.  16-17,  2001 

.Ahdominai  (5  Day) 

Nov.  27-Dec.  1 
,lan.  8-12,  2001 

OB/Cm  (5  Day) 

Dec.  4-8 
,lan.  15-19,2001 

Echo/Cardiac  Doppier 

Nov.  6-13 

Endovaginal 

Dec.  8-9 

Family  Practice 

Feb,  1-3,2001 

Courses  listed  above  are  held  in  Houston.  TX. 
Contract  courses  can  be  brought  to  your  location; 
minimum  enrollment  required.  Call  (800)  239- 
1361  for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 

8502  Tyhor  Street.  Houston.  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 

www.aheconline.com 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Managet,  Texas  Medicine,  401 
W,  15th  St.,  Austin,  TX  78701. 
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5 6 7 8 9 10  11 

12  13  14  15  16  17  18 

19  20  21  22  23  24  25 

26  27  28  29  30  31 

TMA  Plai 

nner 

February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 

May  3-5,  2001 

Tex  Med  2001 

George  R.  Brown  Convention  Center 

Houston 

October  2000 

October  4 
October  5 
October  5 
October  10 
October  1 1 
October  12 
October  12 
October  18 
October  18 
October  19 
October  25 
October  25 
October  27 

Corpus  Christi 
McAllen 

Fort  Worth 

Paris 

Austin 

San  Antonio 

Houston 

Tyler 

Fort  Worth 

Corpus  Christi 
Austin 

Dallas 

Houston 

Complying  with  OSHA 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 
Complying  with  OSHA 

Physician  Stress/Burnout 

Complying  with  OSHA 

Complying  with  OSHA 

Managed  Care  Expo 

Complying  with  OSHA 

Medical  Records  Security 

Chronic,  Serious,  or  Terminal  Conditions  and  the  Patient-Physician  Relationship 
Medical  Records  Security 

Managed  Care  Expo 

Maintaining  Professional  Boundaries  and  Treating  Difficult  Patients 

November  2000 

November  10-11 
November  11 
November  15 
November  20 
November  28 

Irving 

Austin 

Austin 

San  Angelo 

Mount  Pleasant 

Impairment  Evaluation  under  Worker’s  Comp 

Nicotine  Dependence  and  Treatment 

Basics  of  PubMed  MEDLINE  Searching 

Care  for  the  Caregiver 

Physician  Stress/Burnout 

100 
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Will  the  courtroom  be  your  next 


practice  setting? 


Clf' 


One  out  of  every  five  Texas  physicians 
will  receive  a medical  malpractice  claim  this  year, 


shocking,  isn't  it?  One  in  five  Texas  * 
physicians  will  be  required  to  spend  time 
away  from  their  patients  and  familie|j|j^fc 
to  meet  with  attorneys,  testify  at 
depositions  and  appear  in  court. 


At  TMLT,  we  believe  one  of  the  best  ways  to 
keep  you  out  of  the  courtroom  is  to  enact  medical 
liability  reform  to  discourage  lawsuit  abuse  and  reduce 
the  total  number  of  claiims  filed  against  physicians. 

If  claims  frequency  an^  severity  continue  to  rise, 
so  will  your  medical  liability  premiums.  Texas 
physicians  must  speak  out.  For  information^ 
please  call  800-580-8658  or  email  tmlt2000@tmlt.org. 


k the  Texas  physician's  best  defense  against 
s^d  lawsuits.  Justdsk  the  one  in  five. 


TMLT 

claims 


Texas  Medical  Liability  Trust 


Austin,  Texas  800*580*8658  www.tmlt.org 


Choose  TMLT. 


i '.'I 


For  more  information,  call  1-800-792-3710. 


Scott  & White 
Now  Offers 
Endovascular 
Grafting 

Scott  and  White  physicians  can 
now  shorten  the  length  of  recov- 
ery time  for  patients  who  need 
abdominal  aortic  aneurysm 
surgery. 

Approximately  50  percent  of  the 
patients  who  have  abdominal 
aortic  aneurysm  can  be  treated 
with  an  endovascular  graft,”  says 
Clifford  Buckley,  M.D.,  director 
Division  of  Vascular  Surgery. 


Scott  & White  Memorial  Hospital  & Clinic  Physician  Referral  Network  (800)  792-3368 

2401  South  31st  Street,  Temple,  TX  76508  Appointments  (800)  792-3710 
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S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

hether  it’s  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 


or  all  new  Honda  S2000,  your  “hard  to  find"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting...Why  should  you? 


1*888*234*1234 


Group 
Health 
Insurance 

Everybody  needs  it,  but  nobody  wants 
to  pay  more  than  they  have  to. 


Practice  Managers:  We  can  now  get  you  the  benefits  and  rates 
you  want.  So  if  you’re  planning  to  move  your  group  health  coverage,  let 
us  help  you.  We  now  have  unlimited  access  to  a wide  range  of  plans. 

For  more  information,  call  us  toll  free: 

1-800-880-8181,  Dept.  B2210 

weekdays  between  7:30  a.m.  and  5:30  p.m. 

Or  e-mail:  iprescott@tmait.org 

Texas  Medical  Association 
Insurance  Trust 


T M A I • T 
FINANCIAL 
SERVICES,  INC. 


Created  and  endorsed  by  the  Texas  Medical  Association 


more  than  just  insurance 


Cover  Story 

Medicaid  managed  care 

With  a no-nonsense  federal  judge  looking  over  their  shoulders,  state  officials 
are  trying  to  figure  out  what  to  do  about  the  Medicaid  managed  care  mess.  The 
original  idea  was  to  reduce  the  cost  of  the  $11  billion  Medicaid  program,  but 
access-to-care  problems,  administrative  hassles,  and  low  reimbursement  are 
causing  legislators  to  take  another  look. 

By  Walt  Borges 
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Key  Objective: 

To  improve  the  health  of  all  Texans  by  further- 
ing dialogue  and  understanding  within  the 

membership  of  the  Texas  Medical  Association. 

Critical  Objectives: 

1.  To  promote  integrity  in  the  practice  of  med- 
icine among  Texas  physicians. 

2.  To  further  the  practice  of  medicine  as  the 
artful  application  of  scientific  knowledge  in 
the  health  care  of  Texans. 

3.  To  ensure  that  Texas  physicians  are  in- 
formed on  political,  legal,  and  administra- 
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medicine  through  the  publication  of  timely, 
credible,  and  relevant  articles. 
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that  affect  health  care  in  Texas. 

5.  To  enhance  the  character  and  reputation  of 
Texas  physicians  through  the  promotion  of 
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6.  To  enhance  the  desirability  of  membership 
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^Legislative  Affairs 

Mending  fences  30 

[Proving  that  there  may  be  some  truth  in  the  old  adage  that  it’s  an  ill  wind  that 
[blows  no  good,  last  summer’s  falling  out  between  the  Texas  Medical  Association 
[and  the  Texas  Association  of  Business  & Chambers  of  Commerce  (TABCC)  may  ac- 
Itually  improve  relations  between  physicians  and  the  business  lobby.  TABCC  has 
I apologized  for  the  inflammatory  letter  that  touched  off  the  squabble,  and  the  two 
[old  friends  are  talking  again. 

I By  Ken  Ortolon 


[Law 

[Supreme  Court  duels  42 

[That  new  state  law  requiring  parents  to  be  notified  if  their  teenage  daughter  wants 
Ian  abortion  has  caused  a lot  of  consternation  among  one  group  — the  Texas 
. Supreme  Court.  The  court  has  had  to  rule  on  requests  from  young  women  to  waive 
' the  notification  requirement,  prompting  a series  of  often-caustic  opinions  by  the 
I justices.  They  make  fascinating  reading. 
iBy  Walt  Borges 

iMedical  Education 

The  nursing  shortage  50 

A shortage  of  nurses  is  nothing  new,  but  this  time  the  lack  of  qualified  RNs  has 
.reached  a critical  level.  Several  factors  — including  nurses  nearing  retirement  and 
’ fewer  younger  nurses  taking  their  places,  a declining  interest  in  nursing  as  a pro- 
ifession,  and  a lack  of  qualified  nursing  faculty  — are  combining  to  create  an  in- 
creasing number  of  nursing  vacancies.  The  shortage  is  prompting  fears  it  will  affect 
the  quality  of  patient  care. 

By  Johanna  Franke 
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make,  any  model,  any  time. 
In  most  cases  the  next  day. 
We'll  even  deliver  your  new 
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door. 
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SimpliHed  Keogh® 

MAXIMIZE  YODR 
2000  TAX  DEDOCTION 

Contribute  up  to  of  your  pretax  income.  Self- 
employed  individuals  and  practice  owners;  Here's  a retire- 
ment program  that  can  help  you  maximize  your  tax 
savings — the  T.  Rowe  Price  Simplified  Keogh. You  may 
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iasy  to  set  up  and  maintain.  You'll  receive  step- 
by-step  instructions  that  explain  how  to  set  up  your 
Simplified  Keogh.  If  you  have  any  questions  about  our 
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WWW.  trowepiice.  com 
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Editor’s 

Note 


When  it  comes  to  the  abortioi 
issue,  there  usually  is  no  mid 
die  ground.  Both  sides  argut 
their  position  passionately 
And  so  it  is  with  the  Texa: 
Supreme  Court. 

The  state  has  a new  parental  notifi 
cation  law  that  requires  at  least  om 
parent  to  be  notified  if  his  or  her  minoi 
daughter  is  seeking  an  abortion.  How 
ever,  under  certain  circumstances,  tht 
young  woman  can  go  to  court  to  get  z 
waiver  of  the  notification  requirement 
and  if  the  judge  rules  against  her,  thf 
case  can  be  appealed  and  eventually 
end  up  in  the  Supreme  Court’s  lap. 

Four  such  cases  reached  the  Supreme 
Court  earlier  this  year  and  they  touchec 
off  the  judicial  equivalent  of  an  Englist 
soccer  riot.  Through  majority  and  dis- 
senting opinions,  the  nine  justices 
hurled  insults  and  accusations,  includ- 
ing the  dreaded  charge  of  “judicial  ac- 
tivism,” at  each  other.  All  in  all,  it  was 
not  a pretty  sight. 

In  this  month’s  Law  section.  Associ- 
ate Editor  Walt  Borges  gives  us  a fasci- 
nating behind-the-scenes  look  at  the 
dustup  as  he  delves  into  the  justices' 
opinions.  And  by  the  way,  he  also 
learns  the  law  has  had  precious  little 
impact  on  physicians. 

In  our  cover  story,  Walt  wades  into 
the  Medicaid  managed  care  morass.  Not 
surprisingly,  he  reports  that  just  about 
everyone  involved  — physicians,  pa- 
tients, insurers,  and  lawmakers  — are 
unhappy  with  the  way  things  are  going. 
The  question  is  what  to  do  about  it. 


Larry  BeSaw 
Editor 
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(CELECOXIB  CAPSULES) 


lOOmg 


200  mg 


iftr , 


Most  common  side  effects  were  dyspepsia,  diarrhea,  and  abdominal  pain, 
and  were  generally  mild  to  moderate. 

CELEBREX  is  contraindicated  in  patients:  with  known  hypersensitivit)^ 
to  celecoxib,  who  have  demonstrated  allergic-type  reactions 
to  sulfonamides,  and  who  have  experienced  asthma, 
urticaria,  or  allergic-type  reactions  after  taking  aspirin 
or  other  NSAIDs. 


ierious  Gl  toxicity  can  occur  with  or  without 
yarning  symptoms  in  patients  treated 
yith  NSAIDs. 


*IMS  America.  National  Prescription 
Audit.  July,  1999. 

Please  see  brief  summary 
of  prescribing  information 
on  the  adjacent  page. 


I©  1999  Searle 


WSBU/tUE 


Recommended  dosage  with  or  without  food  Capsules  shown  actual  size. 


BRIEF  SUMMARY — CELEBREX^'^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information. 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

CELEBREX  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS  — Anaphylactoid  Reactions,  and  PRECAUTIONS  — Preexisting  Asthma). 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation:  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES  — Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  genera!  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  Gl  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding.  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as;  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status. 

Anaphylactoid  Reactions;  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS  — 
Preexisting  Asthma).  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease;  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General;  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects:  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs,  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0.3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST.  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia.  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparatoi  NSAIDs. 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX.  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS  — Advanced  Renal  Disease). 
Hematological  Effects;  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
CELEBREX  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
time  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema:  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma:  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN.  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions;  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6.  ACE-inhibilors:  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors.  Furosemide:  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rale  of  Gl  ulceration  or  other  complications, 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  for  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administ'ition  of  fluconazole  at 


200  mg  QD  resulted  in  a two  fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  toi: 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics  — Metabo- 
lism). CELEBREX  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate.  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents, 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin.  Carcinogenesis,  mutagenesis,  impairment  of  fertility; 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
1 1-fo!d  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy;  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  >150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCo-24),  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  at  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  Celebrex,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use;  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers.  I 
ADVERSE  REACTIONS  I 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
{N=4146}:  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain , 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, I 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo-  j 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patientsi 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 1 
continuation  due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal ' 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1. 9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis;  Male  reproductive:  Pro- 
static disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SCOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal:  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  (i)ellulitis.  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  (<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia;  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  -10/15/99  • CE18246V 
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From  Your 
President 


Who  will  care  for  those  in 
need? 


By  Jim  Rohack,  MD,  TMA  president 

As  physicians,  our  profession  has  a 
long  tradition  of  providing  med- 
ical care  for  those  who  cannot  af- 
ford to  pay  for  it.  Before  1965  in 
the  United  States,  it  was  not  un- 

I 

usual  for  20%  of  a physician’s  practice 
to  be  considered  as  charity  care.  Some 
patients  had  lost  their  employer-pro- 
vided health  insurance  because  they 
had  retired.  Others  had  never  had 
health  insurance  and  were  too  poor  to 
afford  it.  That  tithe  back  to  society  was 
recognized  through  the  shifting  of  costs 
' to  those  who  could  pay  to  cover  those 
who  could  not.  Academic  health  cen- 
ters were  also  recognized  for  caring  for 
those  in  need  through  the  teaching  pro- 
I grams  that  were  present  at  the  medical 
, school  and  residency  levels. 

With  the  passage  of  the  Medicare 
and  Medicaid  legislation  in  1965,  the 
federal  government  created  funds  to 
pay  for  those  in  need.  But  with  the  leg- 
[ islation  came  moving  the  control  over 
the  payment  contract  between  the  pa- 
tient and  physician  to  a federal  and 
I state  bureaucracy.  Mounds  of  paper- 
work and  Byzantine  regulations  were 
the  result.  And  the  payment  did  not 
j cover  the  cost  of  care. 

Increasing  health  care  costs  — some 
due  to  technology,  others  due  to  societal 
issues  such  as  substance  abuse,  teen 
pregnancies  with  premature  births,  and 
domestic  violence  — increased  budget 
pressures  on  states  that  were  linked  to 


the  federal  program  of  Medicaid. 
Though  states  had  some  control  over 
what  level  of  poverty  to  provide  health 
care  coverage  and  how  to  administer  the 
program,  the  strain  on  some  state  budg- 
ets reached  the  point  that  Medicaid  was 
the  largest  state  outlay  of  tax  dollars. 

And  so  it  is  in  Texas.  Trying  to  con- 
trol costs  with  a budget  certainty,  the 
legislature  looked  to  the  concept  of 
managed  care  as  the  vehicle  of  salva- 
tion. But  the  outcome  has  not  been  a 
rosy  one.  This  month’s  cover  story  by 
Associate  Editor  Walt  Borges  explores 


the  issues  raised  as  a result  of  Medicaid 
managed  care  in  Texas.  With  the  health 
care  spotlight  on  Texas  as  a result  of 
the  presidential  race  and  the  ruling  on 
Medicaid  by  US  District  Judge  William 
Wayne  Justice  in  August,  how  Texas 
will  deal  with  this  federally  mandated 
program  will  be  a key  focus  of  the 
Texas  Legislature  in  2001.  The  Texas 
Medical  Association  will  be  there,  fight- 
ing for  our  patients  and  physicians  to 
get  it  right. 

When  we  get  the  funding  fixed,  then 
who  will  help  care  for  the  patients?  To 
some,  the  nursing  shortage  reported  in 
this  month’s  Medical  Education  section 
by  Associate  Editor  Johanna  Eranke  is 
just  another  cycle  similar  to  the  early 
1990s  when  the  American  Medical  As- 
sociation urged  the  creation  of  regis- 
tered care  technologists  as  a solution  to 
the  lack  of  bedside  nurses.  Texas’  own 
Dr  Joe  Painter  was  the  point  person 
and  took  the  slings  and  arrows  from 
the  nursing  profession  over  such  a con- 


cept. It  seems  the  solution  of  having  all 
nurses  enter  through  a BSN  program 
has  created  problems  meeting  the  de- 
mand. There  are  licensed  nurses  on  the 
rolls.  Just  not  at  the  bedside. 

Where  are  they?  The  creation  of  uti- 
lization management  as  a tool  to  control 
health  care  costs  now  has  many  nurses 
working  for  insurance  companies  and 
stand-alone  utilization  management 
firms.  Pharmaceutical  companies  and 
medical  device  manufacturers  have  also 
pulled  nurses  from  direct  patient  care 
into  sales  rolls.  And  with  the  medical 


school  admission  outreach  to  the  gender 
that  would  have  historically  chosen 
nursing  as  a career  before  the  1970s, 
how  nursing  defines  itself  is  changing. 

The  patient  is  the  purpose  for  both 
the  medical  and  nursing  professions  to 
exist.  How  to  provide  medical  care  in  a 
safe,  healing  environment  with  a suffi- 
cient workforce  unrestricted  by  onerous 
regulations  will  be  the  ongoing  chal- 
lenge. TMA  will  continue  to  work  with 
the  nursing  profession  on  those  com- 
mon goals  of  quality  patient  care.  It  is 
what  it  means  to  be  a professional.  ★ 


Trying  to  control  costs  with  a budget  certainty, 
the  legislature  looked  to  the  concept 
of  managed  care  as  the  vehicle  of  salvation. 
But  the  outcome  has  not  been  a rosy  one. 
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Hariy’s  doctor  called  on  us  to  manage  his 

Parkinson’s 

so  he  can  manage  to  lead  a normal  life. 


why  did  Harry's  doctor  refer  him  to  Presbyterian  Hospital  of  Dallas?  Because  we’re  doing  some  progressive  things  for  Parkinson’s  and 
other  neurological  disorders  such  as  stroke,  tumor,  headache,  Epilepsy  and  Alzheimer’s.  We’ve  assembled  specialists,  high-tech 
facilities,  specialized  care  and  rehabilitation.  As  a leader  in  advanced  medical  technology,  Presbyterian  can  even  offer  options  like 
outpatient  brain  surgery  with  Gamma  Knife  radiosurgery,  targeting  problem  areas  inside  the  brain  without  an  incision.  It’s  a 
patient-centered  approach  you  and  your  patients  will  appreciate.  Just  ask  Harry.  Or  ask  us.  Make  a simple  call  to  1-800-4-Presby 
to  set  up  referrals,  arrange  consults  or  obtain  information  on  neurological  services  at  Presbyterian  Hospital  of  Dallas. 


Presbyterian 
Hospital  of  Dallas 

Texas  Health  Resources 


It’s  all  in  the  way  we  treat  you® 


For  information,  call  1 -800-4 -Presby. 


Commentary 


Where  have  all  the  doctors 
gone? 


By  Martin  F.  Scheid,  MD,  chair, 

Texas  Medical  Liability  Trust 
Board  of  Directors 

The  Texas  sunset  was  a blaze  of  or- 
ange as  the  physician  rubbed  his 
tired  eyes  and  stood  up  to  leave 
his  office.  The  other  rooms  in  his 
busy  practice  were  quiet  at  the 
end  of  the  day,  the  staff  had  gone  home, 
and  the  usually  crowded  waiting  room 
was  empty  and  silent.  At  the  doorway, 
he  hesitated,  overcome  suddenly  with 
sadness  and  frustration.  Today  he  had 
closed  his  practice,  retiring  from  a pro- 
fession and  from  patients  he  loved.  At 
52,  he  had  had  enough  of  the  business 
of  medicine.  It  just  wasn’t  fun  anymore. 

He  is  not  alone.  Many  physicians  are 
leaving  or  restructuring  their  practices 
after  investing  an  average  of  11  to  15 
years  and  a small  fortune  in  their  med- 
ical education  and  even  more  time  in 
developing  their  medical  practices.  Of- 
ten, these  are  our  most  experienced 
doctors  whose  practices  care  for  large 
numbers  of  patients. 

Losing  a significant  number  of  these 


experienced  physicians  to  early  retire- 
ment could  threaten  our  health  care  re- 
sources. According  to  Merritt,  Hawkins 
& Associates,  a national  physician 
search  firm  based  in  Irving,  it  often 
takes  two  younger  physicians  to  replace 
one  older  one  because  older  physicians 
tend  to  work  longer  hours  and  see  more 
patients.  Have  these  older  physicians 
retired  completely  and  gone  fishin’? 
Some  have,  but  just  as  often  they  take 


jobs  in  health-related  businesses  with 
no  patient  contact.  What  is  driving  our 
experienced  physicians  out  of  medical 
practice?  The  reasons  are  varied  and 
complex,  but  we  can  readily  identify 
three  important  causes. 

The  managed  care  malady 

Our  experience  has  shown  that  man- 
aged care  makes  it  very  difficult  for 
physicians  to  give  their  patients  con- 
venient, timely,  quality  care.  Patients 
cannot  choose  their  own  doctors  or 
even  the  hospitals  they  prefer.  They 
must  select  their  physicians  from  a list 
and  be  ready  to  switch  physicians  if 
their  health  care  plan  changes  or  if 
their  chosen  physicians  no  longer  have 
contracts  with  their  health  plan.  Pa- 
tients have  come  to  expect  immediate, 
successful  treatment  for  their  copay, 
and  physicians  are  forced  to  maintain 


an  aggressive,  daily  patient  schedule  to 
try  and  pay  the  bills.  It’s  easy  to  see 
how  this  scenario  can  create  an  adver- 
sarial situation  between  doctor  and  pa- 
tient, and  jeopardize  the  trusting 
relationships  that  existed  in  the  past. 

Under  managed  care,  doctors  must 
get  permission  to  see  patients  and  then 
get  permission  to  treat  them.  Diagnos- 
tic tests  have  become  more  difficult  to 
obtain,  which  affects  patient  treatment 


and  leaves  the  medical  liability  door 
ajar.  Finally,  managed  care  require- 
ments often  result  in  increased  ex- 
penses for  physicians.  They  must  hire 
more  office  staff  to  handle  mounting 
paperwork,  and  in  the  face  of  slow 
managed  care  reimbursement,  this  can 
cause  serious  cash  flow  problems.  With 
all  the  hassles  for  both  patients  and 
physicians  under  managed  care,  are 
anyone’s  expectations  being  met? 

Medical  liability  fears 

Have  you  ever  been  sued?  If  so,  I suspect 
you  seriously  reconsidered  your  choice  of 
profession  at  least  once  in  the  aftermath. 
Today,  one  out  of  every  five  Texas  physi- 
cians faces  a claim.  As  previously  men- 
tioned, the  doctor-patient  relationship 
may  be  adversarial  at  its  outset  because 
of  the  managed  care  system.  This  is  often 
compounded  by  the  expected,  but  possi- 


Today,  one  out  of  every  five  Texas  physicians 

faces  a claim. 
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bly  unattainable,  results  of  medical  pro- 
cedures or  treatments.  Plaintiff’s  attor- 
neys have  spread  the  philosophy  that  if 
results  are  not  perfect,  then  someone 
must  have  done  something  wrong.  The 
public  has  taken  the  bait,  and  our  Texas 
judicial  system  is  choked  with  medical  li- 
ability cases,  80%  of  them  nonmeritori- 
ous.  Lawsuit  abuse  is  rampant. 


What  happens  when  a physician 
goes  to  court  to  defend  his  or  her  pro- 
fessional reputation?  The  doctor  can- 
not expect  to  be  judged  by  a jury  of  his 
or  her  peers,  but  by  a jury  that  has  lit- 
tle technical  knowledge  of  medical 
problems.  Plaintiff’s  attorneys  are  not 
known  for  discovering  the  right  or 
wrong  of  a medical  liability  case;  in- 
stead, they  go  for  the  money.  More  of- 
ten than  not,  they  are  the  real  financial 
winners  when  a jury  decides  in  favor  of 
their  clients.  Under  the  present  judici- 
ary, incredible  monetary  judgments  are 
being  awarded,  depriving  doctors  of 
their  rewards  for  years  of  study  and 
work,  their  savings,  their  retirement, 
and  their  reputation.  Claim  frequency 
and  severity  are  now  at  an  all-time 
high,  and  medical  liability  premiums 
are  escalating  at  a shocking  pace.  Texas 
physicians  are  reacting,  but  are  we 
working  for  change? 

Government  red  tape 

In  a 1992  survey  of  physicians  con- 
ducted by  Merritt,  Hawkins  & Associ- 
ates, 76%  of  physicians  surveyed 
identified  “government  intervention/in- 
surer hassles”  as  the  single  greatest 
source  of  professional  frustration. 
Physicians  and  their  staffs  often  spend 
20  or  more  hours  per  week  on  govern- 
ment or  insurer  paperwork. 

Step  by  step,  the  federal  govern- 
ment has  assumed  the  role  of  major  de- 
cision-maker in  health  care.  For 
example,  if  you  are  65,  the  only  health 


insurance  available  to  you  is  Medicare, 
You  have  no  other  choice.  Medical  fees 
are  regulated  for  physicians  and  al 
health  care  facilities.  Medicare  anc 
managed  care  payments  to  hospitals 
have  proved  to  be  below  hospital  costs, 
thus  directly  affecting  patient  care  in 
two  major  ways.  First,  many  healtf 
care  facilities  have  closed  or  are  closing 


because  they  can’t  keep  up  with  ex- 
penses. Second,  hospitals  cannot  retain 
quality  nurses  and  aides  because  the} 
can’t  pay  them  the  salaries  they  could 
earn  elsewhere.  The  purchase  and 
maintenance  of  state-of-the-art  med- 
ical equipment  have  also  been  affected 
by  lack  of  funds. 

These  events  just  add  to  the  frustra- 
tions of  physicians.  US  health  care  has 
been  the  best  in  the  world  but  that  may 
be  changing  because  of  the  decisions 
by  big  business  and  government  that 
we  all  have  to  live  with. 

With  the  frustrations  of  government 
intervention  and  managed  care,  the  high 
cost  of  medical  liability  insurance,  and 
the  risk  of  being  sued,  it  is  not  surprising 
that  older,  experienced  physicians  are 
opting  to  retire  early  rather  than  adapt 
to  a flawed  medical  environment  in 
which  the  players  just  can’t  see  the  big 
picture.  I wish  1 could  be  afforded  the 
opportunity  to  see  the  looks  on  the  faces 
of  the  plaintiff’s  attorneys  and  the  gov- 
ernment regulators,  the  managed  care 
supporters,  when  they  have  a need  to 
call  their  family  physician  for  an  urgent 
appointment  and  find  that  his  office  is 
closed.  He’s  gone  fishin’.  ★ 


Dr  Scheid  is  a general  surgeon  in  Houston. 


US  health  care  has  been  the  best  in  the  world  but  that 
may  be  changing  because  of  the  decisions  by  big 
business  and  government  that  we  all  have  to  live  with. 
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Thank  Yoil  for  Building 
THE  Future  of  Medicine  Through 
The  General  Internal  Medicine 
Statewide  Prece^orship  Program 


These  volunteer 
physicians  helped 
build  a solid 
foundation  for  the 
future  of  medicine 
by  mentoring  Texas 
medical  students  for 
preceptorships  of 
one  to  four  weeks 
this  summer. 


You,  too,  can  help 
build  the  future  of 
medicine  by  teaching 
a 1st  or  2nd  year 
medical  student  more 
about  internal 
medicine  as  a career. 
If  you  are  a practicing 
INTERNIST,  call 
the  GIMSPP 
Business  Office  at 
(866)  244-6771 
for  more  information 
on  how  you  can  sign 
up  to  be  a physician 
preceptor  today! 


Sponsored  by  the  Texas 
Academy  of  Internal 
Medicine,  the  Texas 
Chapter  of  the  ACP-ASIM. 


Pramesh  Dave,  Abilene 
Martha  Danhof,  Allen 
Rajyalakshmi  Mikkilineni.Angleton 
Craig  Henry,  Arlington 
Rakesh  Saini,  Arlington 
Samuel  Bennett,  Austin 
Leonor  Frierson-Stroud,  Austin 
Laura  Guerrero,  Austin 
Isabel  Hoverman,  Austin 
Kenneth  Kroll,  Austin 
Sheldon  Markowitz,  Austin 
William  Robinson,  Austin 
Michael  Shapiro,  Austin 
Sarah  Smiley,  Austin 
Thomas  Chick  Bay  City 
Homayon  Sidiq,  Brownsville 
Nalini  Dave,  Bryan 
William  Triplett,  Camp  Wood 
Cesar  Aleman,  Camollton 
Rafael  DelaFlor- Weiss,  Cleveland 
Richard  Conklin,  College  Station 
John  Rodriguez,  Colleyville 
Sue  Crow,  Comfort 
Antonio  Guzman,  Corpus  Christi 
Howard  Anderson,  Dallas 
Martin  Berk,  Dallas 
Steven  Bowers,  Dallas 
John  Casey,  Dallas 
Mark  Daniel,  Dallas 
Mollie  Dorrough,  Dallas 
Robert  Fine,  Dallas 
Prakash  Kagal,  Dallas 
Alan  Kaye,  Dallas 
James  Race,  Dallas 
Marguerite  Wuebken  Dallas 
Paul  Muncy,  Dallas 
Erika  Trapp,  Dallas 
Noe  Musquiz,  Del  Rio 
Mark  Ginnings,  Denton 
Susan  Andrew,  Dickinson 
Ambrose  Aboud,  El  Paso 
Suresh  Antony,  El  Paso 
Zafer  Haydar  El  Paso 
Elvin  Adams,  Fort  Worth 
Kendra  Belfi,  Fort  Worth 
David  Capper  Fort  Worth 
Frood  Eelani,  Fort  Worth 
Allan  Kelly,  Fort  Worth 
Lance  Mandell,  Fort  Worth 


Mary  Stone,  Fort  Worth 
Naveed  Farooq,  Galveston 
James  Newman,  Galveston 
Michael  O Malley,  Galveston 
Stephen  Olmstead,  Garland 
Christopher  Hearne,  Georgetown 
Todd  Shenkenberg,  Harlingen 
Jaffer  Ajani,  Houston 
Ernest  Bartimmo,  Houston 
Sujata  Bhowmik,  Houston 
Karen  Botsoe,  Houston 
George  Burnazian,  Houston 
Perryman  Collins,  Houston 
Ankur  Doshi,  Houston 
Fabrazia  Faustinella,  Houston 
Delfino  Garcia,  Houston 
Joseph  Gathe , Houston 
Lowell  Hays,  Houston 
OlendrufF  Johnson,  Houston 
Philip  Johnson,  Houston 
Lucy  Kormeier  Houston 
Azam  Kundi,  Houston 
Minh  Le,  Houston 
Jeffrey  Lee,  Houston 
Stanley  Lewis,  Houston 
Ramachandra  Malya,  Houston 
Caroline  Mbogua,  Houston 
Amjad  Najjar  Houston 
Maher  Nasser  Houston 
Thuan  Nguyen,  Houston 
Maneesh  Patel,  Houston 
Nguyen  Phung,  Houston 
Patricia  Salvato,  Houston 
Pankaj  Shah,  Houston 
TuyenTran,  Houston 
HemalathaVijayan,  Houston 
Winston  Watkins,  Houston 
Suma  Abraham,  Irving 
Michael  Chiu,  Irving 
Margaret  Hayden,  Irving 
Christopher  Johnson,  Jacksonville 
Syed  Ahmed,  Katy 
Mark  Bing,  Katy 
Brenda  Wainscott,  Katy 
Michael  Martin,  Kerrville 
William  Pieratt,  La  Grange 
Octavio  Guzman,  Laredo 
Philip  Head,  League  City 
Michael  Balch,  Levelland 


Enrique  Rodriguez,  Littlefield 
Swaran  Batra,  Lubbock 
Robert  Kimbrough,  Lubbock 
Michael  Robertson,  Lubbock 
Larry  Warmoth,  Lubbock 
Winston  Whitt,  Lubbock 
Roger  Jones,  Marshall 
Ted  Sturdivant  Mcallen 
Jeffrey  Astbury  Midlothian 
Guduru  Reddy,  Mineral  Wells 
Fernando  Jumalon,  Nacogdoches 
Kathleen  Rockwood,  New  Braunfels 
Koko  Aung,  Odessa 
Jayaram  Naidu,  Odessa 
Ernest  Roman,  Pharr 
Walter  Turkowski,  plainview 
ArashTirandaz,  Plano 
Louise  Tomes,  Plano 
Jerome  Lee-Sang,  Portland 
William  Mania,  Richardson 
Ghufman  Ahmed,  Rio  Grande  City 
TrevorTurner,  Round  Rock 
Carmen  Cawley,  San  Antonio 
Lisa  Davis,  San  Antonio 
Leo  Edwards,  San  Antonio 
Eva  Lopez,  San  Antonio 
Gregory  McCarroll,  San  Antonio 
Thomas  Mieras,  San  Antonio 
Ana  Perez,  San  Antonio 
Ana  Rodriguez,  San  Antonio 
Jose  Sanchez,  San  Antonio 
Edward  Sargent  San  Antonio 
Brian  Sengen  San  Antonio 
Ronald  Wong,  San  Antonio 
Homar  Bartra,  San  Marcos 
Daniel  Kim,  Seabrook 
Michael  Benson,  Sherman 
Peter  Kwan,  Sugar  Land 
Dawn  Nguyen,  Sugar  Land 
Hemalatha  lyepTexas  City 
Dorothy  Memtt,Texas  City 
Bich  Nguyen,Texas  City 
Scott Yates,The  Colony 
Maninder  Guram,Tomball 
William  Tompkins,Tomball 
Michael  Attas,Waco 
Charles  Shoultz,Waco 
Allen  Brajer Wichita  Falls 
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Letters 


Health  care,  not  politics 


Your  attempt  to  whitewash  Gov 
George  W.  Bush’s  record  in  Texas 
regarding  managed  care  reform 
does  a disservice  to  physicians 
and  patients  in  the  state.  (See 
“Presidential  Health,”  September  2000 
Texas  Medicine,  pp  48-51.)  Governor 
Bush  vetoed  the  original  patient  protec- 
tion bill  in  response  to  political  pressure 
Tom  insurance  and  business  interests. 

The  timing  of  the  veto  — after  the 
state  legislature  was  out  of  session  — 
was  deliberate.  It  ensured  that  HMOs 
would  have  2 more  years  in  which  to 
use  whatever  means  were  necessary  to 
establish  themselves  as  the  dominant 
players  in  health  care  in  Texas.  The  ex- 
cuse that  the  bill  gave  an  unfair  ex- 
emption to  Scott  & White’s  health  plan 
was  just  that  — an  excuse.  The  bill 
would  not  have  prevented  Insurance 
Commissioner  Elton  Bomer  from  over- 
seeing the  exempted  plans  in  order  to 
ensure  that  they  upheld  the  same  stan- 
dards that  the  state  set  for  other  plans. 

Commissioner  Bomer  was  dis- 
patched only  after  physicians  and  pa- 
tients in  the  state  expressed  their 
outrage  over  the  veto  of  a bill  that  had 
almost  overwhelming  public  support. 
Governor  Bush  did  not  veto  the  second 
bill  (though  he  refused  to  sign  it),  be- 


cause his  veto  of  the  first  bill  proved  to 
be  so  politically  unpopular  that  his  op- 
ponent in  the  next  election  was  able  to 
use  it  as  a campaign  issue. 

Governor  Bush’s  actions  have  indi- 
cated only  that  he  is  a politician  and  is 
willing  to  make  a few  concessions  to 
keep  voters  happy.  This  is  hardly  the  at- 
titude we  need  in  the  US  president. 
Health  care  is  not  a special  interest  is- 
sue to  be  bartered  for  votes  or  dollars. 
It  has  an  impact  on  every  single  citizen 
in  this  country. 

Since  Governor  Bush  has  not  proven 
himself  to  be  an  advocate  of  health  care 
reform,  I can  only  assume  that  the  Texas 
Medical  Association  has  based  its  decision 
to  favor  Bush  over  Gore  on  tangential  is- 
sues, such  as  his  other  monetary  policies 
and  social  platforms  that  may  be  attrac- 
tive to  physicians  as  a group.  As  you  are 
well  aware,  an  endorsement  of  Governor 
Bush  by  TMA  will  be  seen  by  the  public  as 
a medical  recommendation,  something  it 
clearly  is  not.  Therefore,  I believe  that 
TMA  should  retract  this  endorsement  or 
provide  better  reasons  for  it.  ★ 

Suzanne  Tolbert,  MD 

1820  Virginia  Pi 
Fort  Worth,  TX  76107 


(Editor’s  Note:  Governor  Bush  was  endorsed  byTEXPAC, 
TMA's  political  arm.) 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry.besaw@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably 
less  than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject 
to  editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  theTexas  Medical  Association. 


ADVANCED  SOFTWARE 
AT  A VERY  LOW  COST!!! 

HCFA  1500  (2500  qty-one  part  laser) 
1st  quality,  t $5  freight  per  ctn..$49/ctn 

MEDICAL  BILLING  SOFTWARE 
SraartSystem  Mizer $ 699.00 

Print  HCFAs,  Scheduler,  Custom  Superbills, 
Advanced  program  at  a very  low  cost.  Demo. 

SmartSystem  Compass $1685.00 

Complete  System-Print  HCFAs/File  Electronic, 
All  patient’s  Statements  with  2 clicks  of  a mouse. 
Unlimited  doctors,  unlimited  users,  complete 
collection  system,  print  custom  superbills.. etc.. 
Coast  to  Coast  Since  1988 

Best  Software  Value  On  The  Market 
Works  with  THIN!!! 

Call  for  a FREE  30  day 
Demo  with  manual. 

A L L - M E D Services 

209  West  Alfred  Street 
Tavares,  FL  32778 

Phone  1-800-858-5768 
Fax  1-800-759-0599 
www.all-med.net 


Offshore  Trusts 
Asset  Proleclion 


R.  Mark  Karnes 

Law  Offices  of  R.  Mark  Karnes 
61  16  N.  Central  Expwy., 
Suite  250 
Dallas,  TX  75206 
214.373.7788 

Email:  mka058@airmail.net 
Not  certified  by  the  Texas  Board 
of  Legal  Specialization. 


Tel  800.880.1300 


Volume  96  -k  Number  11 


15 


Payment  for  Services, 

Now! 


Dont  wait  90,  60,  or  even  30  days.  With  electronic  funds  transfer.  Discover®  Business  Services  settles 
within  2-3  business  days.  When  you  offer  your  patients  the  Discover®  Card  payment  option-you’ll 
speed  up  cash  flow  and  practically  eliminate  non-receivables.  Competitive  rates.  Fast  settlement.  24 
hour  service.  The  latest  in  point-of-transaction  technology! 


DISCOVER 

BUSINESS  SERVICES 

More  service.  More  solutions.  More  prof  its. 

www.discoverbiz.com 


Sisn  up  to  accept 
Discover  Card: 
1-800-347-6673 


Discover  the  differenc^  wi 


We're  Right  at  Your  Fingertips! 


^rect  access  to  your  account 


am ‘me  

A partnership  that  provides  powerful  protection  specifically  designed  for  our  insured  physicians 


People 


Newsmakers 


I Houston  pediatric  orthopedic  surgeon 
Howard  Epps,  MD,  has  been  elected  to 
' the  Board  of  Directors  of  the  Pediatric 
Orthopaedic  Society  of  North  America. 

I Volunteer  surgery  on  adults  and  chil- 
dren in  his  native  Guatemala  has 
earned  Houston  cardiovascular  sur- 
geon Rafael  Espada,  MD,  of  Houston, 
the  2000  Governor’s  Community  Ser- 
vice Award  from  the  American  College 
of  Chest  Physicians.  Dr  Espada  is  a pro- 
fessor of  surgery  at  Baylor  College  of 
Medicine  and  vice  chair  for  clinical  af- 
fairs of  Baylor’s  Department  of  Surgery. 

Fomier  TMA  President  William  G.  Gamel, 
MD,  of  Austin,  and  Daniel  W.  Saylak,  DO, 
of  Bryan,  have  been  elected  to  the  Texas 
Medical  Foundation  Board  of  Trustees. 
Dr  Gamel  is  the  principal  clinical  investi- 
gator for  Austin  Clinical  Research  and 
chair  of  the  Medical  Advisory  Committee 
ofMed.com.  Dr  Saylak  is  in  private  prac- 
tice in  College  Station. 

San  Antonio  anesthesiologist  Scott 
Kercheville,  MD,  is  one  of  six  alumni  of 
San  Antonio’s  Northside  Independent 
School  District  to  receive  the  2000- 
2001  Pillars  of  Character  Award.  Dr 
Kercheville  received  the  Trustworthi- 
ness Award  and  was  cited  for  his  vol- 


Lynne Kirk,  MD 

unteer  work,  including  Big  Brothers/ 
Big  Sisters,  Teenagers  Against  Polio, 
drug  education  programs,  and  physi- 
cian outreach  missions  to  Honduras. 

Three  faculty  members  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
Center  at  Dallas  have  received  honors. 
Lynne  Kirk,  MD,  professor  of  internal 
medicine  and  associate  dean  of  gradu- 
ate medical  education,  has  been 
named  chair-elect  of  the  American  Col- 
lege of  Physicians-American  Society  of 
Internal  Medicine  Board  of  Governors. 
John  Minna,  MD,  professor  of  internal 
medicine  and  pharmacology,  received 
the  Frank  Moran  Clinical  Leadership 
Award.  The  award  honors  outstanding 
contributions  to  the  field  of  oncology. 
Donald  Seldin,  MD,  clinical  professor  of 
internal  medicine  and  vice  president 
for  medical  center  relations  for  the 
Southwestern  Medical  Foundation,  re- 
ceived the  Mentorship  Award  from  the 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  In  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
lion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1629;  e-mail  larry.besaw@texmed.org. 


John  Minna,  MO 


Donald  Seldin,  MD 


James  Willerson,  MD 


University  of  California  at  San  Diego 
Salk  Institute  for  Biological  Studies. 

Joseph  Swafford,  MD,  of  Houston,  has 
received  the  Women  and  Minorities 
Volunteer  of  the  Year  Award  from  the 
American  Heart  Association,  Texas  Af- 
filiate. Dr  Swafford  is  a preceptor  at  the 
Michael  DeBakey  High  School  for  the 
Health  Professions  and  the  Baylor  Col- 
lege of  Medicine/Rice  University  Pre- 
medical Honors  Academy. 

James  Willerson,  MD,  chair  of  the  De- 
partment of  Internal  Medicine  at  The 
University  of  Texas-Houston  Health 
Science  Center,  has  been  named  in- 
terim president.  He  succeeds  M.  David 
Low,  MD,  who  announced  his  plans  to 
step  down  in  July. 

Clyde  Yancy,  MD,  of  Dallas,  has  been 
elected  to  the  American  Heart  Associ- 
ation Board  of  Directors.  Dr  Yancy  is 
the  medical  director  of  the  Baylor  Uni- 
versity Medical  Center  heart  trans- 
plant program  and  chair  of  the  TMA 
Coalition  on  Cardiovascular  Disease 
and  Stroke. 
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People 


Deaths 


Gene  F.  Brossmann,  MD,  58;  Bryan;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1967;  died  August  26,  2000. 

Pedro  C.  Caram,  WID,  78;  Houston;  Uni- 
versity of  Mexico  School  of  Medicine, 
1949;  died  August  29,  2000. 

Jack  T.  Chisolm,  MD,  77;  Dallas;  Uni- 
versity of  Alabama  School  of  Medicine, 
1947;  died  August  27,  2000. 

Gladys  J.  Fashena,  MD,  90;  Dallas;  Cor- 
nell University  Medical  College,  1934; 
died  September  3,  2000. 

Marion  Allen  Groff  III,  DO,  50;  Pilot  Point; 
Texas  College  of  Osteopathic  Medicine, 
1980;  died  August  22,  2000. 

Robert  D.  Hays,  MD,  80;  Brady;  Tulane 
University  School  of  Medicine,  1944; 
died  August  8,  2000. 


William  H.  LaPrade,  MD,  73;  Dallas;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1954;  died  Sep- 
tember 3,  2000. 

Nathan  L.  Laufman,  MD,  71;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1957;  died  September  8, 
2000. 

Robert  L.  Palmer  II,  MD,  69,  Temple; 
Northwestern  University  Medical  School, 
1959;  died  August  31,  2000. 

Nicole  Y.  Raymond,  MD;  36;  San  Anto- 
nio; The  University  of  Texas-Houston 
Medical  School,  1992;  died  August  12, 
2000. 

Alexander  Romagnoli,  MD,  76;  Houston; 
University  of  Florence  Medical  School, 
Italy,  1949;  died  August  29,  2000. 


Leonard  H.  Seitzman,  MD,  77;  San  Afl 

tonio;  Vanderbilt  University  School  o 
Medicine,  1946;  died  August  9,  2000. 

James  M.  Skelton,  Sr,  MD,  76;  Houstog 
Baylor  College  of  Medicine,  1946;  die( 
August  12,  2000. 

Victor  L.  Trammell,  MD,  63;  Pampa;  Th 
University  of  Texas  Southwestern  Med 
ical  School  at  Dallas,  1965;  died  Sep 
tember  3,  2000. 

Calvin  T.  Vardaman  DO,  78;  San  Ante 
nio;  College  of  Osteopathic  Physician 
and  Surgeons,  Los  Angeles,  1952;  die( 
August  6,  2000. 

James  R.  Winterringer,  MD,  77;  Foi 

Worth;  University  of  Oklahoma  Colleg 
of  Medicine,  1945;  died  August  21,  200C 

Ben  T.  Withers,  MD,  84;  Houston;  Th 
University  of  Texas  Medical  Branch  a 
Galveston,  1940;  died  August  10,  200C 
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TMA  Physicians  Benevolent  Fund 

OF  THE  TEXAS  MEDICAL  ASSOCIATION 
(^the  TEXAS  MEDICAL  ASSOCIATION  ALLIANCE 
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It 


TexasMedical 

Association 


M^y 'surprises  are  wonderful,  but  some  are  tragic.  TMA  Physicians  Benevolent  Fund  was 
esta^jshed'for  people  who  are  unable  to  protect  themselves  from  life’s  unfortunate  surprises.^ 
he  Physici^  Benevolent  Fu^'^vides  financial  as^^nce  to  doctors  and  doctors’  families  who' have 
cpthe  victiths  of  personal  disaster.  Fund  assistance  carl  significantly  improve  the  lives  of  physicians  and 
their  families,  as  well  as  widows  and  dependents  left  without  adequate  support.^ 

Donations  from  you  and  other  active  Texas  physicians  will  ensure  continued 
help  for  those  in  need.  It’s  one  of  the  best  gifts  you  can  give. 


To  learn  more,  call  (800)  880-1300,  ext.  1600,  or  sharon.gifford@texmed.org 


House  of  Delegates  authorizes TM A 
participation  in  managed  care  suits 


With  assurances  from  the 
Texas  Medical  Associa- 
tion Board  of  Trustees 
that  it  would  act  in  the 
best  interests  of  physi- 
cians and  their  patients, 
the  TMA  House  of  Dele- 
gates has  given  the 
board  the  go  ahead  to  join  class  action 
lawsuits  against  managed  care  compa- 
nies. The  action  came  during  the  dele- 
gates’ interim  session  during  TMA 
Summit  2000  September  16  in  Austin. 

What  not  too  long  ago  may  have 
been  considered  an  implausible  strat- 
egy for  TMA  flows  out  of  increasing 
physician  frustration  with  the  abuses  of 
investor-driven  managed  care,  an  in- 
tractable congressional  fight  over 
ERISA  pre-emption  of  state  law,  and  a 
lack  of  effective  enforcement  of  an  oth- 
erwise strong  body  of  state  law. 

By  an  overwhelming  voice  vote,  the 
house  approved  a recommendation 
from  the  Reference  Committee  on  So- 
cioeconomics that  trustees  “actively  pur- 
sue litigation  opportunities  at  state  and 
federal  levels  to  challenge  abusive  man- 
aged care  payer  practices”  and  report 
back  to  the  house  during  its  next  meet- 
ing at  TexMed  2001  in  Houston  in  May. 


Following  the  house  vote,  the  Board  of 
Trustees  approved  a plan  for  TMA  to  join 
selected  class  action  lawsuits.  At  press 
time,  TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  was  working  with  the  attor- 
neys representing  the  other  physician 
plaintiffs  in  the  suits  to  craft  the  details  of 
the  association’s  participation.  More  infor- 
mation will  be  published  in  future  issues 
of  Action  and  Texas  Medicine  and  posted 
on  the  TMA  Web  site  at  www.texmed.org. 

“Everybody  wants  us  to  do  this,  and 
we’re  down  to  strategy.  The  board  will 
do  what  is  prudent,”  Board  of  Trustees 
Chair  Frederick  L.  Merian,  MD,  of  Vic- 
toria, told  delegates. 

The  house  action  followed  its  vote 
during  TexMed  2000  in  San  Antonio 
last  May  that  directed  TMA  to  “evalu- 
ate, facilitate,  and,  where  prudent,  par- 
ticipate in  legal  actions  in  the  best 
interest  of  its  member  physicians”  and 
“seek  appropriate  recovery  for  actual 
damages,  penalties,  punitive  damages 
and  other  equitable  or  injunctive  relief.” 

As  a result  of  that  vote,  the  Board  of 
Trustees  began  a lengthy  investigation  of 
the  lawsuits  filed  in  other  states.  Its  re- 
view included  presentations  by  attorneys 
involved  in  the  suits,  an  independent 
analysis  by  Houston-based  lawyers  of  the 


Declaring  that  we  must  understand  the  past  to  influ- 
ence the  future,  TMA  President  Jim  Rohack,  MD,  tolc 
members  of  the  House  of  Delegates  that  TMA  faces 
great  challenges  in  the  future.  The  challenges  will 
come  on  issues  such  as  strengthening  the  federation! 
of  medicine  through  increasing  TMA  and  AMA  mem- 
bership, reforming  the  Medicaid  system,  dealing  withi' 
and  finding  the  root  causes  of  medical  malpractice  in-[| 
surance  premium  increases,  and  continuing  to  fighf^i 
cardiovascular  disease  by  increasing  children's  physi-| 
cal  activity  level.  "These  are  all  great  challenges.  Andl 
I know  that  this  body,  this  organization,  is  up  to  that 
challenge,"  he  said. 


20 


Texas  Medicine  Rounds 


www.texmed.org 


TMA  trustee  Bohn  D.  Allen,  MD,  explains  the  Board  of 
Trustees'  position  on  joining  class  action  lawsuits 
against  managed  care  companies  during  testimony  at 
the  Reference  Committee  on  Socioeconomics. 
Trustees  thoroughly  reviewed  the  issue  and  will  act 
prudently  on  behalf  of  physicians  and  patients,  he  said. 

opportunity  to  become  a plaintiff  in  the 
suits,  a presentation  by  the  director  of  the 
.American  Medical  Association’s  Health 
Law  Division  on  the  pros  and  cons  of 
AMA  and/or  TMA  becoming  parties  to 
the  suits,  and  a presentation  by  the  assis- 
tant attorney  general  representing  Texas 
in  Aetna  US  Healthcare’s  lawsuit  against 
the  state’s  managed  care  liability  law. 

The  board  used  the  following  crite- 
ria to  evaluate  the  lawsuit  proposals. 
They  must: 

1.  Be  of  value  to  a significant  portion 
of  the  membership  (determination 
of  “value”  could  be  either  in  terms 
of  direct  relief  or  as  a principle  that 
should  be  defended  or  addressed); 

2.  Be  accompanied  by  estimated  costs 
through  all  probable  phases,  includ- 
ing appeals  by  either  party; 

3.  Disclose  the  probability  of  success, 
based  on  an  understanding  of  rele- 
vant laws  and  regulations,  projected 
opposition,  estimated  strength  of 
opposition,  and  identification  of  col- 
lateral factors,  such  as  politics; 

14.  Be  evaluated  in  terms  of  optional 
! courses  of  action,  such  as  appeals  to 
I regulatory  bodies  or  legislative  ini- 
tiatives; and 


TMA  Foundation’s  charter  major  donors  received  special  recognition  at  the  House  of  Delegates  meeting.  They  are 
among  31  individuals  and  couples  who  have  donated  $10,000  or  more  to  the  TMA  Foundation.  Left  to  right  are  TM  AF 
President  Mark  J.  Kubala,  MD;  Robert  H.  Emmick,  Jr,  MD;  Dr  and  Mrs  Ernest  C.  Butter;  Alan  C.  Baum,  MD;  Dr  and 
Mrs  Roberto  J.  Bayardo;  Dennis  J.  Factor,  MD;  Byron  L.  Howard,  MD;  Nick  N.  Shroff,  MD;  Susan  Rudd  Wynn,  MD; 
Jim  Rohack,  MD;  and  Drs  Kamal  and  Nalin  Tolia.  In  early  2001,  a donor  recognition  wail  listing  all  charter  major 
donors  will  be  installed  in  theTMA  building. 


5.  Be  considered  in  the  context  of  (a) 
any  other  projected  litigation  and 
(b)  availability  of  funds. 

As  a result  of  their  examination, 
trustees  recommended  to  the  House  of 
Delegates’  Reference  Committee  on  So- 
cioeconomics that  the  board  pursue  lit- 
igation opportunities.  The  trustees  said 
the  step  was  not  taken  lightly  and  re- 
quired consideration  and  study.  They 
added  that  this  is  one  of  a number  of 
avenues  TMA  is  taking  on  behalf  of 
physicians  and  patients  to  reform  or 
curb  managed  care  abuses. 

During  reference  committee  testi- 
mony on  the  recommendation,  trustee 
Bohn  D.  Allen,  MD,  of  Arlington,  re- 
viewed the  board’s  investigation  of  the 
issue  and  said  there  is  “substantial  evi- 
dence” to  support  the  charges  against 
the  managed  care  companies  alleged  in 
the  suits. 

But,  he  said,  suing  the  managed 
care  companies  “is  not  a slam  dunk,” 
and  the  companies  would  be  formida- 
ble opponents.  Another  downside,  he 
cautioned,  is  that  a lawsuit  might  jeop- 
ardize the  highly  successful  dispute  res- 
olution meetings  TMA  has  conducted 
with  insurers  to  resolve  physicians’ 


claims  payment  problems. 

But  all  in  all.  Dr  Allen  added,  “the 
downside  is  minimal  compared  to  what 
could  be  gained  by  suing  to  change 
managed  care  practices.” 

Another  trustee,  William  W. 
Hinchey,  MD,  of  San  Antonio,  testified 
that  suing  the  managed  care  compa- 
nies is  “a  membership  issue.”  And,  he 
said,  winning  the  lawsuits  “would  be  in 
reform,  not  money.  Reform  is  the  goal, 
not  monetary  gain.” 

Malpractice  and  tobacco 

Delegates  also  approved  a resolution 
from  the  Reference  Committee  on  Fi- 
nancial and  Organizational  Affairs  that 
dealt  with  medical  malpractice  claims. 
After  hearing  testimony  from  physi- 
cians who  expressed  concerns  over  ris- 
ing professional  liability  insurance 
premiums,  the  increased  frequency  of 
lawsuits,  and  frivolous  suits,  the  refer- 
ence committee  recommended  that 
TMA  mobilize  its  resources,  including 
the  Committee  on  Professional  Liabil- 
ity, Council  on  Legislation,  and  Divi- 
sion of  Public  Affairs  to: 

• Reduce  or  limit  frivolous  claims; 

• Continue  to  examine  the  causes  of 
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increasing  claims  frequency  and  the 
justification  for  higher  premiums; 

• Monitor  claims  data  collected  by  the 
Texas  Department  of  Insurance  and 
the  Texas  State  Board  of  Medical  Ex- 
aminers; 

• Advocate  for  judicial  enforcement  of 
current  expert  witness  and  cost 
bond  provisions  of  state  law; 

• Allow  the  right  to  countersue; 

• Prohibit  specialty  or  geographic  dis- 
crimination by  malpractice  insur- 
ance carriers;  and 

• Explore  no-fault  and  self-insured  lia- 
bility options. 


Patient  safety,  legal  issues 
headline  general  session 


After  debating  using  taxation  as  a 
weapon  to  destroy  an  industry  versus 
the  harm  caused  by  tobacco,  the  house 
adopted  a recommendation  from  the 
Reference  Committee  on  Science,  Edu- 
cation and  Public  Health  that  TMA 
lobby  the  legislature  to  “substantially 
increase”  the  excise  tax  on  all  tobacco 
products  sold  in  Texas. 

Originating  as  a resolution  from  the 
Medical  Student  Section,  the  reference 
committee  recommendation  also  urged 
that  part  of  the  revenue  generated  from 
the  tax  increase  be  used  for  antismok- 
ing programs  conducted  by  the  Texas 
Inter-Agency  Tobacco  Task  Eorce  and 
the  remainder  be  used  to  cover  the 
costs  of  health  care  for  children. 


Other  action 

The  House  of  Delegates  also  approved 
resolutions  that  TMA: 


• Pursue  a “substantial”  Medicaid  fee 
increase,  continue  to  press  for  Med- 
icaid managed  care  reform  (See 
“Managing  Medicaid,”  pp  34-41), 
and  explore  alternative  delivery 
models; 

• Through  Project  WATCH,  push  for 
“daily,  quality  physical  activity  for 
every  student  in  each  grade  level  in 
every  public  school  district  in 
Texas”; 

• Support  legislation  to  fund  a pilot 
program  to  prepare  more  physicians 
to  practice  in  rural  areas;  and 

• Award  Milton  V.  Davis,  MD,  of  Kauf- 
man, the  TMA  Distinguished  Service 

^ T*  i\/r  /-I  onm  ■ a/t  A discussion  of  managed  care  lawsuits  and  antitrust  issues  was  the  day’s  first  order  of  business  during  the  "dawn' 

Award  at  lexMed  2UU  i in  May.  ★ duster"  session  at  TM  a summit  2000.  Left  to  right  are  Asst  Atty  Gen  Mark  Tobey,  Fort  Worth  attorney  Georgel 

Parker  Young,  JD,  and  TMA  General  Counsel  Donald  P.  Wilcox,  JD. 


Let  us  answer  the  questions  first  and 
pass  the  legislation  second.”  This 
was  the  charge  of  former  American 
Medical  Association  President 
Nancy  W.  Dickey,  MD,  as  she  dis- 
cussed patient  safety,  quality  health  care, 
and  impending  legislation  related  to  these 
issues  at  the  general  session  of  the  TMA 
Summit  2000  September  15  in  Austin. 

Dr  Dickey  reviewed  the  Institute  of 
Medicine’s  report  To  Err  Is  Human  with 
attendees,  noting  the  well-publicized 
flaws  in  the  report.  She  also  focused  on 
the  medical  profession’s  tendency  to 
blame  individuals  for  mistakes  caused 
by  faulty  systems  and  encouraged 
physicians  to  examine  their  health  care 
delivery  processes,  clearly  define  the 
term  “error,”  and  answer  patient  safety 
questions  before  legislators  do. 

“If  we  do  nothing  except  say  we 
don’t  want  mandatory  reporting,  the 
odds  are  high  we’re  going  to  get  an- 
other collection  of  useless  information,” 
said  Dr  Dickey,  who  is  program  director 
for  the  Brazos  Valley  Family  Practice 
Program  and  acting  dean  of  Texas  A&M 
University  System  College  of  Medicine. 
First  and  foremost,  physicians  need 


to  make  sure  their  patients  understanc 
the  medical  profession’s  commitmeni 
to  make  health  care  as  safe  as  it  car 
possibly  be,  Dr  Dickey  says. 

“I  believe  that  the  future  for  health 
care  safety  is  bright,  and  our  patients 
will  respond  to  our  commitment  if  we 
make  that  commitment,”  she  added 
“TMA  will  be  a leader,  and  each  of  yot 
will  have  a role  to  play.” 

Wake-up  call 

During  the  early  morning  “dawr 
duster”  session,  George  Parker  Young, 
JD,  a Fort  Worth  trial  lawyer  who  pio- 
neered legal  challenges  to  managed 
care  organizations  on  behalf  of  physi- 
cians, told  physicians  that  they  should  , 
consider  using  the  courthouse  to  mod- 
ify entrenched  managed  care  practices.! 

Mr  Young,  who  recently  settled  a\ 
lawsuit  against  PacifiCare  Health  Sys- 
tems on  behalf  of  a group  of  physicians' 
who  complained  of  late  payments,  said 
he  hopes  other  physicians  would  be 
willing  to  bring  legal  challenges  against 
managed  care  companies.  He  said  court 
challenges  are  needed  to  force  man- 
aged care  companies  to  stop  practices! 
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Former  AMA  President  Nancy  W.  Dickey,  MD,  reviews 
ithe  Institute  of  Medicine’s  report  To  Err  Is  Human  at 
the  TMA  Summit  2000  General  Session.  "What  we  do 
fieed  to  commit  ourselves  to  is  examining  how  we  de- 
liver care  — and  where  there  are  systems  and  where 
there  are  processes  of  care  that  we  can  change  or  im- 
orove,"  she  said.  "So  that  the  error  that  injures  a pa- 
jtient  Is  less  likely  to  occur,  we  must  be  committed  to 
doing  that  because  that’s  what  our  ethical  commit- 
ment to  patients  is  all  about." 


that  delay  payments  to  physicians  and 
influence  care  by  denying  coverage  for 
needed  treatments. 

“No  HMO  has  invested  the  resources 
that  it  would  take  to  get  the  physicians 
paid  timely,”  Mr  Young  said.  “HMOs 
can  make  more  money  on  the  float 
than  the  interest  they  have  to  pay”  on 
late  payments. 

Challenging  medical  necessity  deci- 
sions by  managed  care  companies  is 
■‘the  hot  potato  of  the  next  decade,”  Mr 
Vbung  said.  “Courts  go  out  of  the  way  to 
sidestep  the  medical  necessity  issue.” 

Mr  Young  said  physicians  who  volun- 
teer to  take  cases  into  court  should  not  be 
asked  to  make  too  much  of  a sacrifice  for 
the  medical  profession  and  patient  care. 

“The  goal  is  not  for  you  to  score  a 
Touchdown,”  he  explained.  “You  get 
I the  ball  down  the  field  as  far  as  you  can 
I go.  Then  we  take  care  of  your  problem 
and  let  someone  else  pick  up  the  ball 
iand  take  it  toward  the  goal  line.” 

! Mr  Young  was  joined  by  Texas  Asst 
Atty  Gen  Mark  Tobey,  head  of  the  an- 
titrust division,  who  urged  physicians 
to  be  careful  in  using  the  new  joint  ne- 
igotiation  process  to  negotiate  contracts 
jWith  managed  care  organizations. 


The  aging  of  the  Texas  population  will  impact  the  demand 
for  health  services,  Steven  H.  Murdock,  PhD,  director  of 
the  Center  for  Demographic  and  Socioeconomic  Re- 
search and  Education  at  Texas  A&M  University,  said  dur- 
ing his  general  session  presentation. 


Mr  Tobey  said  it  is  important  for 
physicians  to  understand  that  there  are 
no  per  se  defenses  to  antitrust  viola- 
tions. Instead,  groups  of  physicians  that 
seek  to  negotiate  together  should  at- 
tempt to  invoke  the  “rule  of  reason”  de- 
fenses, which  force  regulators  to  ask 
what  might  justify  an  antitrust  violation. 

Mr  Tobey  said  there  are  two  alterna- 
tives to  joint  negotiation.  The  first  is  to 
merge  practices  with  fellow  physicians, 
and  the  second  would  be  to  create 
properly  structured  physician  network 
joint  ventures. 

He  warned  that  to  form  an  independ- 
ent practice  association  (IPA)  without 
risk-sharing  where  it  appears  the  group 
only  gets  together  to  negotiate  fees  with 
a managed  care  company  might  make 
the  IPA  a target.  He  also  warned  that 
physicians  who  join  unions  are  not  im- 
mune from  antitrust  prosecution  “just 
because  you  have  the  union  label.” 

Older  Texans 

A leading  Texas  demographer  told 
physicians  attending  the  summit’s  gen- 
eral session  that  the  aging  of  the  Texas 
population  will  greatly  alter  the  services 
that  can  be  provided  for  state  residents. 


The  best  way  to  predict  the  future  is  to  invent  it,  said 
Jim  Butler,  chief  technical  officer  of  Intel's  Internet 
Health  Division.  Intel  studies  show  that  even  though 
physicians  are  not  warming  up  to  the  Internet,  patients 
want  to  communicate  with  their  physicians  electroni- 
cally because  they  forget  what  they’ve  been  told,  they 
want  to  ask  additional  questions  and  compare  notes, 
and  they  want  to  discuss  treatment  options  and  offer 
and  receive  support. 

Steven  H.  Murdock,  PhD,  director  of 
the  Center  for  Demographic  and  Socio- 
economic Research  and  Education  at 
Texas  A&M  University,  said  the  short- 
term effect  of  the  aging  of  baby 
boomers  — persons  born  between 
1947  and  1960  — “is  to  make  us  a mid- 
dle-aged society  by  2011.” 

The  baby  boom  generation  “will 
surely  bankrupt  Social  Security,”  Dr 
Murdock  said,  but  will  have  a more  im- 
mediate effect  as  it  passes  through  the 
maximum  wage-earning  age  range  of  45 
to  54  and  its  wages  start  to  decline. 
While  state  population  growth  continues 
— more  from  natural  increase  through 
births  than  from  immigration  from  other 
states  and  countries  — the  demand  for 
health  care  and  other  services  will  grow. 

“The  federal  budget  won’t  allow  us  to 
treat  [the  baby  boom  generation]  the 
way  we  treated  our  parents,”  Dr  Murdock 
warned,  noting  that  the  aging  of  the 
Texas  population  will  have  implications 
for  younger  Texans  as  well.  If  the  prop- 
erty tax  exemption  for  senior  citizens  is 
continued,  Dr  Murdock  said,  Texas 
school  districts  will  be  foregoing  one  in 
every  five  tax  dollars  by  the  year  2030.  ★ 
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Managed  care  contracts  and  regulations  can  be  a jungle  of  legal  language,  and  physicians 
who  do  not  carefully  pick  their  way  through  the  various  clauses  can  be  in  for  a nasty  sur- 
prise. In  this  monthly  feature  of  Texas  Medicine,  the  TMA  Office  of  General  Counsel  iden- 
tifies some  of  the  contract  clauses  or  regulations  of  which  physicians  should  be  aware. 

According  to  House  Biii  610,  a heaith  maintenance  organization  (HMO)  or  preferred 
provider  organization  (PRO)  must  pay  or  deny  a ciean  ciaim  within  45  days  after  receiving 
it.  it  may  decide  to  audit  the  ciaim,  in  which  case  it  must  pay  85%  of  the  contracted  rate 
within  45  days. This  requirement  to  pay,  deny,  or  audit  appiies  oniy  to  physicians  who  have 
contracts  with  the  HMO  or  PPO. 

TheTexas  Department  of  insurance  (TDi)  recentiy  pubiished  a ruie  defining  a “ciean 
ciaim.”  it  requires  certain  data  fieids  on  the  HCFA  1500  form  to  be  compieted  for  the 
ciaim  to  be  “ciean.’'These  are  referred  to  as  “essentiai  data  eiements.” 

in  addition  to  the  essentiai  and  conditionai  data  eiements,  the  ruie  permits  an  HMO 
or  PPO  to  require  additionai  data  eiements  to  be  fiiied  out  before  a ciaim  wiii  be  con- 
sidered ciean.  The  HMO  or  PPO  must  provide  the  physician  with  proper  notice  before 
imposing  these  additionai  data  eiements. 

The  rule  also  allows  an  HMO  or  PPO  to  require  that  a claim  be  accompanied  by  an 
attachment  before  it  will  be  considered  clean.  As  in  the  case  of  additional  data  ele- 
ments, the  HMO  or  PPO  must  provide  notice  before  requiring  the  attachments. 

Some  problems  may  arise  under  the  proposed  rule.  For  example,  many  patients  will 
not  be  insured  under  more  than  one  health  benefits  plan  or  insurance  policy.  According 
to  the  rule,  if  the  HCFA  1500  form  indicates  the  patient  does  not  have  any  other  insur- 
ance, the  claim  is  not  "clean”  unless  it  is  accompanied  by  a document  signed  by  the  pa- 
tient indicating  that  he  or  she  does  not  have  any  other  health  care  coverage. 

This  documentation  requirement  creates  at  least  two  problems.  First,  requiring  the 
documentation  will  transform  many  electronic  claims  into  paper  claims.  Second,  many 
physicians  may  file  claims  without  knowing  that  they  are  required  to  attach  signed  doc- 
umentation corroborating  the  absence  of  other  insurance. Thus,  many  of  their  electron- 
ically filed  claims  will  not  be  clean  and  need  not  be  paid  or  audited  within  45  days. 

Although  an  HMO  or  PPO  could  waive  the  documentation  requirement,  it  could  take 
the  position  that  the  claim  would  have  to  be  resubmitted  with  the  signed  documentation 
in  order  for  the  plan  to  be  obligated  to  act  under  the  45-day  statutory  deadline. This  re- 
submission will,  at  best,  cause  delays  in  obtaining  payment  and  may  even  contribute  to 
the  physician  failing  to  meet  contractual  filing  deadlines. 

Due  in  part  to  resistance  from  TMA  physicians,  TDI  has  since  issued  a proposed 
amendment  to  the  rule  that  would  not  require  the  supporting  documentation  when  no 
other  health  insurance  coverage  exists.  The  proposed  amendment  states  that  if  the 
HCFA  1500  indicates  the  absence  of  any  other  insurance,  then  a clean  claim  need  not 
be  accompanied  by  supporting  documentation  if  the  physician  has  on  file  a document 
signed  by  the  patient  within  the  past  12  months.  Although  the  submission  of  the  signed 
document  is  not  an  essential  data  element,  a copy  of  the  signed  document  shall  be  pro- 
vided to  the  HMO  or  PPO  upon  request. 
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TMAIT  offers  new  i 

financial  planning  services 


After  listening  to  physicians  de-! 
scribe  what  medical  and  finan-jj 
cial  benefits  they  would  like  to] 
have  through  their  TMA  mem- 
bership, the  Texas  Medical  Asso- 
ciation Insurance  Trust  (TMAIT)  has 
formed  an  affiliated  service  group, 
TMAIT  Financial  Services,  Inc  (TFSI). 

TFSI  offers  TMA  members  a one- 
stop  source  for  a full  range  of  financial; 
and  insurance  services  for  themselves' 
and  their  families  and  for  employee, 
benefit  programs.  The  services  include 
financial  planning,  financial  risk  man- 
agement counseling,  investment  plan- 
ning, and  asset  protection  options,  says 
James  Prescott,  TMAIT  assistant  ad- 
ministrator. All  of  the  services  are  now 
available  at  a low  cost,  and  some  are 
even  free. 

TFSI  services  include: 

Business  Planning 
Buy-sell  funding 
Deferred  compensation 
Split-dollar  insurance 
401k  retirement  plans 

Employee  Benefits 
Health  and  dental  plans 
Long-  and  short-term  disability 
Section  125  plans 
Voluntary  payroll  deduction  plans 

Personal  Planning 
Individual  planning 
Estate  planning 
College  funding 
Disability  protection 

Financial  Services 
Strategic  asset  management 
Mutual  funds 
Annuities 

401k  retirement  plans 

TMAIT  is  offering  a series  of  educa- 
tional seminars  that  address  financia, 
issues  of  current  interest  and  concern 
to  physicians  and  practice  managers.! 
For  more  information  on  TFSI  and  the 
seminar  dates  and  locations,  call 
TMAIT  at  (800)  880-8181.  ★ 
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Project  WATCH  seeks  better 
children’s  physical  health 


While  obesity  and  inactivity 
among  American  children 
skyrocket,  gym  classes  are  be- 
ing canceled.  According  to  an 
August  29  Reuters  News  Ser- 
vice  report,  only  one  quarter  of  US  pub- 
lic schools  require  students  to  take 
'physical  education  classes.  By  adding 
! additional  academic  class  time  to  im- 
prove children’s  academic  perform- 
ance, school  administrators  are 
I canceling  physical  education  classes. 

“Schools  need  to  provide  education 
in  books,  reading,  and  math.  They  also 
have  to  provide  skills  that  an  individual 
is  going  to  need  for  the  rest  of  his  or  her 
life,”  said  TMA  President  Jim  Rohack, 
MD.  “Physical  activity  is  important  to 
have  your  mind  work  at  its  maximum 
efficiency.  Our  school  systems  are  not 
providing  that  opportunity  for  children 
throughout  K-12  to  get  that  needed 
physical  activity  of  30  minutes  a day. 
We  hope  that  our  schools  will  recognize 
chat  a unhealthy  body  is  not  helpful  to 
a bright,  intelligent  mind.” 

Twenty-five  percent  of  all  school-age 
children  are  currently  obese  — a 20% 
increase  over  the  last  10  years.  Chil- 
dren are  not  the  only  ones  paying  the 
price  for  inactivity.  Half  of  all  American 
adults  are  overweight  and  that  number 
is  expected  to  rise  by  25%  in  the  next 
20  years,  Reuters  reported.  Schools  can 
promote  physical  activity  beyond  gym 
iclass  by  encouraging  activity  during  re- 
cess and  by  offering  noncompetitive 
team  sports  to  help  children  get  in- 
volved in  sports. 


I'his  year.  Project  WATCH  is  focus- 
ing on  children  and  physical  activity. 
The  lack  of  physical  activity  among 
children  makes  it  more  likely  they  will 
suffer  heart  disease  in  the  future.  Pro- 
ject WATCH  will  push  for  daily  physical 
activity  for  every  student  in  Texas  pub- 
lic schools. 

WATCH  is  an  acronym  for  Weight, 
Activity,  Tobacco,  Cholesterol,  and 


High  blood  pressure  — the  five  pre- 
ventable risk  factors  for  heart  disease 
and  stroke.  The  project  involves  TMA 
and  the  TMA  Alliance  and  is  funded  by 
the  TMA  Foundation. 

To  receive  educational  and  other  Pro- 
ject WATCH  materials  for  your  office,  call 
(800)  880-1300,  ext  1464,  or  (512)  370- 
1464;  e-mail  watch@texmed.org;  or  visit 
TMA’s  Web  site  at  www.texmed.org.  ★ 


Summaries  of  recent  health  care  findings 


In  Case  You 


Baylor  College  of  Medicine  researchers  say  the  increased  presence  of  the  protein  cave- 
olin-1  in  African  American  men  might  explain  why  they  often  have  a more  aggressive  form 
of  prostate  cancer.  Earlier  studies  by  the  group  demonstrated  a link  between  caveolin-1 
and  the  spread  of  prostate  cancer  to  other  areas  of  the  body.  Clinical  Cancer  Research,  9/00 

In  a study  of  another  protein,  scientists  at  The  University  ofTexas  Southwestern  Med- 
ical Center  say  a second  mitrochondria-derived  activator  of  caspases  (SMAC)  is  the 
“master  regulator"  of  apoptosis  in  mammals  and  is  ultimately  responsible  for  cell 
death. They  believe  their  findings  could  lead  to  the  development  of  drugs  that  eliminate 
cancerous  cells.  Nature,  8/24/00 

Adolescents  or  young  adults  who  suffer  knee  or  hip  injuries  have  an  increased  risk  of 
developing  osteoarthritis  in  their  later  years,  report  researchers  at  Johns  Hopkins  Uni- 
versity School  of  Medicine.  Annals  of  Internal  Medicine,  9/5/00 

Columbia  University  College  of  Physicians  and  Surgeons  and  physicians  from  the 
Comparative  Outcome  and  Clinical  Profiles  InTransplantation  Study  Group  say  a study 
of  889  adult  patients  in  Germany  shows  that  heart  transplants  improved  the  survival 
rates  of  only  the  most  seriously  III  patients.  British  Medical  Journal,  9/2/00 

Drivers  65  and  older  are  at  an  increased  risk  of  being  involved  in  an  automobile  accident  if 
they  have  a history  of  cardiovascular  disease  or  if  they  are  women  with  arthritis,  according 
to  a University  of  Alabama  study  that  shows  a link  between  car  wrecks  and  the  use  of 
NSAIDS,  ACE  inhibitors,  and  anticoagulants.  American  Journal  of  Epidemiology,  9/1/00 

Researchers  at  UCLA  who  studied  patients  with  narcolepsy  say  the  sleep  disorder  may 
be  caused  by  a reduction  in  the  number  of  neurons  containing  hypocretins  — which  are 
important  in  regulating  appetite  and  sleep  — in  the  brain.  Neuron,  9/00 

A 70%  increase  in  the  likelihood  of  patients  with  high  levels  of  lipoprotein(a)  having  a 
heart  attack  has  been  identified  by  an  Oxford  University  study  of  5,200  patients  who  had 
a heart  attack  or  heart  disease.  Circulation,  9/4/00 
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JCet  us  give  you  a hand. 

^^actice  management  can  be  a three-ring  circus.  Utilize  our  expertise  tor  an  extensive 
array  of  practice  management  consulting  services  including:  billing  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 
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jlnternational  health  subject 
iof  San  Antonio  symposium 


Border  health  problems  and  inter- 
national medical  graduates  will 
be  among  the  topics  discussed  at 
the  International  Health  Sympo- 
sium, “Within,  Abroad  and  With- 
out Borders,”  December  9 at  San 
.\ntonio’s  International  Center. 

The  symposium,  organized  by  the  In- 
ternational Health  Committee  of  the 
Bexar  County  Medical  Society,  has  been 


approved  for  8.5  hours  of  continuing 
medical  education  credit  for  physicians 
and  8.5  hours  for  nurses. 

Other  topics  on  the  agenda  include 
legal  issues,  health  problems  in  the 
Caribbean,  medical  exchange  pro- 
grams, public  health  issues,  and  oppor- 
tunities abroad. 

For  more  information,  call  the  Bexar 
County  Medical  Society  at  (210)  301- 
4393  or  M.  Antonieta  Gonzalez,  MD,  at 
(210)  885-3184;  or  send  an  e-mail  to 
mantonietagonzalez(aiusa.net.  ★ 


Advocacy  for  physicians  and  their  patients  is  what  TMA  is  all  about.  It  comes  in  many 
forms,  especially  working  to  ensure  that  physicians  are  fairly  compensated  for  the  services 
they  provide  to  patients,  TMA  in  the  Trenches  highlights  some  of  those  advocacy  efforts. 

TMA  physician  leaders  and  staff  have  met  with  several  insurance  companies  this  year 
as  part  ofTMA's  ongoing  meetings  with  insurance  carriers  to  discuss  problems  identi- 
fied by  physicians  as  part  of  the  Hassle  Factor  Log  program.  In  general,  all  meetings 
were  very  productive  and  many  specific  issues  were  resolved.  In  many  cases,  additional 
payments  to  physicians  resulted. 

Some  of  the  successes  included: 

• Humana  has  assembled  a statewide  Provider  Grievance  Department  and  asked  that 
all  future  Hassle  Factor  Logs  be  forwarded  to  the  department  for  proper  handling. 

• Humana  agreed  to  make  payment  on  any  outstanding  claims  directly  to  the  physician 
and  offset  that  amount  against  the  IPA's  capitated  payment. 

• Humana  Employers  Health  agreed  to  change  its  computer  system  to  make  appropri- 
ate payments  for  trigger  point  injections.  Rather  than  making  payment  for  each  in- 
jection, claims  were  paid  only  at  a quantity  of  one,  a policy  that  was  incorrect  under 
the  CPT  definition. 

• Blue  Cross  and  Blue  Shield  ofTexas  identified  computer  system  errors  within  Claim- 
Check  relating  to  the  bundling  of  septoplasty  procedures  and  agreed  to  correct  them. 

• National  Heritage  Insurance  Company  (Medicaid)  committed  to  contacting  one 
physician  group  practice  directly  and  providing  assistance  in  resolving  consistent 
problems  regarding  erroneous  global  surgery  denials. 

Hassle  Factor  Log  forms  are  available  on  the  TMA  Web  site  at  www.texmed.org/moc 
/pmt/pay/hfl.asp;  by  calling  (800)  880-1300,  ext  1414,  or  (512)  370-1414;  or  by  e-mailing 
rosie.ontiberos@texmed.org. 
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TMA  switchboard 

(800)  880-1300 
Impaired  Physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 

info@texmed.org 

Advertising 

advertising@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 

sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma.library@texmed.org 
TMA  Physician  Services 
physician.services@texmed.org 
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November’s  MedBytes  takes  a look  at  the  useful  newborn  screen- 
ing Web  sites  on  the  Internet.  Look  for  more  information  on  new- 
born screening  in  the  December  issue  of  Texas  Medicine. 

Texas  Department  of  Health  (TDH) 

TDH  has  a newborn  screening  case  management  program  located 
on  its  site  at  www.tdh.state.tx.us/newborn/newborn.htm. 

You’ll  find  a list  of  newborn  screening  tests  performed  in  Texas, 
and  statistics  about  how  many  newborns  have  been  diagnosed 
with  the  tested  diseases  since  1991.  The  site  also  has  commonly 
asked  questions  and  answers  about  the  tests. 

Supplemental  newborn  screening 

Most  states  routinely  perform  newborn  screening  designed  to 
identify  six  common  metabolic  diseases.  Supplemental  newborn 
screening  checks  infants  for  30  other  disorders.  All  are  rare,  but  if 
caught  early,  treatment  can  be  more  successful.  Baylor  University 
Medical  Center,  whose  site  is  located  at  www.baylorhealth 
.com/newbornscreening/,  and  Neo  Gen  Screening,  which  can 
be  found  at  www.neogenscreening.com/,  offer  newborn  testing 
for  all  30-plus  metabolic  disorders  via  a kit  used  by  a physician  to 
collect  a blood  sample,  which  is  then  mailed  back  for  analysis. 

Audiology  services 

Texas  Department  of  Health  has  an  audiology  services  section  on 
its  site  located  at  www.tdh.state.ix.us/audio/audiology.htm, 
which  provides  links  to  information  about  newborn  hearing 
screening,  programs,  brochures  and  forms,  and  outside  links. 
Click  on  “Newborn  Hearing  Screening’’  and  then  "Newborn  Hear- 
ing Information"  forTexas’  new  screening  rules. 

American  Academy  of  Pediatrics  (AAP) 

The  AAP  recently  Issued  a news  release  at  www.aap.org/ 
advocacy/archives/augscreening.htm,  entitled  “Newborn 
Screening  Report  Addresses  Inconsistencies  and  Controversies.” 
The  release  gives  a link  to  the  July  2000  US  National  Screening 
Status  Report,  showing  which  states  screen  for  what  illnesses. 


Newborn  heelstick  screening 
Go  to  www.aap.org/advocacy/medhome/screening%5F 
heelstick.htm  for  Information  on  the  Task  Force  on  Newborn 
Screening.  This  panel  of  experts  addresses  issues  relevant  to 
newborn  screening  and  state  newborn  screening  programs. 

Genetics  and  Public  Health  in  the  21st 
Century 

This  site,  located  at  www.cdc.gov/genetics/publications/ 
21stcentury_3.htm,  gives  a history  on  newborn  screening,  as 
well  as  information  about  quality  assurance  and  specimen  collec- 
tion, and  quality  control  and  performance  evaluation  of  testing. 

Sickle  cell  disease  screening 

Sickle  cell  disease  affects  3 of  every  1,000  African-American  new- 
borns. Affected  children  are  at  increased  risk  for  mortality  and 
morbidity,  especially  in  the  first  3 years  of  life.  Visit 

www.cdc.gov/genetics/publications/sickle.htm  to  find  out 
more  on  this  disease. 

Morbidity  and  Mortality  Weekly  Report 

Another  site  giving  sickle  cell  disease  information  is  located  at 
www.cdc.gov/mmwr/preview/mmwrhtml/mm4932a1.htm.  The 

site  gives  results  of  a study  conducted  to  assess  the  effectiveness 
of  newborn  screening  programs  for  sickle  cell  disease  and  for  re- 
ceipt of  and  compliance  with  early  medical  interventions. 

Texas  Medical  Association 

Juggling  the  demands  of  your  practice? TM A can  help  as  it  pres- 
ents practice  management  information  in  a whole  new  way  — on- 
line. Interested  physicians  and  staff  now  can  receive  a wide 
assortment  of  timely,  hands-on  practice  management  tips  via  a 
monthly  e-mail  newsletter,  TMA  Practice  E-Tips.  Newsletter  topics 
featureTMA  practice  management  expertise  in  coding,  billing,  and 
reimbursement;  human  resources;  customer  service;  office  poli- 
cies and  procedures;  practice  marketing;  and  more.  These  new 
practice  management  resources  furtherTMA’s  mission  to  provide 
up-to-the-minute,  premium  information  to  Texas  physicians.  To 
subscribe  to  this  electronic  newsletter,  visit  the  TMA  Practice  E- 
T/ps  Web  page  at  www.texmed.org/apn/practips/practips.asp. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
if  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  larry.besaw@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Sticks  and  stones 

Harsh  words  may  lead  to  better  physician-business  relationship 

— ~l 

n July  14,  the  Texas  Medical  As- 

I ■ sociation  resigned  its  member- 
I I ship  in  the  Texas  Association  of 
I I Business  & Chambers  of  Com- 
I I merce  (TABCC),  threatening  to 
end  a long-standing  relationship 
physicians  had  enjoyed,  for  the 
most  part,  with  one  of  the  state’s  largest 
employer  and  business  organizations. 

Over  the  previous  6 years,  the  relation- 
ship among  physicians,  TABCC,  and  its 
predecessor  organizations  had  become 
rocky  Major  disputes  among  the  groups 
centered  around  TMA’s  efforts  in  major 
managed  care  reforms  and  patients’ 
rights  versus  employer  groups’  attempts 
to  hold  the  line  on  their  members’  health 
care  costs.  > > 


By  Ken  Ortolon,  Associate  editor 
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The  two  organizations  came  to 
blows  over  a TABCC  political  fundrais- 
ing letter  this  summer  that  impugned 
physicians’  motives  in  the  managed 
care  fight.  The  solicitation  letter 
prompted  an  angry  response  from  TMA 
and  its  withdrawal  from  TABCC. 

But  what  at  first  appeared  to  be  the 
final  break  between  two  old  allies  may 
actually  be  the  beginning  of  new,  im- 
proved relationships  between  the  state’s 
leading  physician  and  employer  groups, 
thanks  to  a quick  apology  from  TABCC 
President  Bill  Hammond.  While  that  im- 
proved relationship  may  be  a long  way 
ft'om  fruition,  leaders  of  both  organiza- 
tions have  expressed  a renewed  interest 
in  trying  to  resolve  their  differences. 

Falling  out  between  friends 

How  two  old  friends  ended  up  at  odds 
is  a long  story.  Physicians  and  business 
have  been  traditional  allies  on  a num- 
ber of  issues,  most  notably  tort  reform. 
Throughout  the  late  1980s  and  early 
1990s,  physicians  and  employers 
worked  closely  on  tort  issues,  culmi- 
nating in  passage  of  a major  tort  re- 
form package  in  1995. 

They  also  cooperated  extensively  in 
efforts  to  oust  pro-trial  lawyer  Judges 
from  the  Texas  Supreme  Court  and  re- 
place them  with  conservative  Justices 
who  would  uphold  the  laws  on  the 
books,  not  legislate  from  the  bench. 

Even  as  late  as  1994,  physicians  and 
employers  cooperated  on  the  national 
level  to  defeat  First  Lady  Hillary  Rod- 
ham Clinton’s  proposal  to  overhaul  the 
US  health  care  system. 

But  relations  started  to  change  in 
1995  when  TMA  backed  the  first  Patient 
Protection  Act  in  the  Texas  Legislature. 
Business  and  employer  groups  sided 
with  the  health  maintenance  organiza- 
tions (HMOs)  against  that  bill  and  con- 
vinced Gov  George  W.  Bush  to  veto  it. 

Physicians  again  passed  major  man- 
aged care  and  patients’  rights  reforms 
in  1997  and  1999.  During  those  ses- 
sions, rhetoric  between  physicians  and 
some  employer  groups,  most  notably 
TABCG,  became  increasingly  caustic. 

Seeking  new  allies 

With  the  statewide  chamber  drawing  a 
line  in  the  sand  on  managed  care  is- 
sues, TMA  turned  to  other  employer 


groups  for  input  on  its  attempts  to  re- 
form managed  care.  In  1997,  TMA  and 
the  Texas  Business  Grotip  on  Health 
(TBGH),  an  association  of  benefits 
managers  for  large  employers,  opened 
a dialogue  on  managed  care  issues  that 
helped  craft  the  HMO  liability  law  en- 
acted by  the  legislature  that  year. 

“As  the  relationship  with  the  cham- 
ber deteriorated  and  the  rhetoric  accel- 
erated, we  decided  that  we  were  going 
to  have  to  find  a more  reliable  source  of 
information  and  policy  expertise  in  the 


employer  community,”  said  Kim  Ross, 
TMA  vice  president  for  public  policy. 
“So  we  reached  out  to  the  Texas  Busi- 
ness Group  on  Health  with  extraordi- 
nary success.” 

Mr  Ross  says  then-TBGH  President 
Ralph  Kimmich,  a Southwest  Airlines 
executive,  and  Austin  health  care  lob- 
byist Marc  Samuels,  who  represented 
TBGH  in  the  1997  legislative  session, 
were  instrumental  in  bringing  the  two 
organizations  together. 

Mr  Kimmich,  through  his  participa- 
tion in  the  Dallas-Fort  Worth  Business 
Group  on  Health,  already  had  a rela- 
tionship with  Dallas-area  physicians. 
Michael  Darrouzet,  executive  officer  of 
the  Dallas  County  Medical  Society,  says 
physicians  and  the  local  business  group 
were  able  to  identify  potential  solutions 
to  health  care  issues  of  mutual  concern. 

Mr  Samuels  also  was  willing  to  help 
facilitate  that  dialogue.  “I  guess  I had  a 
different  political  calculation  than  the 
other  business  and  insurance  lobbyists 
at  the  time,”  he  said.  He  believed  the 
political  climate  had  changed  since 
1995  and  that  TMA’s  managed  care  re- 
forms likely  would  become  law  despite 
employers’  opposition  and  Governor 
Bush’s  previous  veto. 

Houston  oncologist  Joseph  S.  Bailes, 
MD,  chair  of  TMA’s  Council  on  Legisla- 
tion at  the  time,  says  two  key  elements 


made  (he  discussions  with  TBGH  suc- 
cessful. The  first  w;is  personalities. 
“Ralph  Kimmich  and  1 hit  it  off  very 
well,”  he  said.  The  second  was  getting 
the  lobbyists  out  of  the  room  and  let- 
ting physicians  and  employers  hash  out 
the  issues  themselves. 

In  work  sessions  in  which  the  lobby- 
ists voluntarily  excluded  themselves, 
progress  was  made  on  two  aspects  of 
the  HMO  liability  bill  that  benefited 
physicians  and  patients,  as  well  as  em- 
ployers. The  first  was  language  that  ex- 


empted employers  from  liability.  The 
second  was  creation  of  an  independent 
review  process  that  would  slow  down 
potential  lawsuits  but,  at  the  same  time, 
offer  patients  the  opportunity  to  get  the 
care  they  needed  in  a timely  manner. 

No  good  deed  ... 

while  physicians  were  pleased  with  the 
cooperation  between  TMA  and  TBGH 
in  the  1997  legislative  session,  other 
employer  groups  were  not. 

“It  would  be  fair  to  say  that  Ralph 
Kimmich  took  a lot  of  heat  for  his  posi- 
tion within  the  Business  Group  on 
Health  as  being  too  moderate,  too  will- 
ing to  work  with  physicians,”  Mr  Dar- 
rouzet said.  “Subsequent  presidents 
have  taken  a little  harder  line.” 

Meanwhile,  relationships  continued  to 
deteriorate.  TABCC  again  sided  with  the 
for-profit  HMOs  in  1999  when  TMA 
pushed  through  the  physician  negotiation 
bill.  That  led  directly  to  the  solicitation 
letter  that  proved  to  be  the  final  straw. 

In  June,  TABCC  sent  the  letter  to 
members  of  its  Health  Partners  Task 


All  articles  in  Texas  Medicine  that  mention  Texas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  "legislative  advertising,”  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 
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and  policy  expertise  in  the  employer  community.” 
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Force,  seeking  contributions  to  fund  its 
legislative  lobbying  activities  in  2001. 
Health  Partners  is  a group  dominated  by 
for-profit  managed  care  organizations. 

The  letter  accused  physicians  of  at- 
tempting to  create  “doc  cartels”  through 
the  physician  negotiation  legislation. 

“You  can  rest  assured  the  docs  will 
be  back  next  session  in  an  effort  to 
make  the  law  more  amenable  to  their 
pocketbooks,”  Mr  Hammond  wrote  in 
the  solicitation  letter. 


That  letter  prompted  TMA’s  immedi- 
ate withdrawal  from  TABCC.  In  a July 
14  letter  signed  by  TMA  President  Jim 
Rohack,  MD,  of  Temple,  and  TMA  Ex- 
ecutive Vice  President  Louis  J.  Good- 
man, PhD,  TMA  accused  the  employer 
group  of  “antagonistic  and  pejorative” 
rhetoric  against  physicians. 

“While  we  respect  the  right  of  your  or- 
ganization to  advocate  on  behalf  of  your 
members,  it  makes  no  sense  for  TMA  to 
contribute  to  an  effort  that  continues  to 
impugn  the  motives  of  the  medical  pro- 
fession and  assert  adversarial  positions 
without  the  advice  or  opinions  of  its 
physicians  members,”  the  letter  stated. 

Dr  Rohack  and  Dr  Goodman  con- 
cluded, “It  is  an  unfortunate,  missed 
opportunity  that  one  of  the  forums  for 
employer  health  care  concerns  is  con- 
ducted in  such  a malevolent  and 
parochial  manner.” 

Not  only  did  TMA  react,  but  also  did  a 
number  of  local  chambers  of  commerce, 
which  typically  enjoy  a much  friendlier 
relationship  with  their  local  physicians 
than  has  the  statewide  organization. 

In  an  August  16  letter  to  Mr  Ham- 
mond, the  Abilene  Chamber  of  Com- 
merce demanded  that  none  of  its 
membership  funds  be  used  to  support 
the  Health  Partners  Task  Force. 

“The  membership  of  the  Abilene 
Chamber  of  Commerce  includes  numer- 
ous physicians  and  health  care  profes- 
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sionals,  who  are  valuable  members  of 
our  community  and  contributors  to  our 
local  economy  and  civic  improvements,” 
wrote  Royce  Money,  PhD,  board  chair 
for  the  Abilene  chamber  and  president 
of  Abilene  Christian  University.  “They 
work  in  a highly  regulated  and  stressful 
profession  within  an  increasingly  com- 
plex health  care  delivery  system.  We 
cannot  condone  the  rhetoric  that  the 
Health  Partners  Task  Force  uses  with  re- 
gard to  these  individuals.” 


Mending  the  fence 

Under  pressure  from  local  chambers, 
Mr  Hammond  issued  an  apology  to 
TMA,  took  full  responsibility  for  what 
he  called  an  “inappropriate”  character- 
ization of  physicians,  and  thanked  Drs 
Rohack  and  Goodman  “for  bringing  my 
error  to  light.” 

“Stating  that  doctors  ‘will  be  back 
next  session  to  make  the  law  more 
amenable  to  their  pocketbooks’  is  an 
inflammatory  statement  to  all  physi- 
cians of  this  state  who  have  dedicated 
their  lives  to  improving  the  quality  of 
our  lives,”  he  wrote. 

“The  affiliation  between  TABCC  and 
TMA  goes  back  more  than  a decade, 
and  together  we  have  worked  to  suc- 
cessfully shepherd  through  the  legisla- 
tive process  issues  of  vital  importance 
to  business,  physicians,  and  all  Tex- 
ans,” Mr  Hammond  wrote  in  an  August 
30  letter  to  Dr  Rohack.  “It  has  long 
been  our  hope  that  we  can  enter  into 
an  open  dialogue  on  our  goals  of  af- 
fordable, accessible,  and  quality  health 
care  for  all  Texans.” 

Mr  Hammond  also  offered  TMA  free 
membership  in  TABCC  for  2001  and 
asked  to  meet  with  key  TMA  staff  and 
physician  leaders.  There  has  been  one 
meeting  at  the  staff  level. 

TMA’s  Board  of  Trustees  is  mulling 
TABCC’s  membership  offer,  but  Dr  Ro- 
hack says  a new  dialogue  with  TABCC 
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will  go  forward.  “It  isn’t  the  money  of  the 
membership  that’s  the  issue,”  he  said. 
“Accepting  a free  membership  without 
discussing  what  created  the  problem  and 
making  sure  we  have  resolution  doesn’t 
make  sense.  Within  the  next  few  weeks 
there  will  be  an  attempt  to  sit  down  with 
their  leadership  to  talk  about  our  differ- 
ences and  how  we  can  work  together.” 

Mr  Hammond  also  sees  a new  oppor- 
tunity for  discussion.  “I  think  this  gives 
us  the  opportunity  to  explore  much  more 
carefully  and  in  a much  more  disciplined 
manner  opportunities  for  agreement  on 
managed  care  issues,”  he  said.  “This 
wasn’t  pleasant,  but  the  fact  of  the  mat- 
ter is  I think  our  relationship  is  enhanced 
and  now  we  have  a clean  slate  and  an 
opportunity  to  move  ahead.” 

Where  to  now? 

The  77th  Texas  Legislature,  which  con- 
venes in  January  2001,  will  present  a 
number  of  issues  that  likely  will  chal- 
lenge the  physician-employer  relation- 
ship and  provide  opportunities  for 
cooperation.  Among  high-profile  issues 
confronting  the  next  legislature  will  be 
patient  safety,  physician  profiling, 
workers’  compensation,  prescription 
drug  coverage,  health  care  fraud,  med- 
ical privacy,  mandated  benefits,  and 
coverage  for  the  uninsured. 

Dr  Rohack  says  that  opportunities 
should  arise  for  physicians  and  employ- 
ers to  work  together  on  the  uninsured 
and  mandates.  Both  impact  the  cost  of 
care  and  should  be  of  mutual  concern. 

Mr  Hammond  also  points  to  work- 
ers’ compensation  as  an  issue  for  which 
cooperation  may  be  possible.  TABCC 
plans  to  focus  on  removing  health  care 
professionals,  particularly  chiroprac- 
tors, that  the  group  feels  are  abusing 
the  system  and  driving  up  costs. 

“There’s  something  called  the  pre- 
ferred doctor  list  for  workers’  compen- 
sation, and  we’d  like  to  see  those  who 
are  abusing  the  system  removed  from 
it,”  he  said.  “That  would  benefit  all 
providers  whether  they  are  chiroprac- 
tors or  physicians.” 

TMA  also  is  examining  that  issue. 
During  its  meeting  in  September,  the 
TMA  House  of  Delegates  considered  a 
resolution  directing  TMA  to  support 
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.imending  the  Texas  Workers’  Compensa- 
tion Act  to  mandate  that  all  treating  doc- 
tors be  licensed  doctors  of  medicine  or 
osteopathy.  It  was  referred  to  the  Council 
on  Legislation.  The  resolution  stemmed 
from  a growing  concern  among  physi- 
cians about  the  quality  of  care  provided 
under  workers’  compensation. 

Controlling  health  care  costs,  how- 
ever, may  present  a challenge.  “Our  so- 
called  health  care  system  is  rapidly 
deteriorating,”  Mr  Ross  said.  “It  is  frag- 
mented, inefficient,  and  probably  un- 
der-financed given  the  rising  demand 
for  health  care  services  from  an  aging 
population.  The  legislature  and  eventu- 
ally the  US  Congress  will  have  some 
very  tough  choices  ahead  of  them.  It 
only  makes  sense  that  those  who  pay 
for  and  those  who  provide  health  care 
services  collaborate  on  both  short-  and 
long-term  solutions.  We  need  each 
other  if  we  are  to  find  an  equitable  path 
through  these  dangerous  times.” 

Meanwhile,  there  may  be  additional 
opportunities  to  work  together  on  non- 
health issues.  “Doctors  are  employers, 
and  if  you  look  at  the  entire  range  of  is- 
sues that  we  work  on,  outside  of  health 
insurance,  I think  there  would  be  an 
enormous  amount  of  agreement 
among  your  members  with  our 
agenda,”  Mr  Hammond  said.  “We  need 
to  finish  the  job  on  tort  reform.  We 
would  like  to  see  meaningful  class  ac- 
tion reform.  We  want  third-party  and 
premises  liability  cleaned  up.  Those  are 
several  specific  issues  that  TMA  has 
worked  on  in  the  past  and  I think  we 
could  work  together  on  in  the  future.” 

Dr  Rohack  says  TMA  is  ready  to  focus 
on  common  goals  rather  than  differ- 
ences. “We’re  committed  to  the  citizens 
of  Texas  because  they  are  our  patients,” 
he  said.  “Employers  need  to  have 
healthy  citizens,  not  only  to  be  employ- 
ees but  also  to  be  consumers  of  their 
products.  We  look  forward  to  working 
with  their  leadership  on  this  common 
goal  so  they  as  employers  can  have  a 
healthy  workforce  and  we  as  physicians 
can  provide  the  best  care  possible.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken.ortolon@texmed.org. 
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Find  your  strength  in 

The  TMA  2000-2001  Physician  Directory 
and  Resource  Guide  gives  you  access 
to  29,000  Texas  physicians! 

To  order  your  copy,  call  TMA  at 

(800)  880- 1 300,  ext.  1 3 1 0,  or  (5 1 2)  370- 1310. 


tt 


TtixasMeclical 

Association 


TexCare  Partnership 


Children’s  Health  insurance 
To  Fit  Your  Budget 


(5  1 2)  794-5  1 33  www.texcarepartnership.com 


Good  Medicine  and  Good  Business 


Kids  in  Texas  need  doctors  like  you.  And  so  does 
the  Children’s  Health  Insurance  Program  (CHIP). 


As  you  help  children  in  your  community  stay  healthy, 
you  can  grow  your  medical  practice  by  becoming  part 
of  your  local  network  of  CHIP  providers.  CHIP  is  modeled 
on  commercial  market  insurance.  Join  the  Children’s  Health 
Insurance  Program.  It’s  good  medicine.  And  good  business. 
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If  Texas  legislators  doubted  that  Medic- 
aid would  be  a controversial  and  heated 
issue  during  the  2001  session  of  the  leg- 
islature, Senior  US  District  Judge 

William  Wayne  Jtistice  sent  a wake-up 
call  on  August  14  when  he  held  that  the 
state  was  not  living  up  to  its  1996  settle- 
ment of  a lawsuit  brought  to  improve 
Medicaid  health  care  programs  for  indi- 
gent children. 

The  Austin-based  Judge  pulled  no 
I punches  in  his  evaluation  of  how  poorly 
the  state  had  handled  Texas  Health 

Steps,  its  version  of  Medicaid’s  Early  Pe- 
riodic Screening,  Diagnosis  and  Treat- 
ment (EPSDT)  program  that  serves  the 
1.5  million  indigent  children  in  Texas. 
While  lambasting  the  state  for  its  failure 
to  publicize  the  scope  of  available  med- 
ical and  dental  services,  Judge  Justice 

reserved  some  criticism  for  Medicaid 

managed  care  organizations. 

He  found  that  data  on  checkups  com- 
piled by  Medicaid  health  maintenance 
organizations  (HMOs)  were  “inflated 
and  inaccurate”  and  that  the  checkups 
themselves  were  “grossly  inadequate  and 
incomplete.”  He  also  suggested  that 
managed  care  organizations’  use  of  “pri- 
mary care  providers”  to  act  as  gatekeep- 
ers for  health  care  had  become  a barrier 
to  timely  care. 

Judge  Justice  also  found  that  man- 
aged care  problems  led  many  Medicaid 
enrollees  to  seek  health  care  at  hospital 
emergency  rooms  rather  than  through 
their  primary  care  physicians.  And  he 
said  managed  care’s  cumbersome  refer- 
ral processes  were  impeding  patient  ac- 
cess to  specialists,  including  pediatric 
care  and  mental  health  services.  (See 
“The  Judge  Speaks,”  p 40-41.) 

Texas  Health  and  Human  Services 
Commissioner  Don  A.  Gilbert  says  that 
Judge  Justice’s  criticism  is  misplaced,  par- 
ticularly when  the  judge  suggested  that 
checkup  figures  were  overstated.  Calling 
the  judge’s  finding  “perplexing,”  Mr 
Gilbert  noted  that  the  Health  Care  Einanc- 
mg  Administration  determines  what  infor- 
mation is  reported  and  how  it  is  reported. 

Although  Texas  Atty  Gen  John  Cornyn 
announced  within  days  that  the  ruling 
would  be  appealed,  the  opinion  added 
more  fuel  to  what  is  likely  to  be  a hot 
'egislative  debate  in  the  2001  session 
over  the  future  direction  of  the  state’s 
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Medicaid  managed 
care  leaves  physicians, 
patients,  and 
tegistators  fnistrated 
By  Walt  Borges, 
Associate  editor 


$1  1 billion-a-ycar  Medicaid  program  and 
the  managed  care  component  that  has 
been  used  in  the  itrban  areas  of  I’exas. 

Texas  physicians  have  a long-standitig 
cottcern  with  the  use  of  tnatiagcd  care  to 
administer  the  Medicaid  program. 

“Our  primary  goal  is  to  stabilize  and 
promote  the  fragile  Medicaid  provider 
base  to  ensure  adequate  access  to  care 
for  all  recipients,”  said  Paul  B.  Handel, 
MD,  Houston,  chair  of  Texas  Medical  As- 
sociation’s Council  on  Socioeconomics. 
“The  legislature  needs  to  raise  reim- 
bursement rates  and  reduce  administra- 
tive complexities  for  physicians  and 
patients.”  (A  full  report  on  Medicaid  and 
Medicaid  managed  care  problems  was 
presented  to  the  TMA  House  of  Dele- 
gates in  September  by  Dr  Handel.  The 
report  is  available  online  at  www.texmed 
.org/moc/ata/hod_sept2000actscon/ 
socioeconomics/cserpt3_medicaidmedic 
aid. asp.) 

Because  of  low  payment  rates  and  high 
administrative  burdens,  Texas  physicians 
are  losing  patience  with  Medicaid  man- 
aged care.  In  an  August  letter  to  the  Texas 
House  Committee  on  Public  Health, 
Robert  W.  Sloane,  Jr,  MD,  of  Fort  Worth, 
chair  of  the  TMA  Council  on  Legislation, 
informed  committee  Chair  Patricia  Gray 
(D-Galveston)  of  “the  increasing  level  of 
physician  frustration,  dissatisfaction,  and 
in  some  cases,  hostility,  toward  the  Med- 
icaid/Medicaid managed  care  program.” 

Unlike  previous  letters,  which  had  fo- 
cused solely  on  reform  measures.  Dr 
Sloane  told  Representative  Gray  that  de- 
spite legislative  and  regulatory  efforts  to 
streamline  the  program,  “many  physi- 
cians feel  that  the  program  is  untenable. 

“Years  of  administrative  red  tape  and 
low  reimbursement  combined  with  the 
perceived  erosion  in  quality  of  services 
has  conspired  to  create  physician  disillu- 
sionment with  Medicaid  overall,”  Dr 
Sloane  continued.  “Physicians  no  longer 
ask  that  Medicaid  managed  care  be  fixed. 
Rather,  they  ask  that  it  be  repealed.” 

While  noting  that  TMA  is  not  advo- 
cating this  position.  Dr  Sloane  encour- 
aged Representative  Gray  and  her  fellow 
legislators  to  consider  changing  the  cur- 
rent managed  care  system  and  develop- 
ing a different  model  as  an  alternative. 
(See  “What  TMA  Recommends  and 
Why,”  p 36.) 
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The  Lone  Star  State  of  Medicaid 

The  managed  care  system  was  adopted  by  the  Texas  Legisla- 
ture in  1995  in  an  attempt  to  increase  health  care  access  for 
the  state’s  poor  and  low-income  residents,  to  expand  the 
available  services,  and  to  save  taxpayer  money. 

But  after  initial  rollouts  of  Medicaid  managed  care  in  Dal- 
las, Houston,  San  Antonio,  and  other  urban  centers  and  sur- 
rounding areas,  problems  quickly  became  apparent.  Those 
problems  included  enrollment  difficulties,  inappropriate  as- 
signments of  patients  to  primary  care  physicians,  and  diffi- 
culties in  covering  and  paying  claims  for  treatment  of 
newborn  infants. 

In  1999,  the  legislature  adopted  a moratorium  on  man- 
aged care  operations  in  new  areas  of  the  state,  a freeze  that 
remains  in  effect  until  the  close  of  the  77th  Legislature  at  the 
end  of  May  2001. 

Senator  Jane  Nelson  (R-Flower  Mound),  chair  of  the  Sen- 
ate Health  Services  Committee,  says  Medicaid  managed  care 
should  be  rolled  out  in  other  parts  of  the  state  only  if  sub- 
stantial changes  are  made.  Since  1999,  her  committee  has 
“found  a general  sense  that  Medicaid  managed  care  may  be 
helpful  in  reining  in  costs  to  the  state,  but  there  are  real  con- 
cerns, starting  with  the  issues  being  encountered  by  patients 
and  physicians.” 

Senator  Nelson  says  her  committee  recognizes  the  need  to 
address  many  physician  complaints,  including  payment  de- 
lays and  administrative  burdens.  Senator  Nelson  says  legis- 
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WhatTMA  recommends  and 


In  an  August  1,  2000,  letter  to  House  Public  Health  Committee 
Chair  Patricia  Gray  (D-Galveston),  theTMA  Council  on  Legisla- 
tion laid  out  its  recommendations  for  fixing  Medicaid  managed 
care. The  following  is  a summary  of  recommendations  in  the  letter 
signed  by  Council  Chair  Robert  W.  Sloane,  Jr,  MD. 


Recommendation;  Increase  professional  and  outpatient  hospital 
rates  by  10%,  with  the  full  fee  increase  going  to  physicians  rather 
than  being  siphoned  off  in  administrative  costs  by  managed  care 
administration.  Children's  Health  Insurance  Program  physicians 
should  receive  similar  increases. 

Reason:  “Medicaid  remains  inarguably  the  lowest  of  allTexas  pay- 
ers, averaging  50%  less  than  commercial  plans  and  40%  to  70% 
less  than  Medicare,”  the  council  reported  in  September.  If  rates 
are  not  increased,  Texas  physicians  will  be  reluctant  to  take  new 
patients  or  to  carry  substantial  numbers  of  Medicaid  patients  be- 
cause of  the  draining  effect  on  their  practices. 


Recommendation:  To  ensure  that  patients  have  a medical  home, 
to  ensure  continuous  treatment  for  existing  health  problems,  and 
to  promote  prevention  and  intervention  for  chronic  conditions  and 
diseases,  the  state  should  allow  12  months  of  continuous  enroll- 
ment in  the  program. 


lators  are  looking  to  the  Health  and  Human  Services  Com- 
mission (HHSC)  interim  report  to  evaluate  Medicaid  costs 
and  its  quality  of  service. 

No  one  knows  how  much  the  state  stands  to  save,  because 
the  HHSC  interim  report  and  legislative  interim  reports  ad- 
dressing other  Medicaid  problems  were  still  in  the  works  or 
had  not  been  made  public  at  press  time.  The  HHSC  interim^ 
study  was  originally  set  for  release  on  September  1,  but  was 
pulled  back  and  reset  for  release  in  late  September.  The  Sen- 
ate committee  report  that  Senator  Nelson  worked  on  was 
awaiting  the  review  of  Lt  Gov  Rick  Perry  and  may  have  beenii 
released  as  late  as  November  1. 

Representative  Garnet  Coleman  (D -Houston),  vice  chair 
of  the  House  Public  Health  Committee,  says  that  savingi 
money  is  not  the  only  goal  of  the  legislature.  “I  don’t  think 
we  will  abolish  managed  care  for  Medicaid,  but  we  will  try 
to  move  it  from  purely  managed  cost  toward  the  promise  of 
managed  care,”  he  said. 

Despite  a lack  of  hard  figures  on  costs  and  savings,  Texas! 
Medicaid  can  be  profiled  from  existing  figures: 

• Susan  Zinn,  JD,  the  lead  attorney  in  the  class  action  suit.i 
Frew  et  al  v Gilbert  et  al,  that  prompted  Judge  Justice’s  rul-! 
ing,  says  the  most  recent  estimates  are  that  1.7  million! 
Texas  children  are  eligible  for  Medicaid.  That’s  one  oi; 
every  four  Texans  under  age  21,  Ms  Zinn  says. 

• Texas  HHSC  placed  annual  Medicaid  spending  in  Texas  atj 


why 


Reason:  Currently,  Medicaid  patients  cycle  on  and  off  the  program,  ;l 
usually  within  6 months,  which  does  not  promote  preventive  care  j' 
and  quality  treatment  of  existing  illnesses  and  chronic  conditions. 

1 

Recommendation:  Require  Medicaid  health  plans  to  eliminate  i 
preauthorization  for  routine  services  and  develop  standardized  ; 
forms  for  expensive  or  unusual  services;  and  require  the  state  to  [ 
develop  common  credentialing  and  referral  forms  for  participating  j- 
medical  plans. 

Reason:  Ease  the  administrative  burdens  on  physicians.  i 

Recommendation:  Establish  a centralized  state-run  claims-pro-  I 
cessing  clearinghouse  with  electronic  claims-processing  capabil- 
ities for  use  by  both  Medicaid  managed  care  and  traditional  i 
Medicaid  programs. 

Reason:  Physicians  currently  submit  claims  to  numerous  locations.  , 
Only  one  Medicaid  health  maintenance  organization  (HMO)  rou- 
tinely uses  electronic  claims  payment.  A centralized,  electronic 
claims  payment  system  would  simplify  and  expedite  claims  payment. 
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$11  billion  for  1999.  The  Medicaid  expenditures  were  jointly 
funded  by  state  and  federal  taxpayers,  with  the  state  con- 
tributing 38%  and  the  federal  government  contributing  62% 
of  the  expenditures.  The  state’s  Medicaid  contractor,  Na- 
tional Heritage  Insurance  Company  (NHIC),  said  1997  Med- 
icaid expenditures  comprised  about  18%  of  the  state  budget. 

• A recent  study  by  the  Texas  State  Comptroller’s  Office  us- 
ing 1998  figures  estimated  that  Medicaid  expenditures  ac- 
counted for  about  one  in  every  eight  dollars  spent  by 
Texans  on  health  care. 

• For  the  average  Texas  physician,  Medicaid  accounts  for 
14%  of  annual  revenue,  according  to  TMA’s  2000  Survey 
of  Texas  Physicians. 

• TMA  physician  surveys  in  1998  and  2000  show  that  more 
than  30%  of  Texas  physicians  do  not  accept  new  Medicaid 
patients  or  limit  the  number  of  Medicaid  patients  they  see 
in  their  practice. 

Crisis  undermines  a traditional  commitment 

Jesse  Moss,  Jr,  MD,  a San  Antonio  physician  who  heads  the 
Lone  Star  Medical  Association  (LSMA)  representing  more 
than  500  African  American  Texas  physicians,  wrote  to  Repre- 
sentative Gray  decrying  the  economic  impact  of  managed 
care  on  African  American  physicians  who  traditionally  serve 
Medicaid  recipients  in  their  communities. 

In  his  letter  of  August  1,  Dr  Moss  noted  that  African  Amer- 
ican physicians  have  been  a crucial  element  in  delivering 


high-quality  local  health  services  to  low-income  and  indigent 
patients. 

Dr  Moss  said  that  his  association  did  not  object  to  Medic- 
aid managed  care  in  1995  because  the  members  believed 
managed  care  “could  improve  minority  Medicaid  patients’ 
access  to  care  and  health  status  while  also  addressing  the 
state’s  Medicaid  concerns. 

“Unfortunately,”  Dr  Moss  continued,  “our  expectation  of 
Medicaid  managed  care  has  not  matched  reality.” 

He  said  a recent  member  survey  shocked  LSMA  leaders 
because  of  the  extent  of  physician  frustration  and  hostility 
with  the  new  system. 

Noting  that  Medicaid  is  the  primary  health  insurer  in 
many  African  American  communities,  Dr  Moss  wrote  that 
72%  of  his  members  disagreed  that  Medicaid  managed  care 
improved  patient  access,  that  54%  disagreed  that  it  improved 
the  quality  of  health  care,  and  that  80%  of  the  responding 
doctors  found  the  program  increases  their  paperwork  burden 
and  related  administrative  costs. 

Dr  Moss  told  Representative  Gray  that  it  was  becoming  in- 
creasingly difficult  for  LSMA  members  to  participate  in  Med- 
icaid managed  care  programs. 

“A  widespread  exodus  of  African  American  physicians 
from  the  managed  Medicaid  program  will  substantially  erode 
not  only  local  access  to  services  but  also  the  vital  cultural 
connections  that  minority  physicians  provide  in  caring  for 
their  patients,”  he  wrote. 


Recommendation:  Develop  standardized  state  programs  for 
case  management  and  specialty  care,  identifying  best  practices 
among  the  plans  and  replicating  that  model  for  all  plans. 

Reason:  Eliminate  costly  and  time-consuming  differences  in  pro- 
grams and  increase  the  efficiency  by  using  those  that  work. 


competition  because  it  is  administered  by  the  state,  PCCMs  give 
patients  a choice  of  delivery  systems.  For  patients  with  chronic 
conditions,  PCCMs  are  often  less  burdensome  because  they  do 
not  impose  barriers  to  specialty  care. 


Recommendation:  Reduce  the  number  of  Medicaid  HMOs  in 
each  service  area  as  contracts  come  up  for  renewal  to  lower  ad- 
ministrative costs  that  burden  the  state  and  physicians. 

Reason:  Multiple  managed  care  organizations  give  patients  a 
choice,  but  too  many  can  undermine  the  patient  base  needed  to 
provide  economy  of  scale  In  administrative  functions. 


Recommendation:  If  the  rollout  moratorium  is  repealed,  develop 
alternatives  to  the  current  HMO  model. 

Reason:  Fee-for-service  and  managed  care  should  not  be  the  only 
alternatives  to  provide  cost-effective  health  care  for  the  poor.  New 
alternatives  incorporating  the  best  features  of  Medicaid  managed 
care,  such  as  the  medical  home  concept  and  case  and  disease 
management,  can  be  designed. 


Recommendation:  Withdraw  Medicaid  HMOs  from  rural  coun- 
ties as  their  contracts  expire,  and  use  primary  care  case  manage- 
ment (PCCM)  systems  instead. 

Reason:  PCCM  is  less  administratively  burdensome  on  physi- 
cians, a fact  recognized  by  Senior  US  District  Judge  William 
Wayne  Justice  in  his  August  ruling. 

Recommendation:  Continue  PCCMs  in  all  markets  as  an  alter- 
native to  Medicaid  managed  care. 

Reason:  While  health  plans  object  to  the  PCCM  system  as  unfair 


Recommendation:  To  ensure  access  for  low-income  children, 
eliminate  the  assets  test,  simplify  documentation  requirements, 
allow  mail  and  phone-in  applications  instead  of  face-to-face  inter- 
views, and  allow  continuous  enrollment. 

Reason:  No  steps  have  been  taken  to  simplify  the  enrollment  and 
eligibility  process.  Parents  still  must  take  time  off  from  work  to  in- 
terview with  a government  worker,  and  complete  and  submit  com- 
plex paperwork.  Families  can  be  penalized  for  owning  cars  or  other 
assets.  Forty  states  have  eliminated  the  assets  test,  and  another 
38  allow  mail-in  applications. 
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Border  troubles 

Physicians  aren’t  the  only  ones  who  are  growing  impatient 
with  the  problems  of  Medicaid  managed  care.  Some  Texas 
legislators  have  had  enough,  and  managed  care  is  emerging 
as  a prime  target. 

State  Sen  Eliot  Shapleigh  (D-El  Paso)  laid  out  another 
challenge  to  Medicaid  managed  care  in  May.  He  questioned 
the  capitation  rates  for  managed  care  and  the  reimbursement 
rates  of  the  Children’s  Health  Insurance  Program  (CHIP). 

In  a May  5 letter  to  fellow  senators  involved  in  health  care 
committees,  Senator  Shapleigh  noted  that  capitation  and  re- 
imbursement rates  are  based  on  Medicaid  fee-for-service 
rates.  “Within  that  system,”  he  explained,  “historical  costs  for 
each  visit  or  type  of  procedure  are  derived  by  the  utilization 
rates  of  each  area  or  region  of  the  state.  Any  geographic  area 
with  limited  access  to  health  care  facilities  and  providers  will 
produce  low  utilization  rates.” 

He  then  cited  figures  showing  that  El  Paso  physicians  are 
paid  on  the  average  66%  less  than  Houston  physicians  are 
for  Medicaid  patients  and  35%  less  than  Houston  doctors 
when  reimbursed  under  CHIP. 

Senator  Shapleigh  went  on  to  note  that  in  many  border 
areas,  health  care  is  often  provided  by  physicians  in  Mexico. 
“As  a result,  border  historical  costs  translate  into  erroneously 
low  capitation  rates,”  he  wrote.  “This  clearly  demonstrates 
why  a health  care  provider  in  an  area  with  historically  low 
utilization  would  be  reluctant  to  remain  in  the  system.” 

He  also  noted  that  medical  infrastructure  in  the  border 
counties  is  sub-par,  with  30  of  32  counties  designated  as 
medically  underserved  areas.  The  result,  he  pointed  out,  is 
that  “physicians  in  one  part  of  the  state  are  unjustifiably  ex- 
pected to  cover  a greater  burden  of  the  expense  of  caring  for 
patients  than  their  counterparts  in  other  areas. 

“Finally,”  he  continued,  “it  unfairly  transfers  to  the  border 
taxpayers  the  additional  cost  of  poor  access  to  health  care.” 

Impact  on  rural  health 

State  Rep  Bob  Turner  (D-Voss)  says  one  aspect  of  Medicaid 
managed  care  that  needs  to  be  looked  at  is  its  use  in  rural 
communities.  Managed  care  has  far  more  potential  to  lead  to 
the  reduction  of  health  care  in  rural  communities  than  in 
suburban  and  urban  communities,  he  says. 

“I  represent  17  counties,  and  Brownwood  is  the  biggest 
town,”  noted  Representative  Turner.  “Most  of  the  counties 
have  fewer  than  3,000  residents  and  that  means  that  we  are 
very  limited  in  health  care  providers.” 

He  says  most  of  the  Medicaid  HMO  doctors  practice  in 
larger  cities  and  towns,  forcing  Medicaid  patients  in  his  district 
to  travel  to  see  physicians  who  are  in  Medicaid  HMOs.  That  is 
a problem  because  they  must  take  off  work  and  arrange  for 
transportation  to  get  the  health  care  they  need,  he  says. 

“Managed  care  organizations  seem  to  be  in  a world  of 
their  own,”  Representative  Turner  said.  “We  don’t  provide 
enough  of  a lucrative  market  for  them  to  be  interested  in  us. 
They  are  for-profit,  and  when  there’s  no  profit,  their  human- 
itarian instincts  are  lacking.” 


The  legislature’s  sole  physician.  Rep  Kyle  Janek,  MD,  an 
anesthesiologist  who  represents  a Houston  district  in  thet 
Texas  House,  remains  skeptical  about  the  value  of  Medicaid 
managed  care. 

“Texas  farmed  out  its  Medicaid  population  to  for-profit  man- 
aged care  organizations,  but  that  only  partially  solved  the  prob- 
lem” noted  Dr  Janek,  a Republican.  “I  hate  to  compare  health 
care  to  street  repairs,  but  it’s  as  if  we  hired  a company  for  the  city 
and  told  them  to  go  make  the  repairs  that  were  easy.  We  told 
them,  ‘Don’t  worry  about  the  rest,  we’ll  do  the  hard  repairs.’” 

What  that  means  in  real  terms.  Dr  Janek  explains,  is  that 
the  patients  who  won’t  get  coverage  through  managed  carei 
will  go  to  public  county  hospitals,  which  will  increase  thei 
burdens  county  hospital  districts  place  on  taxpayers. 

“I  just  don’t  see  much  sense  in  it,”  said  Dr  Janek.  “In  the 
Medicaid  program,  we’re  sending  public  money  to  a private,! 
for-profit  company.  At  the  same  time,  the  legislature  is  tellingi 
underfunded  public  teaching  hospitals  to  go  beg  for  private! 
money.  That  makes  no  sense.”  ’ 

Dr  Janek  says  the  crux  of  the  problem  is  for  physicians  toi 
be  paid  a decent  rate  for  treatment,  which  will  make  more: 
doctors  more  willing  to  accept  Medicaid  patients,  giving  pa-^ 
tients  a chance  to  find  better  care  than  they  currently  can  get.- 

I 

Plan  perspectives:  solvable  problems  ' 

The  Texas  Association  of  Health  Plans  (TAHP),  the  trade  as-i 
sociation  representing  Medicaid  HMOs,  recently  withdrew  anj 
August  1 recommendation  to  Senator  Nelson  to  continue: 
Medicaid  rollouts.  TAHP  has  decided  not  to  take  a positionj 
on  the  expansion  of  Medicaid  managed  care,  TAHP  InterimI 
Executive  Director  Leah  Rummel  said  September  19. 

Ms  Rummel  noted  in  the  August  1 letter  to  Senator  Nel-i 
son  that  the  Medicaid  HMOs  are  cooperating  with  TMA  and; 


Physician  survey:  most  physicians  > 

continue  all-comers  Medicaid  access 

! 

The  Texas  Medical  Association  2000  Survey  of  Texas  Physicians  found  that  61%  of  I 
the  respondents  still  accept  all  Medicaid  patients  for  treatment.  A greater  percent- 
age of  respondents  in  2000  are  limiting  the  number  of  Medicaid  recipients  in  their 
practices,  compared  with  1998  survey  respondents.  1 


Percent  of  Respondents 


1998  2000 


■ Accept  all  Limit  ■ Accept  none* 

^Includes  physicians  who  have  closed  their  practices  to  all  new  patients 
Source:  TMA  physician  surveys  - 1998  and  2000 


38 


Texas  Medicine  * November  2000 


www.texmed.org 


Cover  Story 


(the  Texas  Hospital  Association  to  draw  up  standard  credcn- 
tialing  and  referral  forms,  and  that  many  administrative 
problems  for  physicians  and  hospitals  had  been  caused  by 
;conflicting  contract  provisions  that  have  since  been  resolved. 

Ms  Rummel  indicated  TAHP  support  for  streamlined  eligi- 
bility requirements,  continuous  12-month  eligibility  for  Med- 
ticaid  recipients,  and  elimination  of  the  assets  test  that  limits 
some  participation  by  low-income  families,  reforms  that 
[TMA  is  also  backing. 

She  said  many  of  the  problems  with  providing  managed 
icare  for  newborns  had  been  resolved.  She  acknowledged  that 
newborns  had  been  lost  in  the  system  for  periods  of  up  to  6 
months  and  physician  payments  had  been  delayed,  but  she 
blamed  those  problems  on  the  complex  state  eligibility  sys- 
tem, which  requires  time-consuming  interviews  and  compli- 
cated paperwork.  By  providing  proxy  identification  numbers 
for  newborns,  Medicaid  HMOs  were  able  to  provide  patient 
services  immediately  and  reduce  reimbursement  time  to  less 
than  30  days,  which  is  the  legal  limit  for  paying  doctors  who 
have  submitted  fully  documented  claims,  Ms  Rummel  wrote. 

One  area  of  likely  contention  between  the  health  plans  and 
TMA  is  over  the  use  of  the  primary  care  case  management 
(PCCM)  system  in  several  of  the  markets  in  which  Medicaid 
HMOs  are  operating.  Ms  Rummel  warned  that  PCCMs,  which 
are  state-administered  programs  that  provide  flexible  case 
management  through  primary  care  physicians,  have  an  edge 
when  competing  with  HMOs  because  they  are  subject  to 
fewer  requirements.  TAHP  will  seek  the  elimination  of  PCCMs 
“in  markets  that  have  HMO  participation,”  wrote  Ms  Rummel, 
arguing  that  “the  cost  effectiveness  of  the  PCCM  has  not  been 
demonstrated,  and  there  is  no  level  of  budget  certainty. 

“The  PCCM  should  only  be  utilized  in  rural  areas  of  Texas 
where  there  is  no  HMO  penetration,”  the  TAHP  letter  indi- 
cated. Ms  Rummel  says  TAHP  also  supports  the  use  of  PCCMs 
in  areas  that  have  no  Medicaid  managed  care  presence. 


An  expensive  proposition: 

Medicaid  HMOs  cost  more 

The  administrative  costs  of  Medicaid  managed  care  are  far  higher  for  health  main- 
tenance organizations  (HMOs)  than  for  primary  care  case  management  (PCCM)  and 
traditional  fee-for-service  systems,  according  to  figures  compiled  by  the  state’s 
Medicaid  contractor,  the  National  Heritage  Insurance  Company. 

18, ^ -T 1 
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1997  Fiscal  Year  1998 


■ Traditional  Medicaid  HMO  ■ PCCM 
Source:  National  Heritage  Insurance  Company 


TMA’s  Council  on  Legislation  takes  another  tack  on  the  issue. 
Recommendations  from  the  council  reach  the  opposite  conclu- 
sion: PCCMs  are  needed  to  keep  Medicaid  HMOs  in  check  and 
to  provide  patients  with  chronic  conditions  alternative  case 
management  that  has  fewer  barriers  to  specialized  care. 

Rolling  out  or  rolling  back? 

The  continuation  of  Medicaid  managed  care  rollouts  will  be 
opposed  by  TMA,  and  the  idea  has  left  some  legislators  and 
critics  of  the  state’s  Medicaid  system  less  than  thrilled. 

Others,  such  as  Lisa  McGiffert,  a health  care  analyst  and 
advocate  for  Consumers  Union’s  southwest  regional  office  in 
Austin,  are  skeptical  about  how  far  managed  care  has  re- 
formed Medicaid. 

“There  were  four  objectives  of  managed  care:  provide  bet- 
ter patient  access,  improve  services,  expand  coverage  to  a 
higher  income  level,  and  save  money,”  Ms  McGiffert  says. 
“Are  more  doctors  available  to  take  patients?  Are  there  more 
visits?  The  evidence  so  far  doesn’t  show  that  those  things 
aren’t  happening,  but  we  don’t  have  any  evidence  that  they 
are  happening.  If  the  Medicaid  system  isn’t  doing  these 
things,  we  need  to  know.” 

Many  Medicaid  recipients  are  satisfied  with  the  managed 
care  they  receive,  says  Ms  McGiffert.  “In  general,  managed  care 
works  pretty  well  for  healthy  people.  People  like  managed  care 
when  it  meets  their  needs,  and  surveys  show  consumer  satis- 
faction among  healthy  consumers.  But  the  key  group  is  high 
users.  The  problems  with  Medicaid  managed  care  are  going  to 
show  up  with  people  with  chronic  health  problems,”  she  said. 

“Are  the  consumers  complacent?  Maybe,  but  we  shouldn’t 
be.  We  all  are  chronic  illnesses  waiting  to  happen,”  Ms 
McGiffert  said. 

Representative  Goleman  said  his  goals  in  the  Medicaid  de- 
bate are  to  “ensure  that  there  are  sufficient  providers  in  the 
system,  that  there  is  ample  payment  to  keep  the  providers  in 
the  system,  although  that’s  not  as  important  to  me  as  making 
sure  that  we  simplify  the  paperwork.  We  need  continuous  eli- 
gibility for  the  children  and  we  need  to  get  rid  of  the  assets  test 
that  keeps  many  people  from  being  enrolled  in  the  program.” 

Asked  whether  the  moratorium  on  rolling  out  Medicaid  man- 
aged care  in  new  areas  of  the  state  will  continue.  Representative 
Coleman  says  legislators  will  have  the  entire  legislative  session 
to  fix  the  system  before  deciding  to  lift  the  moratorium. 

Dr  Janek  says  he  is  waiting  to  review  the  delayed  interim 
reports  on  Medicaid  managed  care,  but  he  says  that  thus  far 
nothing  has  happened  to  make  him  change  his  mind  about 
holding  the  line  to  prevent  future  rollouts. 

“There’s  only  one  way  I would  vote  to  lift  the  moratorium,” 
Dr  Janek  said.  “There  would  have  to  be  a chance  for  more  leg- 
islators to  have  their  phones  ring  off  the  hook  as  their  con- 
stituents call  about  their  managed  care  problems.  Then  we 
might  get  a vote  to  repeal  Medicaid  managed  care.”  ★ 


Walt  Borges  can  be  reached  at  (800)  880-1300,  ext  1385,  or  (512)  370-1385;  or  by  e-mail  at 
walt.borges@texmed.org. 


Tel  800.880.1300 


Volume  96  ★ Number  11 


39 


Cover  Story 


THE  JUDGE  SPEAKS 


Medicaid  managed  care  may  be  one  of  the  more  massive  federal- 
state  programs  in  Texas,  but  Senior  US  District  Judge  William 
Wayne  Justice  shook  the  health  care  program  for  poor  and  low-in- 
comeTexans  to  its  foundation  when  he  hit  it  with  a 1?4-pound  paper 
hammer  in  the  form  of  a 175-page  memorandum  opinion. 

Judge  Justice  ruled  in  Frewet  a!  v Gilbert  eta!  on  August  14  that 
the  state  was  not  living  up  to  its  settlement  agreement  of  1996  that 
forced  the  state  to  provide  adequate  services  to  children  in  the 
Medicaid  program. 

Texas  Atty  Gen  John  Cornyn  announced  his  intention  to  appeal 
the  case  to  the  US  5th  Circuit  Court  of  Appeals.  He  was  expected 
to  ask  the  New  Orleans-based  appeals  court  to  delay  further  pro- 
ceedings in  the  case  until  the  appeal  is  heard. 

In  a statement  issued  on  September  1,  General  Cornyn  said  he 
is  appealing  the  ruling  “because  it  ignores  the  fact  that  Texas  has 
made  significant  strides  in  outreach  to  provide  health  care  to  chil- 
dren in  the  Medicaid  program.  Texas  spends  more  money  on  out- 
reach than  any  other  state  in  the  nation  and  has  doubled  the 
participation  rate  since  1993." 

He  said  Texas  "has  made  remarkable  increases  in  staff  and  fi- 
nancial resources,  and  there  have  been  corresponding  increases  in 
the  use  of  Medicaid  services”  over  the  last  5 years.  No  eligible  client 
who  requested  services  has  failed  to  receive  those  services,  he  said. 

Texas  Health  and  Human  Services  Commissioner  Don  A 
Gilbert  echoes  that  defense,  explaining  that  Judge  Justice  failed 
to  take  into  account  the  tremendous  growth  of  Medicaid  outreach 
programs  aimed  at  the  families  of  children  enrolled  in  Medicaid. 

“We've  shown  dramatic  improvement,”  Commissioner  Gilbert 
said.  “In  1996,  we  had  10  people  in  outreach.  Now  we  have  500.  And 
we  have  spent  $18.6  million  on  outreach,  which  is  more  than  any 
other  state  spends." 

The  commissioner  points  to  participation  rates  of  the  Texas 
Medicare  program,  which  were  66%  for  1999,  compared  with  the  na- 
tional average  of  56%.  Although  only  32%  of  Texas  Medicaid  pro- 
gram children  received  medical  checkups,  that  figure  is  far  better 
than  the  national  average  of  19%,  Commissioner  Gilbert  says. 

The  families  with  Medicaid  children  are  getting  substantial  In- 
formation about  the  program,  the  commissioner  says,  but  many 
families  choose  not  to  take  advantage  of  all  features  of  the  program. 

“At  what  point  should  the  state  override  the  family  when  it  de- 
cides not  to  bring  the  kids  in?"  Commissioner  Gilbert  asked.  “We  are 
very  encouraged  by  the  progress  in  this  program.  We're  not  saying  we 


can't  do  better  because  you  can  always  do  better.  But  we  think  this  is 
a question  of  reasonable  expectations  of  what  the  state  can  do." 

Whatever  the  outcome  of  the  appeals  of  Judge  Justice's  rulings, 
the  judicial  action  had  a twofold  impact.  First,  it  gives  Medicaid  re- 
form efforts  by  theTexas  Legislature  a sense  of  immediacy  that  had 
been  lacking.  Second,  the  ruling  quickly  became  a political  football 
in  the  presidential  race,  with  the  Gore  campaign  spouting  l-told- 
you-so  accusations,  countered  by  a response  from  a spokesperson 
forTexas  Gov  George  W.  Bush,  charging  that  the  memorandum  opin- 
ion was  the  work  of  “this  very  liberal  federal  judge.” 

Rhetoric  aside.  Judge  Justice's  opinion  is  the  latest  develop- 
ment in  a 7-year-old  dispute  that  began  in  1993  when  several  fami- 
lies receiving  Medicaid  care  for  their  children  filed  suit  in  federal 
court,  challenging  the  state's  performance  in  providing  checkups 
and  follow-up  care  for  children. 

In  1994,  the  judge  agreed  to  try  the  case  as  a class  action,  which 
meant  that  any  resolution  would  apply  to  the  1.7  million  children 
now  eligible  for  health  care  under  Medicaid.  According  to  Susan 
Zinn,  JD,  the  lead  attorney  for  the  Medicaid  families,  the  class  of 
plaintiffs  includes  25%  of  Texans  under  age  21. 

The  state  and  the  plaintiffs  negotiated  and  signed  a settlement 
in  1996,  but  the  parties  were  back  in  court  by  1998,  with  the  Medicaid 
recipients  charging  that  the  state  was  not  living  up  to  the  settlement. 

In  his  ruling.  Judge  Justice  found  that  the  state  had  failed  mis- 
erably at  publicizing  the  program  and  the  scope  of  its  benefits. 
Neither  medical  checkups  nor  dental  checkups  were  provided,  the 
transportation  program  was  a failure,  and  toll-free  telephone  num- 
bers failed  to  resolve  problems. 

Some  of  the  choicest  criticisms  were  leveled  in  a 35-page  section 
of  the  opinion  that  focused  on  Medicaid  managed  care  programs. 

In  his  opinion.  Judge  Justice  noted  that  the  Medicaid  families 
had  “emphasized  the  lack  of  fit  between  the  realities  faced  by  the 
EPSDT  [Early  Periodic  Screening,  Diagnosis  andTreatment]  pop- 
ulation and  the  theory  behind  the  managed  care  model.”  The  judge 
wrote,  “The  population's  poverty  makes  it  likely  that  they  will  need 
many  visits,  making  capitated  fee  arrangements  unprofitable  for 
providers.  Also  their  relatively  short  enrollment  period  removes 
providers'  incentives  to  provide  effective  preventive  care  to  keep 
their  patients  healthy  in  the  long  run.” 

But  Judge  Justice  warned  that  his  findings  were  not  attacking 
the  decisions  to  implement  managed  care;  “The  viability  of  man- 
aged care  is  not,  and  should  not  be,  on  trial  in  this  proceeding. 
Whether  or  not  to  continue  the  rapid  expansion  of  managed  care 
is  an  issue  for  the  legislature  alone.” 

Judge  Justice  addressed  four  areas  of  complaints:  managed 
care  organizations  (MCOs)  failed  to  provide  services  to  members, 
treatment  of  the  children  of  migrant  workers  was  inadequate  under 
managed  care,  MCOs  were  deficient  in  training  professionals  em- 
ployed in  the  system,  and  the  state  failed  to  obtain  required  data 
from  the  Medicaid  MCOs. 
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Key  findings  in  Judge  Justice’s  opinion 

Medicaid  managed  care  inflated  the  number  of  medical  checkups 
performed  under  Texas  Health  Steps  (THS)  in  1998  by  including  well- 
child  checkups  in  the  count. 

Well-child  checkups  are  less  comprehensive  than  the  checkups  re- 
quired underTHS,  said  Judge  Justice  in  ruling  that  figures  in  the 
MCOs’  Annual  EPSDT  Participation  Report  were  inaccurate.  He 
also  ruled  that  a second  set  of  studies  by  theTexas  Health  Quality 
Alliance  (THQA),  an  organization  that  conducts  independent  re- 
views of  managed  care  organizations  as  required  by  federal  law, 
found  significantly  inflated  figures  of  the  number  of  checkups  given 
to  children  who  had  been  enrolled  in  Medicaid.  Judge  Justice  noted 
that  the  state  Medicaid  program  entitles  covered  children  to  nine 
THS  checkups  before  they  reach  age  2.THOA  found  that  fewer  than 
43%  of  the  class  members  received  two  preventive  visits  within  the 
first  2 years  of  life  and  that  only  1%  received  three  or  four  visits. 

Commissioner  Gilbert  says  the  judge's  finding  on  overstated 
reporting  of  checkups  is  “perplexing"  because  the  reported  data 
are  set  by  the  federal  Health  Care  Financing  Administration 
(HCFA).  “What  you  have  is  one  federal  judge  who  is  saying  that  he 
doesn’t  think  that  HCFA  data  reporting  is  any  good,"  he  said. 

Ms  Zinn  says,  “The  HCFA  method  overstates  the  data,  and 
that  really  is  national  in  scope.”  The  San  Antonio-based  lawyer 
says  the  judge  based  his  finding  partially  on  THQA’s  inability  to 
confirm  the  numbers  of  checkups  performed  by  Medicaid  MCOs. 

Medicaid  recipients  in  managed  care  receive  fewer  checkups  than 
those  enrolled  In  traditional  fee-for-service  plans. 

The  data  seem  to  support  the  claims  of  the  class  of  plaintiffs  that 
financial  incentives  motivate  physicians  and  other  health  care  pro- 
fessionals to  limit  patient  visits.  Judge  Justice  noted. 

Many  Medicaid  patients  receive  curtailed  examinations  during 
checkups. 

Judge  Justice  noted  that  testimony  showed  that  THS  checkups 
take  no  less  than  12  minutes  to  complete  if  rushed  and  can  take  as 
long  as  1 hour.  But  some  testimony  indicated  that  primary  care 
physicians  under  managed  care  spend  only  9 to  10  minutes  with 
each  patient.  Medicaid  recipients  testified  that  visits  were  often  5 
minutes  or  less  following  a 1-  or  2-hour  wait. 

Texas  Medicaid  recipients  in  managed  care  received  fewer  immu- 
nizations and  lead  poisoning  tests  than  they  should. 

Fewer  than  half  of  the  enrolled  2-year-old  children  were  fully  im- 
munized, according  to  HMO  figures,  and  only  15.5%  of  the  patients 
had  received  one  of  the  two  required  lead  poisoning  tests. 

The  failure  to  provide  full  and  timely  services  suggests  failure  of  the 
medical  home  model  in  which  "primary  care  providers"  (PCPs)  act 
as  gatekeepers. 


Judge  Justice  found  that  “the  PCP  model  is  a barrier  to  the  timely 
receipt  of  care  for  many  class  members.”  He  noted  that  many  Med- 
icaid patients  do  not  know  who  their  PCP  is  or  they  find  that  their 
PCP  has  been  changed  without  their  knowledge.  Some  PCPs  re- 
fuse to  see  their  assigned  patients  and  send  them  elsewhere.  “Clin- 
ics are  notthe  only  places  where  class  members  seek  care  when  the 
doors  to  their  ‘medical  homes'  are  locked,”  Judge  Justice  wrote.  “It 
was  hoped  that  managed  care  would  force  class  members  to  re- 
ceive services  outside  of  emergency  rooms.  However,  class  mem- 
bers enrolled  in  managed  care  often  seek  care  in  the  ER.”The  judge 
went  on  to  note  that  some  PCPs  send  patients  to  clinics  and  emer- 
gency rooms  simply  because  their  offices  are  overcrowded. 

Medicaid  managed  care  impedes  access  to  specialists. 

Outdated  referral  handbooks  that  still  list  physicians  who  are  not  tak- 
ing Medicaid  patients  create  one  barrier,  the  judge  noted,  but  he  also 
recognized  that  the  internal  procedures  of  Medicaid  MCOs  also  could 
be  blamed.  He  referenced  one  example:  a 17-month-old  child  who  was 
treated  17  times  for  recurrent  ear  infections  before  being  assigned  to 
a PCP.  The  new  PCP  treated  the  boy  three  more  times  without  suc- 
cess, then  asked  the  Medicaid  HMO  for  a referral  to  a specialist. The 
PCP’s  referral  was  refused  because  the  PCP  did  not  meet  the  re- 
quired threshold  of  6 treatments  in  6 months  prior  to  referral. 

Medicaid  managed  care  impedes  the  receipt  of  needed  pediatric  and 
mental  health  services. 

Refusals  of  pediatricians  to  participate  in  Medicaid  HMOs  have  left 
serious  shortages  of  pediatric  coverage  for  Medicaid  recipients,  the 
judge  found,  noting  study  findings  that  only  53  pediatric  practices 
serviced  the  entire  Medicaid  population  in  the  Dallas  area  in  1999. 
The  judge  cited  testimony  that  blamed  shrinking  mental  health 
services  under  managed  care  on  low  reimbursement  rates. 

Surveys  of  physicians  indicate  dissatisfaction  with  managed  care. 
Judge  Justice  wrote  that  “the  majority  of  providers  currently  be- 
lieve that  [the  state's]  implementation  of  managed  care  has  had 
an  adverse  impact  on  class  members'  access  to  services.” 

Medicaid  MCOs  failed  to  train  and  educate  physicians  about  the  sys- 
tem and  the  services  it  provides  in  order  to  have  doctors  pass  along 
the  information  to  their  patients. 

Judge  Justice  suggested  that  if  physicians  fail  to  understand  pro- 
gram benefits  and  services,  they  will  have  difficulty  coordinating 
appointments  and  scheduling  follow-up  visits. 

Judge  Justice  also  cited  examples  of  Medicaid  recipients  who 
provided  anecdotal  evidence  of  problems  with  obtaining  treatment  for 
their  children. The  examples  are  contained  in  the  full  text  of  the  opin- 
ion, which  can  be  found  online  at  www.txed.uscourts.gov/frci/htm.The 
case  is  listed  by  its  original  name,  Frazar  et  a!  v Ladd  et  at. 
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Parental  notification 

New  law  spares  physicians  but  fractures  Supreme  Court 

The  state’s  parental  notification  law 
seems  to  be  causing  few,  if  any,  le- 
gal problems  for  the  physicians 
who  must  inform  the  parents  of 
minors  that  their  daughter  is  seek- 
ing an  abortion,  but  the  use  of  the 
judicial  bypass  provision  to  waive 
the  notice  has  splintered  the  Texas  Supreme 
Court  over  legal  and  personal  issues. 

The  series  of  seven  opinions  on  parental 
notification  issued  between  February  and 
June  created  deep  rifts  within  the  court, 
and  it’s  anybody’s  guess  whether  the 
clashing  personalities  will  have  implica- 
tions for  other  issues.  > > 
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The  clash  has  centered  on  the  Judi- 
cial bypass  provision  of  the  Parental 
Motification  Act  passed  by  the  legisla- 
ture in  1999.  The  act  requires  physi- 
cians to  give  at  least  48  hours  notice  to 
at  least  one  parent  of  a pregnant 
teenager  under  age  18  before  perform- 
ing a non-emergency  abortion.  A 
guardian  or  court-appointed  conserva- 
tor may  receive  the  notice  in  appropri- 
ate cases. 

Teenagers  who  don’t  want  to  tell 
their  parents  must  seek  judicial  ap- 
proval to  waive  the  notification  re- 
quirement in  confidential  court 
proceedings.  If  they  fail  to  persuade  lo- 
cal judges  to  waive  parental  notifica- 
tion, the  decision  can  be  confidentially 
appealed  to  1 of  14  regional  state  ap- 
peals courts.  Rejection  by  the  regional 
courts  can  be  appealed  to  the  Supreme 
Court  on  an  expedited  basis. 

All  clear  for  physicians 

Thus  far,  TMA  is  unaware  of  any  legal 
action  against  physicians  for  failing  to 
provide  adequate  notification,  says 
Harold  Freeman,  TMA’s  associate  direc- 
tor of  public  affairs.  His  assessment  is 
echoed  by  physicians,  including  Ter- 
rence L.  Moore,  MD,  a family  practi- 
tioner in  Denton  who  served  on  the 
Supreme  Court’s  Special  Subcommittee 
on  Parental  Notification  Rules.  “Over- 
all, we’re  pretty  pleased  with  how  it’s 
gone,”  Dr  Moore  said. 

Marco  Lopez,  MD,  a San  Antonio  gy- 
necologist, says  the  new  law  appears  to 
be  causing  pregnant  minors  to  delay 
: talking  to  their  doctors  about  abortions. 

“The  main  thing  we  are  seeing  is 
' teenagers  coming  in  significantly  further 
along,”  Dr  Lopez  said.  “They  are  hoping 
to  put  off  telling  a parent  or  maybe  hop- 
ing that  they  will  have  a miscarriage.” 

Peggy  Romberg,  executive  director  of 
the  Texas  Family  Planning  Association, 
says  while  there  have  been  no  reports  of 
physicians  being  sued  under  the  new 
law,  there  is  great  concern  over  its  impact 
on  pregnant  teenagers  who  seek  to  use  a 
judicial  bypass  to  avoid  telling  their  par- 
ents about  an  intended  abortion. 

Ms  Romberg  says  any  evaluation  of 
the  legal  aspects  of  parental  notifica- 
tion is  necessarily  anecdotal  because 
the  law  forbids  collecting  and  publish- 
> ing  data  about  specific  trial  courts  in  an 


attempt  to  insulate  the  state’s  elected 
judges  from  the  political  impacts  of 
their  parental  notification  decisions. 

While  it  was  designed  to  prevent 
electoral  retribution,  it  serves  to  shield 
some  judges  from  criticism  of  their  ap- 
pointments of  independent  guardians 
ad  litem  to  help  judges  determine  the 
best  interests  of  the  minor. 

“What  we  have  heard  is  that  the 
functioning  of  the  judicial  bypass  sys- 
tem is  all  over  the  map,”  Ms  Romberg 
said.  “We’re  hearing  that  in  Austin  and 
San  Antonio,  it’s  working  smoothly.  But 
some  of  the  stories  we’re  hearing  from 
Houston  and  Dallas  are  outrageous.” 

She  says  the  most  common  story  re- 
lates to  judges  appointing  biased 
guardians  ad  litem  — adults  who  are 
supposed  to  independently  assess  the 
best  interests  of  a minor.  Some  judges 
are  appointing  guardians  who  reflect 
the  judge’s  personal  religious  or  an- 
tiabortion beliefs,  Ms  Romberg  says,  a 
move  that  reportedly  has  led  to  prosely- 
tizing of  the  minors  seeking  abortions. 

“We  heard  that  one  guardian  told  a 
woman,  T’m  here  to  represent  your  fe- 
tus — not  you.’  That’s  not  what  the  law 
says  a guardian  is  supposed  to  do,”  Ms 
Romberg  noted. 

Another  set  of  anecdotes  involves 
judges  who  waive  the  parental  notifica- 
tion but  order  the  young  woman  to 
have  an  ultrasound  examination  before 
the  abortion. 

“They  think  it  will  convince  the 
woman  not  to  have  the  abortion,”  Ms 
Romberg  explained. 

Seven  opinions 

Bitter  disagreements  among  Supreme 
Court  justices  in  seven  controversial 
decisions  involving  four  young  women 
seeking  judicial  bypass  of  the  parental 
notification  law  have  not  helped  the 
situation  for  pregnant  teenagers,  Ms 
Romberg  says. 

In  the  first  opinion.  In  re  Jane  Doe  1 
(the  opinions  are  numbered  sequentially 
to  differentiate  between  the  anonymous 
“Jane  Doe”  minors),  the  nine  justices 
fragmented  among  four  opinions,  with 
Chief  Justice  Thomas  Phillips  writing 
the  majority  opinion.  It  rejected  a judi- 
cial bypass  for  the  minor  but  sent  the 
case  back  to  the  trial  court  for  reconsid- 
eration. The  justices  said  that  because  it 


was  the  first  time  they  ruled  on  parental 
notification  issites,  the  minor  should 
have  an  opportunity  to  meet  the  stan- 
dards the  high  court  set  out. 

The  court  attempted  to  frame  the  le- 
gal debate  over  judicial  bypass  rules  and 
procedures.  In  the  first  and  last  interpre- 
tation that  achieved  a consensus  on  the 
court.  Chief  Justice  Phillips  held  that  the 
confidentiality  rules  governing  bypass 
requests  did  not  prevent  the  Supreme 
Court  from  publishing  opinions  giving 
the  lower  courts  guidance.  After  that, 
agreement  among  justices  was  on  a 
downhill  slope  trending  to  vertical. 

The  key  issue  in  the  first  bypass 
opinion  was  how  to  define  one  prong 
of  the  legal  test  that  would  allow  a 
pregnant  teenager  to  forego  parental 
notification. 

The  Parental  Notification  Act  allows 
the  notification  requirement  to  be  waived 
in  three  circumstances.  First,  the  minor 
can  demonstrate  that  she  is  “mature  and 
sufficiently  well-informed  to  make  the 
decision  to  have  an  abortion.”  Second, 
she  can  show  that  notification  is  not  in 
her  best  interest.  Third,  she  can  show  that 
notifying  her  parents  could  lead  to  physi- 
cal, sexual,  or  emotional  abuse. 

The  court  majority  decision  in  Jane 
Doe  1 focused  on  what  demonstrates  that 
a pregnant  minor  is  “sufficiently  well-in- 
formed.” The  majority,  led  by  Chief  Jus- 
tice Phillips  and  joined  by  Justices 
Alberto  Gonzales,  Craig  Enoch,  James 
Baker,  Deborah  Hankinson,  and  Harriet 
O’Neill,  held  that  to  show  she  is  well-in- 
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formed,  the  minor  must  obtain  informa- 
tion from  a health  care  professional,  un- 
derstand alternatives  to  abortion,  and 
reflect  awareness  of  the  emotional  and 
psychological  impacts  of  abortion. 

The  justices  also  held  that  being 
well-informed  was  a significant  part  of 
demonstrating  the  necessary  maturity. 
Chief  Justice  Phillips  wrote  that  trial 
Judges  must  document  their  reasons 
for  finding  that  minors  did  not  meet 


the  standards  for  granting  bypasses, 
and  he  warned  that  judges  should  not 
make  blanket  assumptions  that  all  mi- 
nors are  too  immature  to  make  abor- 
tion-related decisions. 

Justice  Priscilla  Owen  agreed  with 
the  court’s  result  but  criticized  the  ma- 
jority for  falling  “short  of  what  the  leg- 
islature had  in  mind”  for  well-informed 
minors.  She  argued  that  the  court  had 
set  the  legal  bar  too  low  to  prevent  mi- 
nors from  having  abortions  without 
parental  consultation. 

“Most  minors  will,  with  the  assis- 
tance of  counsel,  be  able  to  meet  the 
requirements  set  by  the  court,  which 
are  minimal,”  Justice  Owen  wrote. 
“The  plain  language  of  the  [statute] 
and  its  historical  backdrop  require  a 
more  substantive  showing.” 

She  also  suggested  that  a minor 
must  show  that  she  considered  the  im- 
pact of  the  abortion  on  parents  and 
family  members  and  that  her  decision 
impacts  on  future  relationships  with  a 
husband  and  children. 

In  dissenting.  Justices  Nathan  Hecht 
and  Greg  Abbott  framed  a key  issue  for 
the  debate:  the  Parental  Notification  Act 
was  intended  as  much  as  a parental  rights 
bill  to  secure  “a  parent’s  right  to  advise  a 
minor  about  her  pregnancy”  as  it  was  to 
ensure  that  minors  seeking  abortions 
were  well-informed  and  mature. 

“Texas’  Parental  Notification  Act  was 
passed,  as  its  abundant  history  repeat- 


edly emphasizes,  to  encourage  parental 
participation  in  a minor’s  decision  to 
have  an  abortion,  to  discourage  abor- 
tion generally,  and  to  discourage  teen 
pregnancy  with  the  warning  that  an 
abortion  without  parental  involvement 
would  not  be  readily  available,”  Justice 
Hecht  wrote. 

In  forceful  language  that  would  be- 
come his  standard  in  future  parental  no- 
tification decisions,  he  suggested  that 


the  majority’s  low  threshold  for  a by- 
pass indicated  that  the  legislature  “has 
wasted  a lot  of  time  and  energy”  in 
seeking  to  involve  parents.  “Before  the 
statute  a minor  needed  a willing  clinic 
[to  get  an  abortion].”  Justice  Hecht 
wrote,  “Now  she  just  needs  a lawyer, 
whose  fee  will  be  paid  by  the  state.” 

Best  interests  and  abuse 

The  battle  lines  had  been  drawn,  and 
10  days  later  the  court  erupted  in  dis- 
agreement when  it  issued  opinions  in  a 
second  parental  notification  case  on 
March  7.  In  Jane  Doe  2,  the  court  found 
that  a pregnant  teenager  had  failed  to 
show  that  bypassing  parental  notifica- 
tion was  in  her  best  interests.  The  court 
recognized  that  Jane  Doe  2 had  not 
known  about  its  first  decision  and  sent 
the  case  back  to  the  trial  court. 

The  divisive  issue  in  Jane  Doe  2 was 
how  to  determine  the  “best  interest”  of 
the  minor  and  the  scope  of  that  concept. 
Six  justices  agreed  in  a majority  opinion 
by  Justice  Enoch  that  four  factors  deter- 
mined whether  notification  was  in  the 
minor’s  best  interest:  emotional  and 
physical  needs,  emotional  and  physical 
danger,  the  stability  of  her  home  and  the 
possibility  of  lasting  harm  to  her  family, 
and  the  impact  on  the  relationship  be- 
tween the  minor  and  her  parents. 

In  a concurring  opinion.  Justice 
Owen  suggested  the  court  had  missed 
the  point.  It  should  have  considered 


whether  the  abortion,  not  just  the  noti- 
fication, was  in  the  best  interest  of  the 
minor.  Both  were  required  to  grant  the 
bypass.  Justice  Owen  wrote. 

Justice  Hecht  again  dissented,  with 
Justice  Abbott  signing  on.  This  time. 
Justice  Hecht  charged  his  colleagues 
with  an  “assault  on  the  fundamental, 
constitutional  rights  of  parents  and 
families”  and  characterized  the  legal 
requirements  for  bypassing  notification 
as  “ankle  high.” 

Justice  Hecht  also  took  aim  at  the 
majority’s  sympathy  with  Jane  Doe  2’s 
argument  that  she  feared  abuse  be- 
cause her  father  had  once  slapped  her. 

“Any  evidence  that  a parent  ever 
struck  a child  — whether  in  anger  or  in 
discipline,  once  years  ago  or  more  re- 
cently, it  makes  no  difference  — tends 
to  prove  that  the  parent  may  abuse  the 
daughter  if  told  she  wants  an  abor- 
tion,” he  wrote.  “Parents  be  warned:  by 
spanking  your  daughter  at  any  point  in 
her  life,  you  may  surrender  any  right 
you  have  to  know  that  she  will  have  an 
abortion  before  she  is  18.” 

On  March  10,  Justice  Hecht  again 
criticized  his  colleagues.  Jane  Doe  1 
had  come  back  from  reconsideration  by 
the  trial  court,  which  had  once  again 
denied  the  bypass.  But  the  Supreme 
Court,  by  a 6-3  vote,  ordered  that  Jane 
Doe  1 be  permitted  an  abortion  with- 
out telling  her  parents.  The  court  said 
it  would  file  opinions  in  the  case  at  a 
later  time,  to  which  Justice  Hecht  ob- 
jected. He  said  the  court  acted  within 
48  hours  of  the  appeal  without  a re- 
quest for  an  expedited  appeal.  The  dis- 
senting justice  called  the  majority’s 
decision  “hasty  and  ill-considered.” 

Continuing  abuse 

Three  days  later,  the  court  decided  In  re 
Jane  Doe  3,  once  again  denying  a 
waiver  of  notification  but  sending  the 
case  back  to  the  trial  court  for  consid- 
eration in  lieu  of  the  Supreme  Court 
decision. 

Even  the  six-member  majority  in 
Jane  Doe  3 splintered.  The  case  pre- 
sented a new  issue:  should  the  judicial 
b3rpass  be  granted  if  the  young  woman 
believed  that  telling  her  mother  about 
her  plan  to  have  an  abortion  would 
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lead  her  mother  to  tell  an  alcoholic  fa- 
ther who,  in  the  minor’s  opinion, 
would  abuse  her  mother? 

Justice  Gonzales,  joined  by  Chief 
Justice  Phillips,  argued  that  Jane  Doe  3 
failed  to  show  that  the  possibility  of  her 
father  abusing  her  mother  would  lead 
her  to  suffer  serious  emotional  abuse. 
But  Justice  Enoch,  joined  by  three  other 
justices,  answered  that  spousal  abuse  is 
a relevant  consequence  of  notification. 
"Abuse  is  abuse.  It  is  neither  to  be  trifled 
with  nor  its  severity  to  be  second- 
guessed,”  he  wrote. 

Justice  Enoch  responded  to  Justice 
Hecht  and  the  other  critics  of  the  ma- 
jority: “The  legislature  has  balanced 
the  admittedly  strong  societal  interest 
in  having  parents  guide  the  decisions  of 
their  children  with  the  equally  strong 
societal  interest  in  prohibiting  child 
abuse.  It  is  a usurpation  of  that  action 
for  the  court  to  interject  itself  in  the 
process  by  reweighing  these  interests, 
essentially  holding  that  regardless  of 
language  used  in  the  statute,  abuse 
should  be  tolerated  in  the  name  of 
parental  rights  — just  not  too  much.” 

Justices  Abbott,  Owen,  and  Hecht 
added  separate  dissents,  with  Justice 
Hecht  voicing  the  most  severe  criticism 
of  the  majority. 

Chiding  the  majority  of  trying  to 
wrap  themselves  “in  transparent  spousal 
abuse  rhetoric,”  Justice  Hecht  leveled 
another  criticism.  “To  substitute  judicial 
intent  for  legislative  intent,  and 
Supreme  Court  findings  for  fact  find- 
ings, is  judicial  activism,”  he  wrote.  He 
I also  complained  about  the  burdens  im- 
posed on  the  court  by  3 weeks  of  abor- 
tion cases  and  blamed  it  on  his 
adversaries:  “An  ideological  majority  has 
sown  the  wind  and  reaped  the  whirl- 
; wind.” 

j On  March  22,  the  case  of  a fourth 
j pregnant  minor  was  decided.  In  re  Jane 
I Doe  4 resulted  in  another  decision  not 
I to  waive  the  notification,  but  the 
court’s  six-justice  majority  also  sent  the 
case  back  to  the  trial  court  for  further 
consideration. 

Jane  Doe  4 involved  another  abuse  is- 
sue: Jane  Doe’s  sister  had  been  kicked 
when  she  informed  her  parents  she  was 
pregnant. 
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Writing  for  the  majority,  Chief  Jus- 
tice Phillips  said  there  was  not  clear  ev- 
idence from  the  testimony  of  Jane  Doe 
4 that  she  would  suffer  the  same  fate. 

Justice  Hecht  wrote  one  of  two  dis- 1 
sents,  and  he  again  used  strong  lan-i 
guage  to  characterize  the  majority. 

He  said  what  is  meaningful  about 
judicial  review  in  bypass  cases  “is  that 
five  or  six  justices  in  an  Austin  court- : 
house  are  ensuring  that  minors: 
throughout  the  state,  sight  unseen, 
can  obtain  abortions  without  telling  i 
their  parents.”  i 

Justice  Owens  dissented,  joined  byi 
Justice  Abbott,  because  she  did  not, 
think  the  case  warranted  reconsidera- 1 
tion  in  the  lower  courts. 

Jane  Doe  4’s  case  was  back  before 
the  court  3 weeks  later,  and  this  time 
the  majority  turned  her  bypass  request 
down  cold.  In  an  opinion  for  seven  jus- 
tices, Justice  Hankinson  wrote  that  the 
minor  failed  to  demonstrate  that  she 
was  mature  and  well-informed,  or  that  i 
not  telling  her  parents  about  the 
planned  abortion  was  in  her  best  inter- 
ests. Although  the  minor  had  testified 
that  she  feared  being  expelled  from  her 
house.  Justice  Hankinson  said  the  trial 
judge  who  weighed  the  evidence  for 
the  waiver  should  not  be  reversed. 

The  rejection  of  the  waiver  did  not 
stifle  criticism.  Justice  Hecht  wrote  a 
long  concurring  opinion  that  was 
joined  by  Justice  Owen.  While  agreeing 
with  the  ruling  of  the  court.  Justice 
Hecht  laid  out  his  analysis  in  an  opin- 
ion that  dissected  much  of  Jane  Doe  4’s 
testimony. 

Following  the  second  decision  of  In 
re  Jane  Doe  4,  the  lack  of  cases  ap- 
peared to  drop  court  antipathy  away 
from  the  boiling  point.  But  the  divi- 
sions reemerged  June  22  when  the 
court  released  its  delayed  opinions  sup- 
porting the  March  order  in  Jane  Doe  1 . 

Erupting  passions 

In  the  June  22  opinions,  there  was  no 
pretense  of  judicial  collegiality;  the 
gloves  were  off  and  the  jabs  were  re- 
placed by  full  roundhouse  punches. 

The  court  squared  off  in  the  same  6- 
3 split,  with  Justice  O’Neill  writing  for 
a majority  consisting  of  Chief  Justice 
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i Phillips  and  Justices  Enoch,  Baker, 
iHankinson,  and  Gonzales.  .Justices 
(Gonzales  and  Enoch  added  concurring 
I opinions,  and  three  dissents  were  sepa- 
Irately  filed  by  Justices  Abbott,  Owen, 
?and  Hecht. 

But  it  wasn’t  just  the  court  that  took 
i shots  in  the  June  22  opinions.  A friend- 
(of-the-court  brief  filed  by  54  legisla- 
I tors,  including  both  the  House  and 
Senate  sponsors  of  the  Parental  Notifi- 
A’ation  Act,  urged  more  restrictive  inter- 
I pretations  of  the  law  in  line  with  their 
intent  to  discourage  abortion  without 
parental  input. 

Justice  O’Neill  explained  that  the 
■court’s  role  was  to  set  aside  personal 
views  to  “apply  the  legislature’s  will  as 
•'  it  has  been  expressed  in  the  statute. 

! “Our  task  is  to  determine  how  the 
degislature  intended  that  process  to 
'work,”  she  wrote. 

I In  his  dissent,  Justice  Abbott  be- 
= moaned  the  majority’s  “hand-wringing” 
Jand  suggested  that  the  legislators  had 
1 defined  legislative  intent  for  the  court. 
iBut  Justice  O’Neill  pointed  out  there 
iwas  ample  testimony  from  other  legis- 
jlators  during  committee  and  floor  de- 
1 bates  on  the  Parental  Notification  Act  to 
suggest  that  many  of  the  181  state  leg- 
islators wanted  to  set  a low  legal  bar  to 
I be  cleared  by  minors  seeking  waivers, 
j Justice  O’Neill  also  wrote  that  a mi- 
' nor  seeking  a waiver  must  show  she 
i thoughtfully  considered  her  options,  but 
j trial  judges  should  not  create  a checklist 
( of  options  that  must  be  considered. 

! Recognizing  that  judges  may  bring 
personal  religious  or  political  beliefs 
into  play  in  considering  a bypass  to  no- 
i tification.  Justice  O’Neill  said  the  mi- 
nor’s failure  to  consider  “benefits”  of 
I alternatives  as  the  trial  judge  sees  them 
I does  not  preclude  a finding  of  fact  that 
t she  is  knowledgeable  and  mature. 

1 The  majority  also  answered  Justice 
' Hecht’s  criticism  that  the  court  had 
been  excessive  in  approving  the  bypass 
1 for  Jane  Doe  without  a request  for  an 
I expedited  decision  and  without  an 
I opinion.  Jane  Doe  I’s  petition  had  been 
stamped  “PLEASE  EXPEDITE,”  Justice 
O’Neill  noted,  and  she  listed  five  other 
cases  where  decisions  had  been  handed 
I down  without  opinions. 
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In  his  opinions.  Justice  Hecht  con 
tinned  to  question  his  colleagues’  in 
tentions,  and  once  again  usee 
extensive  analysis  of  Jane  Doe’s  testi 
mony  to  hammer  home  his  points. 

But  on  June  22,  the  court  majorit] 
finally  responded  to  Justice  Hecht,  tap 
ping  a vein  of  criticism  that  had  beet 
simmering  beneath  the  surface  of  colle 
giality.  Both  Justice  Gonzales  and  Jus 
tice  Enoch  wrote  opinions  countering 
Justice  Hecht  and  his  fellow  dissenters 

“To  construe  the  Parental  Notificatioi 
Act  so  narrowly  as  to  eliminate  by 
passes,  or  to  create  hurdles  that  simply 
are  not  to  be  found  in  the  words  of  th( 
statute,  would  be  an  unconscionable  ac 
of  judicial  activism,”  wrote  Justice  Gon 
zales,  flinging  the  activism  charge  lev 
eled  by  Justice  Hecht  back  in  his  face. 

Justice  Enoch  was  more  blunt  it 
questioning  Justice  Hecht’s  practice  o 
laying  out  extensive  personal  fact; 
about  each  minor. 

Suggesting  that  Justice  Hecht  hac 
been  overwhelmed  by  a personal  pas 
sion  that  led  him  to  “only  one  positioi 
— always  deny,”  Justice  Enoch  ’wrote,  “I 
would  appear  that  Justice  Hecht  intend; 
nothing  more  than  to  punish,  as  best  he 
personally  can,  minors  for  seeking  a ju 
dicial  bypass.  Although  the  law  promise; 
confidentiality,  he  promises  notoriety.” 

In  the  aftermath  of  the  exchanges  o: 
June  22,  what  remained  was  a court  bit 
terly  divided  over  a dmsive  social  issue  tc 
the  extent  that  many  high  court  watcher; 
say  cannot  immediately  be  bridged.  Al- 
though the  court  has  been  drifting  intc 
factions  composed  of  the  newer  justice; 
and  the  old  guard  for  several  years,  the 
current  split  pits  Justices  Abbott,  Hecht. 
and  Owen  against  the  rest  of  the  court. 

Justices  Hecht,  Owen,  and  Gonza- 
les are  up  for  reelection  this  month  and 
each  is  backed  by  the  endorsement  oi 
TEXPAC,  TMA’s  political  arm.  Each 
faces  weak  opposition  in  an  election 
year  where  the  Republican  ticket  is 
headed  by  Gov  George  W.  Bush,  sc 
there  is  little  expectation  that  theii 
votes  on  parental  notification  will  af- 
fect the  races,  ir 


Walt  Borges  can  be  reached  at  (800)  880-1300,  ext  1385,  oi 
(512)  370-1385;  or  by  e-mail  at  walt.borges(@texmed.org. 
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Supply-side  nursing 

Nursing  shortage  reaches  critical  level 


Signing  bonuses,  complimentar)/r 
child  care,  and  free  maid  and  lawr  '^ 
service  — who  wouldn’t  want  tci 
be  a nurse  during  a shortage?  The 
final  answer,  Regis,  is  a lot  of  peo- 
ple who  are  concerned  about  the 
quality  of  patient  care. 

Nurses  are  not  fond  of  completing 
mandatory  overtime  and  being  asked  to  dc 
tasks  for  which  they’re  not  properly  trained, 
And  patients  surely  prefer  not  to  be  patients 
during  these  shortages  for  fear  their  safety 
might  be  compromised  by  overworked 
nurses  in  understaffed  hospitals.  Physicians 
are  feeling  the  burn,  as  well,  as  they  lose  in- 
tegral members  of  their  patient  care  teams 
to  other  professions  or  retirement. 

To  ensure  patient  safety  and  quality  of 
care,  nurses,  physicians,  educators,  hospi- 
tals, and  legislators  are  combining  their  ef- 
forts at  local  and  state  levels  to  turn  around 
the  mother  of  all  nursing  shortages.  > > 


By  Johanna  Franke,  Associate  editor 
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Supply  and  demand 

In  the  past,  the  nursing  supply  has 
bounced  up  and  down.  But  this  time, 
cultural,  aging,  and  health  care  envi- 
ronment forces  are  colliding  to  create 
nursing  vacancies  all  over  the  world. 

“Most  of  the  shortages  in  the  past 
have  been  cyclical.  They  have  been 
based  on  demand  needs,”  said  Clair 
Jordan,  RN,  executive  director  of  the 
Texas  Nurses  Association  (TNA).  “This 
particular  shortage  is  based  on  a very 
heavy  supply  problem  and  a very  heavy 
demand  problem,  which  is  like  being 
double-whammied.” 

Regular  nursing  shortages  usually 
correct  themselves  after  3 years,  Ms 
Jordan  says.  “But  if  you  realize  in  Texas 
that  half  of  the  registered  nurses  will  be 
retiring  in  the  next  15  years  and  less 
than  10%  are  under  the  age  of  30,  then 
you  begin  to  see  the  magnitude  of  the 
long-term  shortage  problems.”  This  is 
bad  timing  for  the  baby  boomers  who 
are  approaching  years  of  more  inten- 


sive health  care  needs,  she  adds. 

In  Texas,  the  average  age  of  a regis- 
tered nurse  (RN)  is  44,  while  the  aver- 
age age  of  a nursing  school  faculty 
member  is  54.  The  decrease  in  15-  to 
19-year-old  females  in  the  US  popula- 
tion during  the  1980s  hit  the  profes- 
sion hard,  too,  since  94%  of  nurses  are 


women.  The  average  nursing  student  is 
a 28-year-old  woman  with  children 
who  is  returning  to  school. 

And,  interest  in  nursing  careers 
among  young  women  has  declined  as 
more  career  opportunities  have  opened 
up  for  this  segment  of  the  population. 
(According  to  the  Texas  Higher  Educa- 


tion Coordinating  Board,  women  today 
compo.se  42%  of  medical  students  in 
Texas  and  19%  of  engineering  stu- 
dents.) From  1994  to  1998,  Texas  nurs- 
ing education  programs  received  37% 
fewer  applicants,  enrollments  dropped 
17%,  and  the  number  of  graduates  de- 
creased by  14%. 


The  shortage  affects  more  than  hospi- 
tals — it  affects  the  classrooms  where  fu- 
ture nurses  prepare  to  take  on  the 
challenges  of  nursing.  A lack  of  qualified 
faculty  and  an  excess  of  formula  for  fund- 
ing have  created  lengthy  waiting  periods 
for  qualified  applicants  who  sometimes 
are  turned  away  from  Texas  nursing  pro- 


“This  particular  shortage  is  based  on  a very  heavy 
supply  problem  and  a very  heavy  demand  problem, 
which  is  like  being  double-whammied.” 


The  state  of  nursing 
in  Texas 


Noting  the  state's  nursing  workforce  information  gap,  the  Texas 
Nurses  Foundation  (TNF),  theTexas  Institute  for  Health  Policy  Re- 
search, and  the  Center  for  Health  Economics  and  Policy  of  The 
University  ofTexas  Health  Science  Center  at  San  Antonio  created 
the  Nurse  Workforce  Data  System.  Last  winter,  the  group  released 
' its  first  study  results. The  findings  include: 

j 

• Serious  registered  nurse  (RN)  shortages  abound  throughout 
Texas,  especially  in  critical  care,  emergency  care,  labor  and  de- 
livery, and  operative  services. 

• The  ratio  of  RNs  per  100,000  population  in  Texas  is  well  below 
the  national  average.  Only  five  other  states  have  had  RN-pop- 
ulation  ratios  lower  thanTexas.To  meet  the  national  average  in 
1998, Texas  would  have  needed  almost  39,000  more  nurses. 

I • Hispanic  nurses  are  greatly  underrepresented  in  the  Texas 
I . nursing  workforce.  Although  29%  of  the  current  population  is 
I Hispanic,  only  about  6%  of  employed  RNs  are  Hispanic. 

I • The  average  age  ofTexas  RNs  is  44  with  only  10.5%  of  the  RNs 
j in  Texas  being  under  age  30.  Nursing  is  aging  at  a faster  rate 

^ than  any  other  occupation  in  the  United  States.  Half  ofTexas' 

j nurses  will  be  at  retirement  age  within  15  years, 
j • From  1994  to  1998,  Texas  nursing  education  programs  received 
37%  fewer  applicants,  enrollments  dropped  17%,  and  the  num- 
ber of  graduates  decreased  by  14%.  Current  nursing  education 
I programs  have  capacity  restrictions.  Inadequate  training  op- 

I portunities  in  recent  years,  along  with  lengthy  waiting  periods 

I for  nursing  classroom  capacity,  are  attributable  largely  to 


shortages  of  qualified  faculty  and  inadequate  classroom  ca- 
pacity. Insufficient  incentives  to  attract  nurses  into  faculty  po- 
sitions, including  lower  salary  levels  than  those  of  other  health 
service  industry  workers,  as  well  as  formula  funding  for  nurs- 
ing programs  at  academic  health  centers  fuel  the  shortage. 

• Nurse  unemployment  remains  low,  employment  growth  oppor- 
tunities remain  high,  and  nurse  salaries  remain  flat. 

• Talented  women  no  longer  have  limited  career  options.  Nursing, 
as  a primarily  female  profession  (94%),  is  experiencing  the  effects 
of  these  increased  opportunities.  Young  women  have  a declining 
interest  in  nursing  careers  due  to  a tarnished  image  of  nursing  as 
a desirable  career  option  and  broader  career  opportunities. 

• More  nurses  report  they  are  working  harder,  their  work  satis- 
faction and  morale  are  low,  and  the  quality  of  patient  care  has 
deteriorated  over  the  past  few  years.  Inadequate  staffing  and 
lack  of  control  over  an  increasingly  difficult  and  stressful  work 
environment  are  contributing  to  fewer  people  applying  for  nurs- 
ing jobs  and  to  RNs  leaving  the  health  care  work  environment. 

The  Nurse  Workforce  Data  System's  second  study,  “In  Their 
Own  Words:  Career  Fulfillment  of  Registered  Nurses  in  Texas  in 
2000,"  was  to  be  released  last  month.  Two  more  studies,  “The  De- 
mand for  Registered  Nurses:  A Preliminary  Survey  of  Employers," 
and  “Health  and  Nurses  in  Texas:  Data  for  Action,"  will  be  avail- 
able later  this  year.  For  more  information,  callTNF  Director  Nancy 
L.  Ackley,  RN,  at  (512)  453-7015;  e-mail  nackley@texasnurses.org; 
or  visitTNF's  Web  site  at  www.texasnurses.org/foundation. 
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grams.  TNA  estimates  that  between  1,500 
and  3,000  potential  nurses  were  turned 
away  in  September,  Ms  Jordan  says. 

Faculty  shortages  and  noncompeti- 
tive faculty  salaries  are  major  blocks  to 
increasing  the  enrollments  in  nursing 
schools,  says  Nancy  L.  Ackley,  RN,  di- 
rector of  the  Texas  Nurses  Foundation. 
Nurses  with  master’s  and  PhD  degrees 
can  readily  find  better  paying  positions 
within  the  health  care  industry. 

Texas’  nursing  schools  are  funded  on 
a formula  basis,  “but  that  number  is  re- 
lated to  the  number  of  students  en- 
rolled in  the  nursing  school,  so  it’s  a 
Catch  22,”  said  James  C.  Guckian,  MD, 
vice  chancellor  for  health  affairs  at  The 
University  of  Texas  System. 

A school’s  funding  is  based  on  its  en- 
rollment 2 years  ago,  Ms  Jordan  says.  “So 
to  really  boost  enrollments,  you  have  to 
go  in  and  get  some  special  pot  of  money.” 
During  Gov  Ann  Richards’  tenure,  money 
was  put  aside  to  help  schools  increase 


their  enrollments.  “But  when  that  money 
went  away,  the  schools  were  forced  to 
drop  back  down,  and  our  actual  enroll- 
ments have  been  decreasing.” 

Dr  Guckian  reports  that  in  1999, 
more  than  650  qualified  applicants  to 
the  baccalaureate  programs  of  the  three 
nursing  schools  at  UT  medical  institu- 
tions (UT  Medical  Branch  at  Galveston, 
UT-Houston  Health  Science  Center,  and 
the  UT  Health  Science  Center  at  San  An- 
tonio) were  not  enrolled,  and  more  than 
200  qualified  applicants  were  not  ac- 
cepted to  a UT  nursing  master’s  program 
simply  because  of  a lack  of  resources.  In 
1996,  the  UT  nursing  baccalaureate  pro- 
gram enrolled  347  students.  That  num- 
ber was  down  to  315  in  1999.  The  1996 
master’s  program  served  257  enrollees 
in  fall  1996  but  that  number  dropped  to 
175  in  fall  1999.  (See  “The  University  of 
Texas  System  Health  Component  Institu- 
tions Nursing  School  Applicant  and  En- 
rollee  Data,”  opposite  page.) 


Subcommittee  on  Nursing  Education 
recommendations  to  THECB 


Last  March,  the  Texas  Subcommittee  on  Nursing  Education  made  these  recommenda- 
tions to  theTexas  Higher  Education  Coordinating  Board  (THECB)  on  the  best  strategy  for 
producing  an  adequate  number  of  appropriately  trained  professional  nurses  forTexas: 

1.  Support  a moratorium  on  new  nursing  education  programs  until  data  indicate  an  ad- 
equate number  of  qualified  faculty  and  clinical  sites  are  available. 

2.  Support  increased  funding  to  existingTexas  schools  of  nursing,  enabling  them  to  (a) 
increase  the  recruitment,  retention,  and  graduation  of  professional  nurses;  (b)  in- 
crease articulation  from  the  LVN  (licensed  vocational  nurse)  to  the  ADN  (associate 
degree  in  nursing)  to  the  BSN  (bachelor  of  science  in  nursing)  to  the  MSN  (master 
of  science  in  nursing)  to  the  doctoral  degree  in  nursing;  (c)  increase  accessibility  to 
nursing  education  programs  by  use  of  distance  learning  technologies;  (d)  develop 
collaborative  programs  and  partnerships;  and  (e)  increase  salaries  to  successfully 
recruit  and  retain  qualified  faculty. 

3.  Support  multiple  strategies  for  recruiting  and  retaining  culturally  diverse  students 
and  faculty  who  reflect  current  and  projected  demographics.  Examples  include; 

• Create  a financial  incentive  plan  to  foster  minority  enrollment  in  nursing  education. 

• Create  strategies  to  recruit  into  nursing  beginning  at  the  elementary  and  sec- 
ondary school  levels. 

• Establish  traineeships  for  graduate  education  to  recruit  qualified  minority  faculty. 

4.  Support  the  development  of  an  identified,  funded  entity  to  be  responsible  for  cen- 
tralized collection,  analysis,  and  interpretation  of  nurse  workforce  data  and  the  es- 
tablishment of  a predictive  forecasting  model  for  nurse  supply  and  demand  inTexas 
so  that  policy  decisions  about  nursing  education  are  evidence-based. 
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Quality  of  care 

While  these  problems  might  be  allevi-^ 
ated  with  some  emergency  legislative) 
funding,  the  more  disturbing  issues  in-| 
volve  the  patient  care  environment  and- 
the  nurse-physician  relationship,  Ms 
Jordan  says. 

TNA’s  toll-free  nurse  assist  line  is  an 
outlet  for  many  nurses  facing  dilemmas 
about  how  to  proceed  with  their  deliv- 
ery of  care  in  acute  care  environments.! 
“Most  of  them  are  frustrated  beyond 
belief  because  they  believe  that  some- 
times they’re  delivering  unsafe  care,” 
Ms  Jordan  said. 

Staffing  — the  number  of  shifts  and 
hours  in  a row  they  work  — is  their  No. 
1 concern  when  considering  the  safety 
of  their  patients.  The  nurses’  No.  2 con- 
cern involves  how  staffing  issues,  such 
as  mandatory  overtime,  might  affect 
their  personal  lives. 

“And  the  No.  3 concern,”  Ms  Jordan 
said,  “is  their  relationships  and  the  con- 
flicts they  have  with  other  profession- 
als, such  as  physicians.” 

The  assist-line  calls  are  backed  up  in 
a report  that  was  to  be  released  last 
month  by  the  Texas  Nurses  Foundation 
called  “In  Their  Own  Words:  Career 
Fulfillment  of  Registered  Nurses  in 
Texas  in  2000.”  About  68%  of  the 
nurses  who  responded  to  this  survey 
agreed  that  physicians  treat  them  as 
valued  colleagues,  and  64%  of  respon- 
dents said  that  physicians  seek  their 
opinions  about  the  level  of  care. 

At  press  time,  the  report  had  not 
been  released,  but  Ron  Anderson,  MD, 
chief  executive  officer  of  Parkland 
Memorial  Hospital  in  Dallas,  had  seen 
the  preliminaries  and  described  them 
as  “pretty  powerful.” 

Those  results  show  that  nurses  “were 
more  worried  about  quality  care  and 
governance  and  whether  they  could 
truly  behave  as  professionals  or  whether 
they  were  going  to  be  subservient  to 
hospital  or  physician  governance,”  Dr 
Anderson  said.  He  adds  that  the  nurses 
who  responded  to  the  report  were  upset 
about  the  way  physicians  and  other 
health  care  professionals  treat  them, 
and  that  money  didn’t  appear  to  be  a big 
concern  to  them.  “It  came  in  somewhere 
like  No.  4 on  the  list,”  he  said. 

www.iexmed.org, 
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“I  hear  doctors  all  the  time  saying,  ‘1 
wouldn’t  tell  my  daughter  to  go  into  nurs- 
ing,’” Dr  Anderson  said.  “Well,  if  that’s 
the  attitude,  then  how  are  we  ever  going 
to  get  anybody  to  go  into  nursing?” 

Fewer  nurses  treating  more  patients 
have  headlines  screaming,  “Nursing  Mis- 
takes Kill,  Injure  Thousands”  (September 
10,  2000,  Chicago  Tribune).  But  at  the 
same  time,  nurses  are  receiving  excellent 
feedback  on  how  much  the  public  values 
nurses,  Ms  Jordan  says.  She  cites  the  2- 
year-old  American  Hospital  Association 
focus  group  project  that  asked,  “What  is 
vour  icon  of  quality  when  you  go  into  a 
nospital?”  Focus  group  members  rou- 
inely  answered,  “The  number  of  regis- 
:ered  nurses  you  employ.” 


A Texas-sized  task 

State  and  local  efforts  to  alleviate  the 
shortage  have  cranked  up  as  the  2001  ses- 
sion of  the  Texas  Legislature  approaches. 

On  the  recruitment,  funding,  and  ed- 
ucation front,  nursing  schools  are  seek- 
ing more  funding  to  enroll  more 
students.  The  Texas  Medical  Associa- 
tion supports  the  state’s  nursing  schools 
in  their  activities  to  seek  increased  state 
funding  to  expand  faculty  and  space  re- 
sources to  accommodate  qualified  ap- 
plicants seeking  admission.  (See  “TMA 
Policy  on  Nursing  Shortage,”  p 54.) 

TNA  and  the  Texas  nursing  school 
deans  hope  to  double  the  number  of 
graduates  by  2007.  They  also  will  ad- 
dress faculty  salaries,  as  well  as  a per- 


manent data  tracking  system  for  the 
nursing  workforce. 

Besides  providing  short-term  incen- 
tives, such  as  signing  bonuses  and  self- 
scheduling, some  Texas  hospitals  also 
are  assisting  in  the  long-term  solution 
of  funding  schools.  The  Dallas-Fort 
Worth  Hospital  Council  raised 
$600,000  to  pay  the  initial  costs  of 
adding  students  to  Metroplex  nursing 
programs,  and  it  will  ask  for  more  leg- 
islative relief  in  the  next  session  of  the 
legislature. 

Houston’s  Texas  Medical  Center 
(TMC)  has  created  a Nursing  Shortage 
Task  Force  to  develop  data  on  the  nurs- 
ing workforce,  assess  the  current  and 
future  impact  of  nursing  shortages  on 


The  University  of  Texas  System  health  component  institutions 
nursing  school  applicant  and  enrollee  data.^ 


No.  of 

Baccalaureate  Program  Average  GPA  Qualified  Applicants 

Applicants  Enrollees  Applicants  Enrollees  Not  Enrolled  Total  Enrollment 


Fall  1996 

1,499 

347 

3.01 

3.35 

793 

1,208 

Fall  1997 

1,215 

369 

3.12 

3.30 

562 

1,218 

Fall  1998 

1,295 

352 

3.13 

3.33 

640 

1,282 

Fall  1999 

1,241 

315 

3.12 

3.32 

653 

1,138 

No.  of 

Master's  Program 

Average  GPA 

Qualified  Applicants 

Applicants 

Enrollees 

Applicants 

Enrollees 

Not  Enrolled 

Total  Enrollment 

Fall  1996 

619 

257 

3.21 

3.22 

302 

1,243 

Fall  1997 

486 

178 

3.26 

3.32 

186 

1,031 

Fall  1998 

477 

215 

3.18 

3.25 

171 

1,033 

Fall  1999 

451 

175 

3.19 

3.29 

220 

918 

No.  of 

Doctoral  Program  Average  GPA  Qualified  Applicants 

Applicants  Enrollees  Applicants  Enrollees  Not  Enrolled  Total  Enrollment 


Fall  1996 

69 

16 

3.35 

3.56 

31 

80 

Fall  1997 

35 

11 

3.57 

3.47 

11 

100 

Fall  1998 

45 

15 

3.33 

3.45 

18 

95 

Fall  1999t 

16 

6 

3.78 

3.86 

9 

37 

* Includes  datafromThe  University  ofTexas  Medical  Branch  at  Galveston,  The  University  of  Texas-Houston  Health  Science  Center,  and  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 

t Does  not  include  UT  Health  Science  Center  at  San  Antonio 

Prepared  by:  The  University  ofTexas  System  Office  of  Health  Affairs,  November  11,  1999 
Source:  Institutional  submissions 
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TMC  institutions,  and  develop  initia- 
tives to  address  the  shortfall.  And  even 
area  health  education  centers  (AHECs), 
like  the  Piney  Woods  AHEC,  are  trying 
to  find  solutions.  Located  in  East  Texas, 
the  Piney  Woods  AHEC  is  -working  with 
the  nursing  schools  at  Stephen  E Austin 
State  University  in  Nacogdoches  and 
Angelina  Junior  College  in  Lufkin  to  ed- 
ucate high  school  juniors  and  seniors 
about  the  nursing  profession  through 
camps  and  notebooks  listing  required 
courses  and  scholarship  opportunities. 

While  such  efforts  are  impressive,  re- 
spectful relationships,  leadership,  and 
patient  safety  still  top  the  list  of  concerns 
for  today’s  and  tomorrow’s  nurses. 

Through  the  Texas  Hospital  Associa- 
tion and  the  American  Arbitration  As- 
sociation, TNA  is  in  the  process  of 
developing  a conflict-resolution  model 


TMA  Advantage 

TMA  policy  on  nursing  shortage 


TexMed  2000  — TMA  supports  increased  state  funding  for  nursing  schools 
Last  May,  the  TMA  House  of  Delegates  reaffirmed  TMA's  support  for  Texas  nursing 
schools  in  their  efforts  to  increase  state  funding  to  expand  faculty  and  space  resources 
to  accommodate  qualified  applicants  seeking  admission  to  their  programs. 

TMA  Summit  2000  — TMA  considers  establishing  nurse-patient  ratio  guidelines 
Because  economic  pressures  can  cause  institutions  to  reduce  their  nursing  staff  to  lev- 
els that  may  not  be  prudent,  thus  increasing  the  opportunity  for  error  and  inadequate  at- 
tention to  patient  needs,  the  Harris  County  Medical  Society  presented  Resolution  304 
to  theTMA  House  of  Delegates  Interim  Session  in  September. 

The  resolution,  which  seeks  to  establish  safety  guidelines  for  nurse-patient  ratios, 
was  referred  to  theTMA  Patient-Physician  Advocacy  Committee  for  review  and  report 
back  to  the  house  at  TexMed  2001  in  May.  Resolution  304  urged  TMA  “to  work  with  the 
Texas  Nurses  Association,  the  Texas  Hospital  Association,  and  other  appropriate 
stakeholders  to  establish  safety  guidelines  for  minimum  nurse-patient  ratios  in  all 
health  care  facilities  outside  the  physician’s  office." 

In  the  meantime,  the  following  recommendations  were  referred  to  theTMA  Council 
on  Legislation  for  review  before  the  next  legislative  session  in  January: 

• TMA  supports  creating  a state  emergency  fund  in  2001  to  enableTexas  nursing  pro- 
grams to  hire  more  faculty  members  and  secure  more  classrooms  to  increase  nurs- 
ing school  enrollments. 

• TMA  recognizes  the  importance  of  having  an  accurate  formula  funding  process  to 
ensure  adequate  funding  for  Texas  nursing  programs  and  supports  a legislatively 
mandated  evaluation  of  the  state's  nursing  funding  formula  in  2001. 

• TMA  supports  the  concept  of  a state-designated  nursing  workforce  data  center  to 
routinely  publish  analytical  reports  on  nursing  supply  and  demand  that  will  enable 
corrective  actions  to  be  taken  for  averting  future  shortages. 


for  nurses,  Ms  Jordan  says. 

“Very  often,  as  we  track  some  of 
these  bad  situations,  we  find  that  the  ! 
nurse  is  unable  to  enforce  areas  of  pa- 
tient care  for  which  she  feels  she  must 
really  advocate,”  Ms  Jordan  said.  “I 
think  the  nurses  feel  like  neither  physi-  i 
cians  nor  nurses  have  the  time  to  do  the  ' 
routine  kinds  of  talking  and  patient  in- ! 
formation-sharing  to  form  stronger  rela- 1 
tionships,  which  leads  to  conflict.  And ' 
nurses  would  like  their  hospitals  to  have  i 
formal  conflict-resolution  models.”  | 

The  reality  of  ratios 

New  nurse  staffing  laws  are  beginning 
to  address  patient  safety  issues,  though 
not  very  well  so  far.  For  example,  Cali- 
fornia’s new  staffing  law  — the  first 
state  law  to  require  minimum  nurse-pa- 
tient ratios  in  hospitals  — is  likely  to 
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cause  a “showdown  between  nurses  and 
the  cash-strapped  hospital  industry, 
i which  may  have  to  increase  wages  as  a 
I result”  according  to  an  August  28,  2000, 

1 Sacramento  Business  Journal  article. 

“In  California’s  managed  care  sys- 
^ tern,  people  had  to  cut  too  far,”  Dr  An- 
: derson  said.  “They  were  putting  people 
at  risk.  I don’t  think  staff  ratios  work 
because  they  don’t  create  one  more 
nurse,  and  they’re  really  a tool  unions 
I can  use  in  many  ways.” 

Ms  Jordan  says  TNA  officials  do  not 
think  ratios  are  really  feasible  with  the 
change  in  health  care. 

“We  favor  much  more  setting  up  the 
, standards  a hospital  must  meet  to  have 
: safe  staffing,”  she  said.  “In  other  words, 
the  system  must  have  a way  of  looking  at 
I acuity  and  at  nurse  manpower  hours  per 
patient.  It  must  have  a clear  line  of  com- 
munication open  for  their  top  person  in 
nursing.  We  are  working  our  energies  in 
those  directions  rather  than  on  ratios.” 

At  TMA  Summit  2000  in  September, 
the  Harris  County  Medical  Society  in- 
troduced a resolution  to  the  TMA  House 
of  Delegates  that  establishes  safety 
guidelines  for  nurse-patient  ratios.  (See 
“TMA  Policy  on  Nursing  Shortage,”  op- 
posite page.)  The  resolution  was  re- 
ferred to  the  TMA  Patient-Physician 
Advocacy  Committee  for  review  and  re- 
port back  to  the  house  at  TexMed  2001 
in  May.  Resolution  304  recommended 
that  the  “Texas  Medical  Association 
work  with  the  Texas  Nurses  Associa- 
tion, the  Texas  Hospital  Association, 
and  other  appropriate  stakeholders  to 
establish  safety  guidelines  for  minimum 
nurse-patient  ratios  in  all  health  care  fa- 
cilities outside  the  physician’s  office.” 

The  physician's  role 

Physicians  also  need  to  examine  what 
they  can  do  to  make  patient  care  envi- 
ronments more  pleasant  for  nurses.  Dr 
Anderson  says  this  can  be  done 
through  leadership  opportunities,  and 
clear  acknowledgment  and  apprecia- 
tion of  nurses’  work. 

, “It’s  the  nurses  we  get  the  most  fa- 
vorable comments  about  from  our  pa- 
tients,” he  said.  “And  we  publish  them.” 

Ms  Jordan  suggests  that  physicians 
and  nurses  always  keep  in  mind  that 

Tel  800.880.1300 


Associate 
Medical  Director 


Contract  Research  Organization  is  seeking 
an  Associate  Medical  Director  for  its  Phase  I Clinic. 
The  Associate  Medical  Director  is  responsible  for 
all  medical  aspects  of  research  studies  conducted  at 
the  Phase  I Clinic  either  by  direct  performance  of 
medical  duties  or  by  the  oversight  of  other  medical 
personnel.  The  main  focus  of  this  position  is  the 
medical  health  and  safety  of  subjects  participating 
in  pharmaceutical  research  studies  and  other  types 
of  medical  research  conducted  at  the  Clinic.  The 
position  reports  to  the  Medical  Director. 


Qualifications: 

• MD  degree  with  current  license  to  practice  in  the 
state  of  Texas  and  at  least  five  years  of  clinical 
practice  experience,  including  residency 

• Previous  experience  in  conducting  pharmaceutical 
research  is  preferred 

• Must  maintain  current  ACLS  education 

• Excellent  communication  skills,  excellent  team- 
building skills,  and  the  ability  to  work  in  a team 
environment 

• Ability  to  work  with  an  attitude  of  care  and 
concern  for  patients  and  subjects 


If  interested,  please 
forward  your  resume  to: 

Ad-1226 

Texas  Medical  Association 
401  W.  15th  Street 
Austin,  Texas  78701 

EEO/AA  EMPLOYER 


Volume 96  ★ Number  11 


55 


Medical  Education 


You  know 
what 
happens 

when 

70011001 

advertise? 


Texas  Medicine  magazine  reaches  over 
32,000  physicians  throughout  the  state. 
Make  things  happen  for  your 
business  by  informing  them  about 
your  products  and  services. 

For  more  information  visit  us  on 
the  web  at  wunv.tcxasmedicine.org, 
or  call  (800)  880-1300 
ext.  1393  or  1423. 


TfexasMedical 

Association 


their  goal  is  the  same:  to  deliver  good 
patient  care.  “Rather  than  arguing  over 
how  they  can  get  to  that  end,  I think 
we  could  institute  some  better  conflict- 
resolution  processes,  and  we  would  all 
be  happier. 


“And  that’s  how  we’re  going  to  help 
the  demand  side.  Until  nurses  are  hap- 
pier in  their  environments,  they’re 
never  going  to  tell  their  sons,  their 
daughters,  their  nieces  to  join  this  pro- 
fession.” ★ 


Instituting  public  health  research  — The  University  of  North  Texas  Health  Science 
Center  at  Fort  Worth  is  developing  the  Institute  for  Public  Health  Research,  which  will 
focus  on  the  health  and  health  care  needs  of  the  local,  state,  and  global  communities 
though  applied  research,  communication,  and  professional  and  community  job  training. 
The  institute's  faculty,  staff,  and  students  will  use  research  methods  such  as  interven- 
tion studies,  evaluation  research,  field  trials,  and  demonstration  projects  to  improve  the 
health  of  targeted  population  groups.  The  centers  for  Workforce  Development  and  Pub- 
lic Health  Leadership;  Disease  Prevention  and  Research;  Occupational  and  Environ- 
mental Research  and  Training;  Cross-Cultural  and  Community  Health  Research;  and 
Health  Management  and  Policy  Research  compose  the  institute. 

Grant  battles  blindness  — With  a $144,000  grant  from  the  Foundation  Fighting  Blind- 
ness, The  University  of  Texas  Medical  Branch  (UTMB)  at  Galveston  is  studying  lutein 
and  zeaxanthin  to  determine  the  best  amount  to  include  In  dietary  supplements  to  help 
prevent  age-related  macular  degeneration  (AMD).  Recent  studies  of  these  two  beta- 
carotene  derivatives  show  they  prevent  the  most  damaging  form  of  AMD. 

Drug  may  decrease  drinking  — In  the  August  23,  2000,  Journal  of  the  American  Medical 
Association,  scientists  atThe  University  ofTexas  Health  Science  Center  at  San  Antonio 
reported  preliminary  results  with  a drug  that  can  help  the  most  difficult-to-treat  alcoholics 
to  significantly  reduce  their  drinking.  Ondansetron,  which  is  used  to  fight  nausea  in  can- 
cer patients,  worked  in  patients  with  early-onset  alcoholism,  who  represent  about  3.5  mil- 
lion of  the  nation's  alcoholics.  These  alcoholics,  who  develop  a drinking  problem  at  or 
before  age  25,  are  believed  to  have  a biological  predisposition  toward  alcoholism. 

M.D.  Anderson  targets  minorities  — The  Centers  for  Disease  Control  and  Prevention 
andThe  University  ofTexas  M.D.  Anderson  Cancer  Center  are  launching  a Center  of  Ex- 
cellence for  Research  on  Minority  Health  in  Houston.  With  the  $439,800  grant,  the  cen- 
ter hopes  to  create  a template  for  minority  health  research,  treatment,  and  outreach  that 
could  be  applied  across  the  country. 

Diabetes  and  technology  development — The  National  Institutes  of  Health  (NIH)  has 
awarded  a $4.6  million,  5-year  grant  that  will  allow  technology  researchers  and  biologists 
atThe  University  ofTexas  Southwestern  Medical  Center  at  Dallas  to  develop  new  thera- 
pies for  type  2 diabetes  mellitus.Two  biology  projects  will  proceed  concurrently  with  two 
biomedical  technology  development  projects  to  find  a way  to  treat  adult-onset  diabetes. 
The  “Development  of  Novel  Therapies  for  Non-Insulin  Dependent  Diabetes  Mellitus" 
grant  is  unique  because  the  NIH  typically  does  not  fund  technology  development. 
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Approximately  25,000  infants  with  birth 
weight  less  than  2500  grams  are  born  in 
Texas  each  year.  Many  of  these  low-birth- 
weight  infants  are  premature,  exhibiting 
transient  thyroid  dysfunction.  Because 
thyroid  hormone  plays  a significant  role  in 
the  development  of  the  nervous  system,  the 
early  identification  and  treatment  of  in- 
fants with  true  hypothyroidism  is  impera- 
tive. Transient  dysfunction  of  the 
hypothalamic-pituitary-thyroid  axis  re- 
sulting from  prematurity,  however,  makes 
the  correct  identification  of  infants  who 
need  treatment  difficult. 

In  this  article,  we  discuss  the  unique- 
ness of  fetal  and  neonatal  thyroid  physi- 
ology. A review  of  the  available  literature 
raises  questions  as  to  whether  treatment 
of  premature  infants  with  transient  thy- 
roid dysfunction  is  beneficial. 


From  the  Department  of  Pediatrics,  Scott  & White 
Memorial  Hospital  and  Clinic,  Scott,  Sherwood 
and  Brindley  Foundation,  Texas  A&M  University 
System  Health  Science  Center  College  of  Medi- 
cine, Temple,  Tex.  Send  reprint  requests  to  M.R. 
Beeram,  MD,  Division  of  Neonatology,  Scott  & 
White  Memorial  Hospital,  2401  S 31st  St,  Temple, 
TX  76508. 
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Hypothyroxinemia  of  prematurity: 
rite  of  passage  or  therapeutic  necessity? 


M.R.  BEERAM,  MD 
D.P.  WILSON,  MD 


INTRODUCTION 

Hypothyroxinemia  is  a common 
finding  in  premature  and  very- 
low-birth-weight  (VLBW)  infants. 
Approximately  25,000  infants 
weighing  less  than  2500  g are 
born  in  Texas  each  year  (1).  Generally, 
premature  infants  have  immaturity  of 
the  hypothalamic-pituitary-thyroid  axis, 
resulting  in  low  levels  of  thyroxin  (T4) 
and  low  or  normal  levels  of  thyrotropin 
(thyroid  stimulating  hormone),  resulting 
in  a condition  called  hypothyroxinemia 
of  prematurity  (HOP).  Thought  to  be  a 
physiologic  event,  HOP  may  not  require 
thyroid  hormone  replacement.  Yet,  the 
brain  is  well  known  to  be  most  suscepti- 
ble to  the  deficiency  of  thyroid  hormone 
during  the  period  of  rapid  growth  and 
maturation  that  occurs  during  fetal  de- 
velopment, infancy,  and  early  childhood 
(2).  Recent  studies  of  neurodevelopmen- 
tal  outcomes  of  infants  exhibiting  HOP 
raise  important  concerns,  causing  some 
clinicians  to  question  whether  infants 
should  receive,  at  least  over  the  short 
term,  thyroid  hormone  replacement  (3). 

FETAL  THYROID  DEVELOPMENT 
AND  FUNCTION 

Anatomically,  thyroid  gland  develop- 
ment is  virtually  complete  by  the  latter 
part  of  the  10th  week  of  gestation.  At 
that  time,  the  fetal  thyroid  is  capable  of 
trapping  and  oxidizing  iodine.  The  fe- 
tal thyroid  begins  to  secrete  thyroid 
hormones  by  the  beginning  of  the  sec- 
ond trimester  (4).  Increases  in  fetal 
serum  concentrations  of  thyrotropin, 
thyroxine-binding  globulin  (TBG),  and 
total  and  free  T4  during  gestation  re- 
flect increasing  maturation  of  the  pitu- 
itary, thyroid,  and  liver.  The  finding  of 
increased  fetal  serum  concentrations  of 
thyrotropin  suggests  that  sensitivity  of 
the  fetal  pituitary  gland  to  negative 
feedback  is  limited  or  is  counterbal- 
anced by  increasing  stimulation  by  thy- 
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rotropin-releasing  hormone  from  the 
hypothalamus  (4). 

Maternal  serum  levels  of  thyroid  hor- 
mones are  higher  than  those  of  non- 
pregnant adults.  The  increases  in  total 
T4  and  T3  concentrations  in  maternal 
serum  are  primarily  a consequence  of 
estrogen-induced  elevation  of  TBG  (4). 
Recent  evidence  suggests  that  maternal 
thyroid  hormone  may  cross  the  placenta 
in  sufficient  quantities  to  contribute  to 
the  fetal  needs,  at  least  during  the  first 
trimester.  Indeed,  Pop  et  al  and  Haddow 
et  al  found  that  low  levels  of  maternal 
free  T4  during  early  pregnancy  were  as- 
sociated with  impaired  psychomotor  de- 
velopment in  infancy  (5,6).  Because  the 
placenta  rapidly  deiodinates  T4  into  bio- 
logically inactive  reverse  T3  (rTj)  and  di- 
iodothyronines,  the  transfer  of  maternal 
T4  is  limited  in  late  pregnancy  (6,7). 

Both  T4  and  TBG  are  detectable  in  fe- 
tal serum  at  12  weeks  of  gestation.  Fetal 
serum  T4  concentrations  rise  from  a 
mean  of  approximately  25  nmol/L 
(2|U,g/dL)  at  12  weeks  to  128  nmol/L 
(lOp-g/dL)  at  term  (4,8).  From  12  weeks 
of  gestation,  T4,  free  T4,  and  TBG  in- 
crease linearly  in  relation  to  gestational 
age.  Whereas  fetal  serum  concentra- 
tions of  T4  and  free  T4  reach  adult  levels 
by  36  weeks  of  gestation,  fetal  T3  and 
free  T3  levels  are  always  less  than  half 
the  maternal  concentrations.  This  may 
be  due  to  immaturity  of  conversion  of  T4 
to  T3  or  conversion  of  T4  into  inactive 
rT3.  Fetal  serum  free  T4  increases  from  a 
mean  of  approximately  1.3  pmol/L  (0.1 
ng/dL)  at  12  weeks  to  19.3  pmol/L  (1.5 
ng/dL)  at  term.  Fetal  serum  T3  rises 
from  approximately  0.09  nmol/L  (6 
ng/dL)  at  12  weeks  to  0.692  nmol/L 
(45  ng/dL)  at  term.  Reverse  T3  levels 
decrease  progressively  during  the  third 
trimester.  Thus,  serum  concentrations 
and  production  rates  of  rT3  are  much 
higher  in  the  fetus,  whereas  concentra- 
tions of  both  T3  and  free  T3  in  fetal  cir- 
culation are  lower  than  they  are  in 
adults  (4,8). 
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Thyrotropin  is  present  in  the  fetus  at 
12  weeks.  Thyrotropin  rises  rapidly  dur- 
ing gestation,  paralleling  the  increased 
levels  of  free  T4  (9).  Thyrotropin  rises 
gradually  from  approximately  4 mU/L 
at  12  weeks  to  8 mU/L  at  term.  Thy- 
rotropin levels  are  higher  in  the  fetus 
than  in  the  mother,  suggesting  that  fetal 
thyrotropin  regulates  fetal  thyroid  func- 
tion during  the  second  and  third 
trimesters,  independent  of  the  mother 

i8,10). 

THYROID  FUNCTION  IN  THE 
\EWBORN 

Shortly  after  birth,  term  infants  experi- 
ence a transient  but  marked  hyperactiv- 
ity in  neonatal  thyroid  function.  Within 
the  first  minutes  of  life,  a surge  of  thy- 
rotropin release  occurs,  reaching  peak 
level  of  nearly  100  mU/L  at  30  minutes 
after  birth  (9,11).  This  acute  postpar- 
tum and  neonatal  thyrotropin  response 
is  thought  to  result  from  exposure  of  the 
fetus  to  cold  environment  and  cord 
clamping.  In  response  to  the  thy- 
rotropin release,  levels  of  T4,  free  T4, 
and  T3  increase  progressively,  reaching 
a peak  by  48  hours  after  birth.  Because 
of  increased  peripheral  conversion  of  T4 
to  T3,  the  increase  in  T3  and  free  T3  is 
more  marked  than  that  of  T4  and  free  T4 
during  this  period.  Levels  of  these  thy- 
roid hormones  remain  elevated  during 
tfie  first  2 weeks  of  life  and  fall  gradu- 
ally thereafter,  reaching  high  normal 
adult  values.  Thyrotropin  concentra- 
tions fall  during  the  first  week  and  are 
generally  lower  than  10  mU/L  by  the 
end  of  the  first  week  after  delivery.  Dur- 
ing the  thyrotropin  surge,  the  T4  peak 
levels  reach  129  to  283  nmol/L,  and 
free  T4  levels  reach  25  to  64  pmol/L  at 
24  to  36  hours  after  birth.  During  this 
time,  serum  T3  peaks  to  levels  of  3.8 
timol/L  (8,11). 

After  delivery,  a preterm  infant  expe- 
riences similar  adaptation  in  thyroid 
hormones  as  do  term  infants.  However, 


these  changes  are  imposed  on  an  imma- 
ture hypothalamic-pituitary-thyroid  axis 
in  preterm  infants.  The  thyrotropin  peak 
after  delivery  is  proportionately  lower, 
with  a rise  to  nearly  40  mU/L.  A corre- 
sponding, less  dramatic  increase  occurs 
in  T4  and  T3  levels.  Compared  with  term 
infants,  preterm  infants  have  lower  lev- 
els of  total  T4,  free  T3,  and  TBG.  Free  T4 
levels  are  two  to  three  times  lower  at  25 
to  27  weeks  gestational  age  (18 
pmol/L)  compared  with  term  infants 
(49  pmol/L)  at  age  1 week.  This  gesta- 
tional age-related  hypothyroxinemia  is 
referred  to  as  hypothyroxinemia  of  pre- 
maturity (10,12,13). 

IMPLICATIONS  FOR  NEWBORN 
SCREENING 

Premature  and  VLBW  infants  with  im- 
mature hypothalamic-pituitary-thyroid 
axis  require  special  consideration  when 
the  results  of  newborn  thyroid  screen- 
ing are  being  evaluated.  While  preterm 
infants  account  for  5%  of  all  births, 
they  account  for  13%  of  infants  with 
blood  T4  concentrations  below  new- 
born screening  standards  (8). 

Most  programs  use  a filter  paper  T4 
determination  as  the  primary  screen. 
The  combination  of  a low  T4  and  ele- 
vated thyrotropin  strongly  suggests  a 
primary  thyroid  disorder  that  requires 
urgent  medical  evaluation  and,  gener- 
ally, treatment.  Low  T4  and  normal  or 
low  thyrotropin  levels,  however,  are 
common  findings  in  premature  and  low- 
birth-weight  infants.  Although  many  of 
these  infants  will  have  HOP,  other  ab- 
normalities of  thyroid  function  may  be 
present  with  similar  findings  (10). 

NONTHYROID  ILLNESS  IN 
PRETERM  INFANTS 

Premature  infants  frequently  experience 
significant  illnesses  such  as  respiratory 
distress  syndrome  and  sepsis.  During  ill- 
ness, conversion  of  T4  to  T3  is  reduced 


and  hepatic  production  of  TBG  is  de- 
creased. At  the  same  time,  the  hypothal- 
amic-pituitary-thyroid  axis  is  suppressed 
and  rTg  production  is  increased  (10,14). 
Free  T4  levels  in  these  infants  are  vari- 
able (normal,  low,  or  increased).  This 
condition  is  often  referred  to  as  low  T3 
syndrome  or  euthyroid  sick  syndrome. 
Affected  infants  do  not  usually  require 
treatment  with  thyroid  hormone  be- 
cause the  syndrome  resolves  with  reso- 
lution of  underlying  illness  and  with 
increasing  age. 

THYROID-BINDING  GLOBULIN 
DEFICIENGY 

Abnormalities  in  TBG  level  are  not  as- 
sociated with  clinical  hypothyroidism, 
but  may  be  a source  of  confusion  in  the 
diagnosis  of  hypothyroidism.  Infants 
with  congenital  TBG  deficiency  will 
have  low  total  T4  levels  but  correspon- 
ding normal  thyrotropin  values.  TBG 
levels  are  low  as  evidenced  by  a high 
value  for  resin  triiodothyronine  uptake. 
Quantitative  measurement  of  TBG  is 
available  through  commercial  laborato- 
ries. TBG  deficiency  is  a common  entity 
seen  in  approximately  1 out  of  4000 
neonates.  This  condition  does  not  re- 
quire treatment  because  the  infants  are 
euthyroid  (15). 

HYPOTHYROXINEMIA  OF 
PREMATURITY 

Physiologic  versus  pathologic 
In  term  infants,  thyroid  function  is 
“jump  started”  by  a thyrotropin  surge 
following  birth.  The  corresponding  in- 
crease in  T4  and  T3  allows  the  newborn 
infant  to  adapt  quickly  to  the  demands 
of  extrauterine  life.  Within  days  to 
weeks,  the  thyroid’s  functional  and 
adaptive  ability  approximates  that  of 
the  adult.  In  contrast,  premature  in- 
fants, with  immature  organ  systems 
(including  the  hypothalamic-pituitary- 
thyroid  axis)  are  less  well  prepared  to 
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deal  effectively  with  the  stress  of  ex- 
trauterine  life. 

The  premature  infant’s  thyroid  func- 
tion parallels  that  of  its  term  counter- 
part, albeit  quantitatively  less.  Although 
the  absolute  levels  of  total  and  free  T4, 
total  and  free  T3,  and  thyrotropin  levels 
are  lower  in  premature  infants,  their 
ability  to  respond  normally  to  challenge 
with  exogenously  administered  thy- 
rotropin-releasing hormone  has  led  to 
speculation  that  HOP  is  physiologic 
rather  than  pathologic  (10).  That  being 
the  case,  thyroid  hormone  supplementa- 
tion is  generally  not  required.  This  view, 
however,  has  been  questioned  (16,3). 

Outcome  studies 

Reuss  et  al  (16)  studied  the  relationship 
of  transient  hypothyroxinemia  in  prema- 
ture infants  to  their  neurological  devel- 
opment. In  a population-based  study  of 
the  late  sequelae  of  neonatal  brain  hem- 
orrhage, these  authors  focused  on  the 
neurologic  development  of  children  aged 
2 years  who  were  born  younger  than  33 
weeks  of  gestation  or  whose  birth  weight 
was  less  than  2000  g and  who  were  tran- 
siently hypothyroxinemic  during  the 
newborn  period.  At  age  2 years,  400  chil- 
dren were  tested  with  either  the  Bayley 
Scales  of  Infant  Development  or  the 
Stanford-Binet  Intelligence  Scales  of 
Children.  Following  adjustments  for  the 
comorbid  conditions,  hypothyroxinemic 
infants  were  significantly  more  likely  to 
have  cerebral  palsy  and  their  mean  men- 
tal developmental  score  was  7 points 
lower  than  those  of  controls  (16). 

Exploring  a similar  question,  Den 
Ouden  et  al  (17)  studied  the  relation- 
ship between  thyroxine  levels  in  the 
first  week  of  life  and  neurodevelop- 
mental  outcome  at  age  5 years  and 
school  performance  at  age  9 years.  The 
study  population  consisted  of  717  very 
premature  or  VLBW  infants  or  both. 
Thirty-two  percent  (32%)  had  T4  levels 
>3  SD  below  the  mean.  The  percent  of 
infants  with  such  low  levels  of  T4  in- 
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creased  with  decreasing  gestational 
age.  At  age  5 years,  of  the  640  sur- 
vivors, 85  (13.3%)  had  a disability  and 
92  (14.3%)  had  a handicap.  By  age  9 
years,  of  the  552  survivors,  300 
(54.3%)  were  in  mainstream  and 
grade-appropriate  classes,  151  (27%) 
were  in  mainstream  classes  but  with 
previous  grade  retention,  and  101 
(18.3%)  were  in  special  education 
classes.  Both  neurologic  dysfunction 
and  school  failure  were  significantly  re- 
lated to  lower  neonatal  thyroxine  lev- 
els, even  after  adjustments  for  other 
perinatal  factors  (17). 

Such  studies  raise  at  least  two  im- 
portant questions.  First,  is  thyroid  hor- 
mone deficiency  the  primary  cause  for 
the  observed  neurologic  dysfunction 
and  school  failure?  This  question  is  dif- 
ficult to  answer  amid  the  multiple 
problems  associated  with  prematurity. 
Secondly,  assuming  thyroid  function 
plays  a major  pathogenic  role,  would 
short-  or  long-term  thyroid  hormone 
replacement  therapy  eliminate  or  re- 
duce neurologic  dysfunction  and  learn- 
ing disabilities? 

THYROID  HORMONE 
REPLACEMENT  IN 
HYPOTHYROXINEMIA  — 

HELPFUL  OR  HARMFUL? 

Short-term  studies  of  thyroid  hormone 
replacement  were  reported  in  1984  by 
Chowdhry  and  colleagues  (18).  In  a 
double-blind  study,  23  premature  in- 
fants with  gestational  ages  ranging 
from  25  to  28  weeks  with  birth  weight 
less  than  1250  g were  given  thyroxine 
(10  to  15p,g/kg  per  day)  or  placebo  for 
1 year.  No  beneficial  effects  were  found 
for  growth  (head  circumference, 
length,  or  weight)  or  development 
(mental,  motor,  or  gross  neurologic). 

In  a large  randomized,  placebo-con- 
trolled  double-blind  trial  of  thyroid  sup- 
plementation in  200  infants  born  before 
30  weeks  of  gestation.  Van  Wassenaer  et 
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al  (3)  found  no  difference  in  morbidity: 
or  mortality.  At  age  24  months,  of  the 
157  infants  studied,  no  difference  was 
demonstrated  in  mental  scores,  psy- 
chomotor scores,  or  frequency  of  abnor- 
mal neurological  outcomes.  Of  interest, 
however,  were  two  subsets  of  the  study 
cohort.  Those  infants  born  before  27 
weeks  of  gestation  who  received  thyrox- 
ine supplementation  scored  18  points 
higher  on  the  Bayley  Mental  Develop- 
ment Index  than  did  placebo  controls. 
Equally  concerning,  treated  infants  with 
more  than  27  weeks’  gestation  scored  10^ 
points  lower  on  Bayley’s  scores  than  did: 
placebo  controls. 

SUMMARY 

Hypothyroxinemia  is  a common  find- 
ing in  premature  infants,  presumably 
resulting  from  an  immature  hypothala- 
mic-pituitary-thyroid  axis.  Because  dy- 
namic studies  of  thyroid  function  in 
premature  infants  are  normal  and  the 
condition  resolves  spontaneously,  HOP 
has  been  considered  physiologic  rather 
than  pathologic.  Thus,  thyroid  hor- 
mone supplementation  has  been  as- 
sumed to  be  not  required  in  premature 
infants.  True  hypothyroidism  of  hypo- 
thalamic pituitary  or  thyroid  origin, 
however,  does  occur  in  premature  as 
well  as  in  term  infants  and  should  be 
investigated  aggressively  and  treated 
appropriately.  Current  studies  in  pre- 
mature infants  with  hypothyroxinemia 
suggest  the  following:  infants  with 
more  than  27  weeks  of  gestation  do  not 
appear  to  benefit  and  may,  in  fact,  be 
harmed  by  thyroid  hormone  supple- 
mentation; and  short-term  thymoid  hor- 
mone supplementation  in  infants  born 
before  27  weeks  of  gestation  may  be 
important  to  diminish  morbidity  and  to 
improve  neurodevelopmental  outcome. 
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considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 

November  2000 


64 


www.texmed.org 


Texas  Physicians’  Directory 


Allergy  Bariatric  Surgery 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Hand  Surgery 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 
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Orthopedic  Surgery 


Orthopedic  Surgery,  Spine 


W.B.  CARRELL  MEMORIAL  CLINIC,  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Robert  G.  Viere,  MD 
Shawn  C.  Bonsetl,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  M,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  Wesi  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  IVID,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA  William  D,  Lowe,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C.  Dallas,  Texas  75230 
(972)  566-6700 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director;  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  In  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  an( 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD,  FACRO 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  lesions. 
Intensity  Modulated  (IMRT)  and  3D  conformal  radiotherapy. 
Ultrasound*guided  radioactive  seed  implants  for  prostate  cancer. 

LDR  and  outpatient  HDR  brachytherapy  for  gyn  and  lung  tumors. 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
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OPPORTUNITIES 

AVAILABLE 


Cardiology 

Need  Cardiovascular/Vascular  Surgeon, 
BC/BE  to  join  established  practice  in  West 
Texas.  The  practice  includes  adult  cardiac,  thoracic, 
and  vascular  work.  Competitive  salary.  Send 
responses  to  Ad-1225,  Texas  Medical  Association, 
401  W.  15th  Street,  Austin,  Texas  78701. 

Emergency  Medicine 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  located  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  away.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Morgan  (903)  891-2025. 

NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  Presbyierian, 
Harris  Methodist,  Trinity  Mother  Fninces,  and 
other  leading  hetilth  systems.  A variety'  of 
opportunities  are  available  in  rural,  suburban, 
tirban,  trauma,  and  teaching  hospitals.  Anntial 
patient  volumes  range  from  l",()()()-"’5, ()()(). 
Additional  positions  in  direct  care  and 
occtipational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  physician- 
owned  grou]i.  Contact  Diane  Hoffmann: 

Emergency  Medicine  Consultants,  Ltd. 

Bivntu'oful  StHir  Rttad,  Suite  2()().  TX  ’’6112 

(HHS)  496-'JXJO;  Fax  ^9(y9H89, 

Fjnail:  ciianeEMC®aolc()m 


New  Mexico.  Great  rates  for  Emergency  med- 
icine opportunity  at  community  hospital.  Full- 
time, BP/BC  EM  and  PC,  employee  status,  competi- 
tive salary,  benefit  package.  Contact:  Lasca  Pierson 
at  EmCare  /MEPA  Region,  (800)  362-2731;  e-mail: 
lasca_pierson  @emcare.com.  Equal  opportunity 
employer. 


TENNESSEE:  Nashville  area:  Celebrate  with 
us  as  we  move  into  our  new  facility,  Skyline  Medical 
Center  (formerly  Nashville  Memorial  Hospital). 
Boasting  state  of  the  art  new  ER.  We  are  seeking 
experienced  BC/BE  EM  physicians  for  busy  30,000 
volume  ER  Department.  We  offer  attractive  compen- 
sation ($100/hr  FT  rate  plus  signing  bonus  and 
moving  bonus)  with  retirement  available.  Contact 
Lasca  Pierson  (800)  236-2732  x 2035  or  email: 
lasca_pierson@emcare.com  . Equal  opportunity 
employer. 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC.  Annual 
ED  volume  is  18,000,  Productivity  incentive,  paid 
malpractice,  employee  benefits  available.  Contact 
Lasca  Pierson  at  Emcare/Southwest,  (800)  362- 
2731,  x2035,  or  fax  CV  to  (214)  712-2004, 
lasca_pierson@emcare.com.  Equal  opportunity 
employer. 

Texas,  San  Angelo:  Come  Grow  With  Us  - Full 
and  part-time  MINOR  CARE  CLINIC  positions  are 
currently  available  as  an  independent  contractor  for 
physicians  BC  in  PC.  Four  minor  care  clinics  see  a 
combined  annual  patient  volume  of  36,000.  Paid 
malpractice,  flexible  scheduling  and  competitive 
compensation.  Contact  Lasca  Pierson  at 
EmCare/Southwest  (800)  362-2731  ext.  2035;  fax 
(214)  712-2004;  or  lasca_pierson@emcare.com. 
Equal  opportunity  employer. 

Family/General  Practice 

Part-time  and  full-time  physician  openings  in 
a busy  family/occupational  clinic.  Fax  current 
CVto  (713)  270-8414. 

Longview  and  DEW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work. 
Competitive  salary  and  benefits.  Fax  CV  to  (972) 
871-7116,  or  contact  Lisa  Gross  at  (972)  255-5533 
or  (888)  K CLINIC. 

Board  certified  or  Board  eligible  family 
practice  physician  needed  to  accommodate 
community  growth.  The  physician  selected  will 
receive  a competitive  compensation  package  guaran- 
tee, as  well  as  a group  practice  equity  opportunity. 
Region  boasts  a population  of  225,000  within  40 
minutes,  and  380,000  within  60  minutes.  No  capi- 
tated contracts,  and  no  insurance  plan  with  a 
monopoly.  City  boasts  of  superior  educational  insti- 
tutions, and  a high  quality  of  life.  For  consideration, 
please  mail  C.  V.  to  Richard  Baland,  P.O.  Box  84, 
Wichita  Falls,  Texas  76307. 

Family  Practice  Physician  needed  now.  Good 
potential.  Part-time/full-time.  Spanish  speaking 
desired.  Southwest  Houston,  Texas  Fax  resumes  to 
(713)  777-2226. 


Hospitalist  i 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100“/ 
inpatient  medicine  positions  offer  competitive 
earnings,  benefits  and  a well-defined  work  schedule 
Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager, 
Physician  Development  at  (800)  777-0938,  or  fax 
curriculum  vitae  to  (502)  580-4066. 


TexasMedicine 


Don’t  miss  one 
word  (or  photo) 
in  December’s 
Texas  Medicine. 


We’ll  Explore: 


Hospice  photo  essay 
Physical  therapy  fraud 
Newborn  screening 

For  more  information,  call  Larry 
BeSaw,  editor, 

at  (800)  880-1300,  ext.  1383,  or 
(512)  370-1383, 

or  e-mail  larry.besaw@texmed.org. 
Also  consult  the  TMA  Web  site  at 
WWW.  texmed.  org. 
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Internal  Medicine 

Abilene:  Two  Christian  internists  seeking  pri- 
mary care  doctor  or  specialist  to  share  prime 
office  space  close  to  large  medical  center.  Good 
community  for  raising  a family.  (915)  670-9240  or 
t915)  672-3816. 

BC  Internist  seeking  to  share  office/join 
IM/Primary  Care/FP  in  a solo/group/hospital 
based  set-up  in  North  Dallas,  Lewisville  or  sur- 
rounding cities.  Intend  to  generate  own 
revenues/share  cost.  Initially  late  evenings  on 
weekdays  and  on  weekends.  Terms/conditions  flex- 
8)le/negotiable.  Contact:  e-mail  noor@airmail.net 
or  reply  to  Ad  1224,  Texas  Medical  Association,  401 
W.  15th  Street,  Austin,  Texas  78701,  or  page:  (254) 
260-2522  or  phone:  (972)  989-3444. 


Locum  Tenens 


Inf 

P H Y S I C 1 A N 


Time  for 
" a Change? 

Locum  Tenens 
Opportunities 
Await 


As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 

Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.com 


Lociiin  Tenens/Permanent  Placement 


Medical  Staffing  Network  has  immediate  openings  in  the  following 
specialties: 

• Radiology 

• Anesthesiology 

• Psychiatry 

• Emergency  Medicine 

• Primary  Care 

• Short  and  long  term 


Local  and  national 
assignments 

Excellent  compensation 

Malpractice  Insurance 

Friendly,  dedicated  service 


If  you  are  looking  for  a pemianent  position  MSN  has  positions 
nationwide.  Our  Locum  Tenens  to  perm  option  allows  you  to  try 
out  a position  prior  to  accepting  a contract.  Our  physicians  have 
found  this  option  very  helpful  in  assessing  the  relative  strengths 
and  weaknesses  of  different  positions,  ensuring  a stable,  long-term 
relationship  when  a contract  is  signed. 

Fax  your  CV  to  (281)  820-5582  or  email  to  mistycauthentg) 
msnhealth.com  and  a recruiter  will  contact  yon  with  openings. 


•medical  staffing  network,  inc. 


Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  871-7116, 
or  contact  Lisa  Gross  at  (972)  255-5533  or  (888)  K 
CLINIC. 

OB/GYN 

OB/GYN  physician  needed  as  Medical  Direc- 
tor of  Women's  Health  for  a progressive,  non- 
profit primary  healthcare  facility  serving  low- 
income,  uninsured  Central  Texas  families. 
Responsibilities  include:  16-20  hours  per  week  out- 
patient clinic  services;  join  existing  five-member  call 
group.  Bilingual  preferred.  Competitive  salary. 
Contact:  Medical  Director,  PCC,  2909  N.  IH-35, 
Austin,  Texas  78722  or  e-mail 
peoples@austinpcc.com. 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  871-7116,  or  contact 
Lisa  Gross  at  (972)  255-5533  or  (888) 

K CLINIC. 
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Other  Opportunties 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  423  14  D 

Houston,  TX  77242-2314  Stein 

FAX  713-493-2234  & Associates 


Methodist  Medical  Center  (MMC), 
one  of  Dallas’  oldest  and  largest 
not-for-profit  hospitals  is  a major 
teaching  and  referral  facility  and 
the  flagship  hospital  for  Methodist 
Hospitals  of  Dallas  which  includes: 
Charlton  Methodist  Hospital 
(CMH)  and  the  Methodist  Family 
Health  Centers  (MFHC).  Presently, 
we  are  interviewing  for  the 
following  positions: 

• Cardiology  - MMC  & CMH 

• Hematology/Oncology  - MMC 

• Rheumatology  - MMC 

• Otolaryngology  - MMC 

• Orthopaedic  Surgery  - MMC 

For  information  or  to  apply, 
contact  Susan  Coghurn: 
Phone  (214)  947H579 
Fax  (214)  947-4502 
E-mail  susancoghurn@mhd.com 
P.O.  Box  655999 
Dallas,  TX  75265-5999 


Radiology 

The  Veterans  Affairs  North  Texas  Health 
Care  System  (VANTHCS)  in  Dallas,  Texas  is 

actively  recruiting  fellowship-trained  radiologists 
with  an  interest  in  teachings,  research  and  excellent 
clinical  care.  We  are  looking  for  board  certified  fel- 
lowship-trained subspecialists  in  musculoskeletal 
imaging,  thoracic  imaging  and  neuro-imaging.  Our 
VA  Medical  Center  is  affiliated  with  the  University 
of  Texas  Southwestern  Medical  Center  (UTSWMC) 
at  Dallas  and  our  Radiology  Department  is  fully 
integrated  with  the  Department  of  Radiology  at 
UTSWMC.  UTSWMC  is  a part  of  a large  and 
dynamic  medical/ educational  complex  including  a 
school  of  medicine,  dentistry  and  allied  health.  Fac- 
ulty rank  at  the  University  of  Texas  Southwestern 
Medical  School  will  be  based  on  qualifications.  The 
Radiology  Department  at  VANTHCS  recently  moved 
into  a brand  new  $100  million  dollar  Clinical  Addi- 
tion. Our  Radiology  Department  is  a fully  digital 
department  with  filmless  radiology,  web  distribution 
of  images  to  referring  physicians,  and  state-of-the- 
art  equipment.  A competitive  salary  with  benefits  is 
offered.  Candidates  should  submit  their  letter  of 
intent  and  a copy  of  their  curriculum  vitae  to: 

Andre  J.  Duerinckx,  M.D.-Ph.D.,  Chief  of  Radiology 
Service  (114),  VA  North  Texas  Health  Care  System, 
4500  S.  Lancaster  Road,  Dallas,  Texas  75216, 

Phone:  (214)  857-0185,  Fax:  (214)  857-0173,  VA 
North  Texas  Health  Care  System  is  an  Equal  Oppor- 
tunity Employer. 

LEGAL  SERVICE 


DISCIPLINE  PROBLEMS? 

Attorney  with  1 5 years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminai  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http:/ /www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


hiaith  Care  iitigation 


• Restraint  of  Trade  Litigation 

• Peer  Review  Defense 

• Licensure  Hearings 

• Medicare  & Medicaid  Compiiance 

• Sale  & Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 

Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

’Not  certified  by  the  Board  of 
Legal  Specialization  by  choice 


FOR  SALE  OR  LEASE 


Medical  Newsletter  for  Sale 


Doctors  about  to  retire,  take  over  as  publisher 
and  editor  of  22-year-old  newsletter  with 
several  thousand  subscribers  throughout  USA 

Launched  in  1978  by  a physician  now  wishing  to 
retire  for  a second  time.  Aimed  at  non-medical 
readers  who  want  mcire  information  than  they  get 
from  TV,  papers,  etc.  It  is  published  “monthly” 

10  times  a year,  with  two-month  midsummer  and 
midwinter  breaks.  Conventional  medicine. 

Advantages  to  Purchase  Include: 

• Substantial  cash  flow  from  subscriptions 

• Reduced  personal  taxes 

• Collect  rent  from  your  corporation  for  office 
in  your  home. 

• Have  a corporate  car,  travel  and  attend  national 
and  international  meetings,  and  entertain  as  tax 
deductible  expenses. 

• Work  at  your  own  pace. 

James  G.  Armstrong,  M.D. 

3533  East  71st  Street.  Indianapolis,  IN  46220 
Telephone  (317)  253-7104 
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Equipment 

For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser.  Like 
new.  For  information,  fax  (281)  494-5034. 


Real  Estate 

Spectacular  crystal  clear  Blanco  river  prop- 
erty; 26  ac  with  400  ft.  of  riverfront;  swimming 
hole;  low  water  dam;  deep  water  well;  road  and 
cleared  building  site;  575K;  (512)  842-5550. 


Practices 

For  Sale:  Allergy  clinic  practice.  First  and  old- 
est in  Longview.  Beautiful  facility  with  excellent 
established  clientele.  Superb  location  between  two 
major  hospitals.  Please  reply  to  AD-1222, Texas 
Medicine,  401  W.  15th  Street,  Austin,  Texas  78701. 

ENT/ Allergy  practice  for  sale  in  North  Dallas 
suburban  city  of  Plano.  Tremendous  opportu- 
nity. Established  allergy  revenue  exceeds  monthly 
practice  overhead.  Want  to  retire.  Will  transition. 

Fax  CV  to  (972)  985-3801  or  e-mail  to 
' gift0025@airmail.net. 

For  Sale  -Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 

General,  Occupational  & Urgent  Care  prac- 
tice: Established  20  years.  3600  sq.  ft.  Presently 
staffed  by  me  and  2 PT  MD’s.  Perfect  for  2 FT  MD’s. 
6 exam  rooms,  lab,  x-ray,  2 MD  offices,  2 adm. 
offices.  Open  7 days  a week.  I'm  retiring.  Drennon 
Stringer,  MD.  (972)  980-1010. 

Private  Practice  for  Sale:  Upscale,  state  of 
the  art.  North  Dallas.  High  gross,  high  net.  No 
managed  care,  no  call.  Call  W.  Max  Frankum,  M.D. 
Medical  Director  (214)  478-3810. 
www.dallasmedicalassociates.com. 


Office  Space 

Newly  finished  medical  space.  Approx  1300 
square  feet.  Plano,  TX.  Frontage  to  busy  street  cor- 
ner. Access  to  lab,  x-ray,  and  support  staff.  Contact 
Dr.  Steve  Rakkar  (972)  208-2900. 

Bastrop  Wellness  Center  - Now  Leasing  -21 
miles  east  of  Austin  and  new  airport.  Conve- 
niently located  midway  between  South  Austin  and 
Smithville  hospitals.  Highest  growth  corridor  in 
Central  Texas.  Community  need  for  Dermatologist, 
ENT,  Allergist,  Rheumatologist,  Plastic  Surgeon  and 
most  specialists.  Call  (512)  321-4445.  Fax  (512) 
321-7300.  Curtis  McDonald  or  Joe  Emmert. 


EDUCATIONAL 

OPPORTUNITIES 


ULTRASOUND  EDUCATION 


Introduction  to  PV 

Vascular  Accreditation 

Emergency  Medicine 

Echocardiography 

Advance  Emergency 
Medicine 

Abdominal  (5  Day) 

OB/GW  (5  Day) 

Echo/Cardiac  Doppler 
Endovaginal 
Familv  Practice 


Dec.  1-2 

Nov.  4 

Nov.  16-18 

.Ian.  22-29,  2001 

Nov.  3-4 
Feb.  16-17,  2001 

Nov.  27-Dec.  1 
Jan.  8-12,  2001 

Dec.  4-8 
Jan,  15-19,2001 

Nov.  6-13 

Dec.  8-9 

Feb.  1-3,  2001 


Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location: 
minimum  enrollment  required.  Call  (800)  239- 
1361  for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street.  Houston,  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 


www.aheconti ne.com 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 


Sub-lease  of  1211  sq.  ft.  in  Round  Rock  Physi- 
cians Plaza  and  1924  sq.  ft.  in  Austin  Medical 
Plaza.  Up  to  three  days  per  week  available  imme- 
diately. For  information  call  Dr.  Bobby  Joe  Kennedy 
at  (512)  454-3781. 
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TMA  Planner 


February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  3-5,  2001 
TexMed  2001 

George  R.  Brown  Convention  Center 
Houston 


November  2000 

November  6 

Victoria 

Maintaining  Professional  Boundaries  and  Treating  Difficult  Patients 

November  8 

Corpus  Christi 

E&M  Auditing/Documentation 

November  9 

San  Antonio 

E&M  Auditing/Documentation 

November  10-11 

Irving 

Impairment  Evaluation  under  Workers’  Comp 

November  11 

Austin 

Nicotine  Dependence  and  Treatment 

November  13 

Beaumont 

Maintaining  Professional  Boundaries  and  Treating  Difficult  Patients 

November  15 

Austin 

Basics  of  PubMed  MEDLINE  Searching 

November  20 

San  Angelo 

Care  for  the  Caregiver 

November  28 

Mount  Pleasant 

Physician  Stress/Burnout 

November  28 

Amarillo 

E&M  Auditing/Documentation 

November  29 

Fort  Worth 

E&M  Auditing/Documentation 

November  30 

Longview 

E&M  Auditing/Documentation 

December  2000 

December  4 

McAllen 

E&M  Auditing/Documentation 

December  5 

Greenville 

Physician  Stress/Burnout 

December  5 

Abilene 

E&M  Auditing/Documentation 

December  7 

Waco 

E&M  Auditing/Documentation 
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Will  the  courtroom  be  vour  next 


practice  setting? 


One  out  of  every  five  Texas  physicians 
will  receive  a medical  malpractice  claim  this  year 


•hocking,  isn't  it?  One  in  five  Texas  * 
'hysicians  will  be  required  to  spend  time 
iway  from  their  patients  and  familie|^^ 
0 meet  with  attorneys,  testify  at 
lepositions  and  appear  in  court. 


Vt  TMLT,  we  believe  one  of  the  best  ways  to 
.eep  you  out  of  the  courtroom  is  to  enact  medical 
lability  reform  to  discourage  lawsuit  abuse  and  reduce 
he  total  number  of  claims  filed  against  physicians, 
f claims  frequency  artd  severity  continue  to  rise, 
o will  your  medical  liability  premiums.  Texas 
’hysicians  must  speak  out.  For  information:^ 

’lease  call  800-580-8658  or  email  tmlt2000(^tmlt.or2. 


rMLT  is  the  Texas  pnysician's  best  defense  against 
laims  jdcnd  lawsuits.  Just  hsk  the  one  in  five. 


TMni  Texas  Medical  Liability  Trust  Austin,  Texas  800*580»8658  www, tmlt.org 


Choose  TMLT. 


•rimwsta 


New  treatment  offers  hope  to  patients 
with  macular  degeneration 

The  Scott  & White  Division  of  Ophthalmology  now  offers  a new  treatment  for  patients 

recently  diagnosed  with  a certain  form  of  age-related  macular 
degeneration,  a devastating  condition  that  is  the  nation’s  chief 
cause  of  blindness. 

“This  treatment  provides 
new  hope  to  patients  with 
the  ‘wet’  form  of  age-relat- 
ed macular  degeneration  if 
the  condition  is  treated 
early. This  is  not  a cure,  but 

NORMAL  VISION 

it  can  stabilize  the  deterioration.  Some  patients 
report  an  improvement  in  their  vision,”  said  Robert 
Rosa,  M.D.,  Scott  & White  ophthalmologist  and  assis- 
tant professor  with  The  Texas  A&M  University  System 
Health  Science  Center  College  of  Medicine. 

For  more  information,  call  1-800-792-3710. 

VISION  AFFECTED  BY  THE  FORM  OF  AGE-REUTED  MACULAR  DEGENERATION  (AMO) 
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Physician  Referral  Network  (800)  792-3368 
Appointments  (800)  792-3710 


iV  Scott  & White  Memorial  Hospital  &.  Clinic 
S 2401  South  31st  Street,  Temple,  TX  76508 


www.sw.org 


f ™ ora  ESSAY 


I 


Newborn  screening  • Workers’  comp  liability  • Mexican  health  care 


December  2000 


The  maners  of 


f 

j 

Texas  medicine 
i UCSF  Library 
: Received  on:  IS-l. 

L-OO 

i 

1 

-j 

J 

VO  OOSlONVyj  NVS 
3AV  SnSSVNyVd  0£5 
iN3Wiyvd3a  S3viy3s  Aavyan 

89S  OOSIONVaJ  NVS  VlNdOJIlVO  AINH 

c o L oVU L 

Lt76  ll9ia-£  **OinV*****-H-H-«*»** 


rmonro 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 


V y hether  it's  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "hard  to  find”  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting.. .Why  should  you? 


1*888*234*1234 


Are  you  protecting  your 
savings  as  well  as  you 
protect  people’s  lives? 


Texas  Medic:il  Association 
Insurance  Trust 

Created  arid  endorsed  by  theTexas  Medical  Association 

RO  Box  I'D  I 

4()1  West  1 Stii  Street.  Suite  600 
Austin. Texas  TB'OT-ITO' 

Phone:  (800)  880-S181 
Weekdays  '^SO  a m.  to  S;30  p m 
Fax:  (512)  370-1799 
E-mail:  jprescott@tniait.org 
WWW  tmtiit  org 


T M A I T 
FINANCIAL 


SERVICES,  INC. 

nitm'  than  just  insurance 


Welcotne  to  the 
TMAH  & TFSI  website 

About  Texas  Medical  Association  Insurance  Trust 
(TMAIT)  and  TMAIT  Financial  Services.  Inc. 

► What  TMAIT  &TFSI  Can  Do  For  You 

^ Lipcoming  Seminars 

^ Services  & Benefits 

Meif/hcrs  & Resith  .■■■'■ 

Sitiilents 
(iroujj  Practices 
yo/t-Vefubers 

^ Today’s  News... And  I'he  Future 
^ Managemeni  & Staff 
Contact  T\UIT&TFSI 

Mttn-  hifonuaiioit 
! Qttrjlr 

How  fb  Start  ('sow  )biir  lienefps 


zone 


t:-- 


Texas  Medical  Association 
Insurance  Trust 


Announcing  the 
formation  of  TMAIT 
Financial  Services,  Inc. 

■ Asset  Protection  Measures 

■ Investment  Portfolio 
Adjustment 

■ Estate  Planning 

■ Comprehensive  Financial 
Planning 

■ Upcoming  Seminars 
and  News 

Visit  our  new  site  at 
www.tmait.org 


TMA-IT 
FINANCIAL 
SERVICES,  INC. 


Created  and  endorsed  by  the  Texas  Medical  Association 


more  than  just  insurance 


Cover  photograph  by  Susan  Gaetz 


Cover  Story 

I 

Hospice  care 

Their  time  is  short,  but  the  patients  at  Hospice  Austin  are  able  to  make  the  most 
of  the  time  they  have  left,  thanks  to  a dedicated  staff  of  physicians,  nurses,  and  ! 
other  health  care  professionals.  Hospice  care  is  more  about  living  than  dying  i 
and  making  a patient’s  final  days  as  meaningful  as  possible. 
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I Newborn  screening  24 

, Newborn  babies  in  this  country  are  screened  for  many  possible  illnesses  or  birth 
j defects,  but  not  every  state  screens  for  the  same  conditions.  The  cost  of  screening 
j;  and  the  availability  of  viable  treatments  are  major  factors  when  states  draw  up 
' screening  criteria.  Now,  some  physicians  and  parent  groups  are  asking  if  enough  is 
j being  done. 

I By  Johanna  Franke 

Law 

'Workers’  compensation  42 

Two  cases  wending  their  way  through  the  Texas  appellate  court  system  will  deter- 
mine whether  employers  who  don’t  carry  workers’  compensation  insurance  can  re- 
quire their  employees  to  give  up  the  right  to  sue  them  for  medical  costs  and  lost 
income  in  exchange  for  being  admitted  to  employer-funded  benefits  plans. 

■ By  Walt  Borges 
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IHealth  care  in  Mexico  48 

Americans  are  flocking  across  the  border  into  Mexico  in  droves  to  obtain  health 
care  services.  They’re  doing  so  because  the  services  are  usually  much  cheaper  than 
what  they  can  get  here  in  the  United  States  and  there  often  are  fewer  hassles  to 
' deal  with.  The  obvious  question  is,  are  they  sacrificing  safety  for  price? 

By  Laurie  Stoneham 
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I Prescription  drugs  54 

I Prescription  drugs  were  a major  issue  in  the  just-completed  presidential  election, 
but  they’ve  drawn  the  attention  of  state  lawmakers  as  well.  The  Texas  Legislature 
^ is  expected  to  take  a hard  look  at  the  driving  forces  behind  prescription  costs  and 
> assess  the  role  of  pharmacies  and  pharmacy  benefits  managers  in  the  session  that 
begins  next  month. 

By  Ken  Ortolon 
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Editor's 

Note 


That  old  saying  about  a picture 
being  worth  a thousand  word; 
was  never  more  true  than  in  the 
annual  Texas  Medicine  photo  es 
say  this  month. 

Photographer  Susan  Gaetz  spen 
countless  hours  at  Hospice  Austin  tc 
chronicle  the  loving  care  terminally  il 
patients  receive  in  their  final  days  fron 
the  physicians,  nurses,  social  workers 
and  other  staff  members  there.  The  re 
suit,  thanks  to  her  pictures  and  the 
words  of  Austin  writer  R.U.  Steinberg 
is  a moving  and  sometimes  heart- 
wrenching  glimpse  into  the  world  ol 
hospice  care. 

The  courage  and  dignity  these  dying 
patients  display  should  be  an  example 
to  all  of  us  and  a reminder  to  physi- 
cians that  hospice  care  is  a viable  op- 
tion when  there  is  nothing  more  that 
medical  science  can  do.  As  one  patient 
put  it,  “Everyone  is  going  to  die.  I don’t 
know  why  they  don’t  want  to  do  it 
well.” 

Our  thanks  to  the  physicians  and 
staff  of  Hospice  Austin,  and  especially 
to  the  patients  and  their  families,  who 
allowed  us  inside  and  who  shared  their 
thoughts  and  feelings  with  us.  They 
didn’t  have  to,  but  they  did. 

Elsewhere  in  this  month’s  issue 
you’ll  find  Contributing  Editor  Laurie 
Stoneham’s  report  on  Americans  cross- 
ing the  border  into  Mexico  to  get 
health  care.  They  do  so  because  it’s 
cheaper.  Glasses  for  $90,  including  the 
exam.  Wisdom  teeth  removed  for 
$170.  A month’s  supply  of  birth  control 
pills  for  $1.79.  The  question  is  whether 
it’s  safe.  As  another  old  saying  goes, 
you  get  what  you  pay  for. 
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brief  summary — CELEBREX^^  (celecoxib  capsules) 

Before  prescribing,  please  consult  complete  prescribing  information 

INDICATIONS  AND  USAGE 

For  relief  of  the  signs  and  symptoms  of  OA,  and  of  RA  in  adults. 

CONTRAINDICATIONS 

Celebrex  is  contraindicated  in  patients  with  known  hypersensitivity  to  celecoxib.  CELEBREX  should  not 
be  given  to  patients  who  have  demonstrated  allergic-type  reactions  to  sulfonamides.  CELEBREX  should 
not  be  given  to  patients  who  have  experienced  asthma,  urticaria,  or  allergic-type  reactions  after  taking 
aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic-like  reactions  to  NSAIDs  have  been  reported 
in  such  patients  (see  WARNINGS-Anaphylactoid  Reactions,  and  PRECAUTIONS- Preexisting  Asthma) 
WARNINGS 

Gastrointestinal  (Gl)  Effects  — Risk  of  Gl  Ulceration,  Bleeding,  and  Perforation;  Serious  Gl  toxicity  such 
as  bleeding,  ulceration,  and  perforation  of  the  stomach,  small  intestine  or  large  intestine,  can  occur  at 
any  time,  with  or  without  warning  symptoms,  in  patients  treated  with  NSAIDs.  Minor  upper  Gl 
problems,  such  as  dyspepsia,  are  common  and  may  also  occur  at  any  time  during  NSAID  therapy.  There- 
fore, physicians  and  patients  should  remain  alert  for  ulceration  and  bleeding,  even  in  the  absence  of 
previous  Gl  tract  symptoms.  Patients  should  be  informed  about  the  signs  and/or  symptoms  of  serious 
Gl  toxicity  and  the  steps  to  take  if  they  occur.  Only  1/5  patients  who  develop  a serious  upper  Gl  adverse 
event  on  NSAID  therapy  is  symptomatic.  Upper  Gl  ulcers,  gross  bleeding  or  perforation,  caused  by 
NSAIDs,  appear  to  occur  in  approximately  1%  of  patients  treated  for  3-6  months,  and  in  about  2-4% 
of  patients  treated  for  one  year.  These  trends  continue  thus,  increasing  the  likelihood  of  developing  a 
serious  Gl  event  at  some  time  during  the  course  of  therapy.  However,  even  short-term  therapy  is  not 
without  risk.  It  is  unclear,  at  the  present  time,  how  the  above  rates  apply  to  CELEBREX  (see  CLINICAL 
STUDIES- Special  Studies  in  the  complete  prescribing  information).  Among  5,285  patients  who 
received  CELEBREX  in  controlled  clinical  trials  of  1 to  6 months  duration  (most  were  3 month  studies) 
at  a daily  dose  of  200  mg  or  more,  2 (0.04%)  experienced  significant  upper  Gl  bleeding,  at  14  and  22 
days  after  initiation  of  dosing.  Approximately  40%  of  these  5,285  patients  were  in  studies  that  required 
them  to  be  free  of  ulcers  by  endoscopy  at  study  entry.  Thus  it  is  unclear  if  this  study  population  is  rep- 
resentative of  the  general  population.  Prospective,  long-term  studies  required  to  compare  the  incidence 
of  serious,  clinically  significant  upper  G!  adverse  events  in  patients  taking  CELEBREX  vs.  comparator 
NSAID  products  have  not  been  performed.  NSAIDs  should  be  prescribed  with  extreme  caution  in 
patients  with  a prior  history  of  ulcer  disease  or  Gl  bleeding,  Most  spontaneous  reports  of  fatal  Gl  events 
are  in  elderly  or  debilitated  patients  and  therefore  special  care  should  be  taken  in  treating  this  popu- 
lation. To  minimize  the  potential  risk  for  an  adverse  Gl  event,  the  lowest  effective  dose  should  be 
used  for  the  shortest  possible  duration.  For  high  risk  patients,  alternate  therapies  that  do  not  involve 
NSAIDs  should  be  considered.  Studies  have  shown  that  patients  with  a prior  history  of  peptic  ulcer 
disease  and/or  Gl  bleeding  and  who  use  NSAIDs,  have  a greater  than  10-fold  higher  risk  for  develop- 
ing a Gl  bleed  than  patients  with  neither  of  these  risk  factors.  In  addition  to  a past  history  of  ulcer 
disease,  pharmacoepidemiological  studies  have  identified  several  other  co-therapies  or  co-morbid  con- 
ditions that  may  increase  the  risk  for  Gl  bleeding  such  as:  treatment  with  oral  corticosteroids,  treat- 
ment with  anticoagulants,  longer  duration  of  NSAID  therapy,  smoking,  alcoholism,  older  age,  and  poor 
general  health  status 

Anaphylactoid  Reactions:  As  with  NSAIDs  in  general,  anaphylactoid  reactions  may  occur  in  patients 
without  known  prior  exposure  to  CELEBREX.  In  post-marketing  experience,  very  rare  cases  of  anaphy- 
lactic reactions  and  angioedema  have  been  reported  in  patients  receiving  CELEBREX.  CELEBREX  should 
not  be  given  to  patients  with  the  aspirin  triad.  This  symptom  complex  typically  occurs  in  asthmatic 
patients  who  experience  rhinitis  with  or  without  nasal  polyps,  or  who  exhibit  severe,  potentially  fatal 
bronchospasm  after  taking  aspirin  or  other  NSAIDs  (see  CONTRAINDICATIONS  and  PRECAUTIONS - 
Preexisting  Asthma),  Emergency  help  should  be  sought  in  cases  where  an  anaphylactoid  reaction  occurs. 
Advanced  Renal  Disease;  Treatment  with  CELEBREX  is  not  recommended. 

Pregnancy:  In  late  pregnancy  CELEBREX  should  be  avoided  because  it  may  cause  premature  closure  of 
the  ductus  arteriosus. 

PRECAUTIONS 

General:  CELEBREX  cannot  be  expected  to  substitute  for  corticosteroids  or  to  treat  corticosteroid  insuf- 
ficiency. The  pharmacological  activity  of  CELEBREX  in  reducing  inflammation,  and  possibly  fever,  may 
diminish  the  utility  of  these  diagnostic  signs  in  detecting  infectious  complications  of  presumed  non- 
infectious,  painful  conditions. 

Hepatic  Effects;  Borderline  elevations  of  one  or  more  liver  tests  may  occur  in  up  to  15%  of  patients 
taking  NSAIDs,  and  notable  elevations  of  ALT  or  AST  (approximately  three  or  more  times  the  upper 
limit  of  normal)  have  been  reported  in  approximately  1%  of  patients  in  clinical  trials  with  NSAIDs,  These 
laboratory  abnormalities  may  progress,  may  remain  unchanged,  or  may  be  transient  with  continuing 
therapy.  Rare  cases  of  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  liver 
necrosis  and  hepatic  failure  (some  with  fatal  outcome)  have  been  reported  with  NSAIDs.  In  controlled 
clinical  trials  of  CELEBREX,  the  incidence  of  borderline  elevations  of  liver  tests  was  6%  for  CELEBREX 
and  5%  for  placebo,  and  approximately  0.2%  of  patients  taking  CELEBREX  and  0,3%  of  patients  taking 
placebo  had  notable  elevations  of  ALT  and  AST,  A patient  with  symptoms  and/or  signs  suggesting  liver 
dysfunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  monitored  carefully  for  evidence 
of  the  development  of  a more  severe  hepatic  reaction  while  on  therapy  with  CELEBREX.  If  clinical  signs 
and  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (e.g.,  eosin- 
ophilia,  rash,  etc.),  CELEBREX  should  be  discontinued. 

Renal  Effects:  Long-term  administration  of  NSAIDs  has  resulted  in  renal  papillary  necrosis  and  other 
renal  injury.  Renal  toxicity  has  also  been  seen  in  patients  in  whom  renal  prostaglandins  have  a com- 
pensatory role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  of  an  NSAID  may 
cause  a dose-dependent  reduction  in  prostaglandin  formation  and,  secondarily,  in  renal  blood  flow,  which 
may  precipitate  overt  renal  decompensation.  Patients  at  greatest  risk  of  this  reaction  are  those  with 
impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics  and  ACE  inhibitors,  and 
the  elderly.  Discontinuation  of  NSAID  therapy  is  usually  followed  by  recovery  to  the  pretreatment  state. 
Clinical  trials  with  CELEBREX  have  shown  renal  effects  similar  to  those  observed  with  comparator  NSAIDs 
Caution  should  be  used  when  initiating  treatment  with  CELEBREX  in  patients  with  considerable  dehy- 
dration. It  is  advisable  to  rehydrate  patients  first  and  then  start  therapy  with  CELEBREX  Caution  is  also 
recommended  in  patients  with  pre-existing  kidney  disease  (see  WARNINGS-Advanced  Renal  Disease). 
Hematological  Effects:  Anemia  may  occur.  In  controlled  clinical  trials  the  incidence  of  anemia  was  0.6% 
with  CELEBREX  and  0.4%  with  placebo.  Patients  on  long-term  treatment  with  CELEBREX  should  have 
their  hemoglobin  or  hematocrit  checked  if  they  exhibit  any  signs  or  symptoms  of  anemia  or  blood  loss. 
Celebrex  does  not  generally  affect  platelet  counts,  prothrombin  time  (PT),  or  partial  thromboplastin 
hme  (PTT),  and  does  not  appear  to  inhibit  platelet  aggregation  at  indicated  dosages  (See  CLINICAL 
STUDIES  — Special  Studies  — Platelets  in  the  complete  prescribing  information). 

Fluid  Retention  and  Edema;  Fluid  retention  and  edema  may  occur  (see  ADVERSE  REACTIONS).  There- 
fore, Celebrex  should  be  used  with  caution  in  patients  with  fluid  retention,  hypertension,  or  heart  failure. 
Preexisting  Asthma;  Do  not  use  in  patients  with  aspirin-sensitive  asthma  because  of  the  risk  of  severe 
bronchospasm.  Use  with  caution  in  patients  with  preexisting  asthma. 

Laboratory  Tests:  Because  serious  Gl  tract  ulcerations  and  bleeding  can  occur  without  warning 
symptoms,  physicians  should  monitor  for  signs  or  symptoms  of  Gl  bleeding.  During  the  controlled 
clinical  trials,  there  was  an  increased  incidence  of  hyperchloremia  in  patients  receiving  celecoxib 
compared  with  patients  on  placebo.  Other  laboratory  abnormalities  that  occurred  more  frequently  in 
the  patients  receiving  celecoxib  included  hypophosphatemia,  and  elevated  BUN,  These  laboratory 
abnormalities  were  also  seen  in  patients  who  received  comparator  NSAIDs  in  these  studies.  The  clinical 
significance  of  these  abnormalities  has  not  been  established. 

Drug  Interactions:  General:  Celecoxib  metabolism  is  predominantly  mediated  via  cytochrome  P450  2C9 
in  the  liver.  Co-administration  of  celecoxib  with  drugs  that  are  known  to  inhibit  2C9  should  be  done 
with  caution.  In  vitro  studies  indicate  that  celecoxib,  although  not  a substrate,  is  an  inhibitor  of  cyto- 
chrome P450  2D6.  Therefore,  there  is  a potential  for  an  in  vivo  drug  interaction  with  drugs  that  are  metab- 
olized by  P450  2D6  ACE  inhibitors  Reports  suggest  that  NSAIDs  may  diminish  the  antihypertensive 
effect  of  Angiotensin  Converting  Enzyme  (ACE)  inhibitors.  This  interaction  should  be  given  considera- 
tion in  patients  taking  CELEBREX  concomitantly  with  ACE-inhibitors  Furosemide  Clinical  studies,  as  well 
as  post  marketing  observations,  have  shown  that  NSAIDs  can  reduce  the  natriuretic  effect  of  furosemide 
and  thiazides  in  some  patients.  This  response  has  been  attributed  to  inhibition  of  renal  prostaglandin 
synthesis.  Aspirin:  CELEBREX  can  be  used  with  low  dose  aspirin.  However,  concomitant  administration 
of  aspirin  with  CELEBREX  may  result  in  an  increased  rate  of  Gl  ulceration  or  other  complications 
compared  to  use  of  CELEBREX  alone  (see  CLINICAL  STUDIES  — Special  Studies  — Gastrointestinal  in  the 
complete  prescribing  information).  Because  of  its  lack  of  platelet  effects,  CELEBREX  is  not  a substitute 
for  aspirin  For  cardiovascular  prophylaxis.  Fluconazole:  Concomitant  administration  of  fluconazole  at 


200  mg  QD  resulted  in  a two-fold  increase  in  celecoxib  plasma  concentration.  This  increase  is  due  to 
the  inhibition  of  celecoxib  metabolism  via  P450  2C9  by  fluconazole  (see  Pharmacokinetics-Metabo- 
lism). Celebrex  should  be  introduced  at  the  lowest  recommended  dose  in  patients  receiving  flucona- 
zole. Lithium:  In  a study  conducted  in  healthy  subjects,  mean  steady-state  lithium  plasma  levels 
increased  approximately  17%  in  subjects  receiving  lithium  450  mg  BID  with  CELEBREX  200  mg  BID  as 
compared  to  subjects  receiving  lithium  alone.  Patients  on  lithium  treatment  should  be  closely  moni- 
tored when  CELEBREX  is  introduced  or  withdrawn.  Methotrexate:  In  an  interaction  study  of  rheuma- 
toid arthritis  patients  taking  methotrexate,  CELEBREX  did  not  have  a significant  effect  on  the  pharma- 
cokinetics of  methotrexate  Warfarin:  Anticoagulant  activity  should  be  monitored,  particularly  in  the  first 
few  days,  after  initiating  or  changing  CELEBREX  therapy  in  patients  receiving  warfarin  or  similar  agents 
since  these  patients  are  at  an  increased  risk  of  bleeding  complications.  The  effect  of  celecoxib  on  the 
anticoagulant  effect  of  warfarin  was  studied  in  a group  of  healthy  subjects  receiving  daily  doses  of  2 
to  5 mg  of  warfarin.  In  these  subjects,  celecoxib  did  not  alter  the  anticoagulant  effect  of  warfarin  as 
determined  by  prothrombin  time.  However,  in  post-marketing  experience,  bleeding  events  have  been 
reported,  predominantly  in  the  elderly,  in  association  with  increases  in  prothrombin  time  in  patients 
receiving  CELEBREX  concurrently  with  warfarin  Carcinogenesis,  mutagenesis,  impairment  of  fertility- 
Celecoxib  was  not  carcinogenic  in  rats  given  oral  doses  up  to  200  mg/kg  for  males  and  10  mg/kg  for 
females  (approximately  2-  to  4-fold  the  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID) 
or  in  mice  given  oral  doses  up  to  25  mg/kg  for  males  and  50  mg/kg  for  females  (approximately  equal 
to  human  exposure  as  measured  by  the  AUCo-24  at  200  mg  BID)  for  two  years.  Celecoxib  was  not  muta- 
genic in  an  Ames  test  and  a mutation  assay  in  Chinese  hamster  ovary  (CHO)  cells,  nor  clastogenic  in 
a chromosome  aberration  assay  in  CHO  cells  and  an  in  vivo  micronucleus  test  in  rat  bone  marrow.  Cele- 
coxib did  not  impair  male  and  female  fertility  in  rats  at  oral  doses  up  to  600  mg/kg/day  (approximately 
11-fold  human  exposure  at  200  mg  BID  based  on  the  AUCo-24). 

Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  Celecoxib  was  not  teratogenic  in  rabbits  up  to 
an  oral  dose  of  60  mg/kg/day  (equal  to  human  exposure  at  200  mg  BID  as  measured  by  AUCo-24); 
however,  at  oral  doses  ?150  mg/kg/day  (approximately  2-fold  human  exposure  at  200  mg  BID  as 
measured  by  AUCp-24),  an  increased  incidence  of  fetal  alterations,  such  as  ribs  fused,  sternebrae  fused 
and  sternebrae  misshapen,  was  observed.  A dose-dependent  increase  in  diaphragmatic  hernias  was 
observed  in  one  of  two  rat  studies  at  oral  doses  >30  mg/kg/day  (approximately  6-fold  human  exposure 
based  on  the  AUCo-24  at  200  mg  BID).  There  are  no  studies  in  pregnant  women.  CELEBREX  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonterato- 
genic  effects:  Celecoxib  produced  preimplantation  and  post-implantation  losses  and  reduced  embryo/ 
fetal  survival  in  rats  at  oral  dosages  >50  mg/kg/day  (approximately  6-fold  human  exposure  based  on 
the  AUCo-24  at  200  mg  BID).  These  changes  are  expected  with  inhibition  of  prostaglandin  synthesis 
and  are  not  the  result  of  permanent  alteration  of  female  reproductive  function,  nor  are  they  expected 
at  clinical  exposures.  No  studies  have  been  conducted  to  evaluate  the  effect  of  celecoxib  on  the  closure 
of  the  ductus  arteriosus  in  humans.  Therefore,  use  of  CELEBREX  during  the  third  trimester  of  pregnancy 
should  be  avoided.  Labor  and  delivery:  Celecoxib  produced  no  evidence  of  delayed  labor  or  parturi- 
tion at  oral  doses  up  to  100  mg/kg  in  rats  (approximately  7-fold  human  exposure  as  measured  by  the 
AUCo-24  3t  200  mg  BID).  The  effects  of  CELEBREX  on  labor  and  delivery  in  pregnant  women  are  unknown. 
Nursing  mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs 
are  excreted  in  human  milk  and  because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  Celebrex,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  pediatric  patients  below  the  age  of  18  years  have  not  been 
evaluated. 

Geriatric  Use:  Of  the  total  number  of  patients  who  received  CELEBREX  in  clinical  trials,  more  than  2,100 
were  65-74  years  of  age,  while  approximately  800  additional  patients  were  75  years  and  over.  While 
the  incidence  of  adverse  experiences  tended  to  be  higher  in  elderly  patients,  no  substantial  differences 
in  safety  and  effectiveness  were  observed  between  these  subjects  and  younger  subjects.  Other  reported 
clinical  experience  has  not  identified  differences  in  response  between  the  elderly  and  younger  patients, 
but  greater  sensitivity  of  some  older  individuals  cannot  be  ruled  out.  In  clinical  studies  comparing  renal 
function  as  measured  by  the  GFR,  BUN  and  creatinine,  and  platelet  function  as  measured  by  bleeding 
time  and  platelet  aggregation,  the  results  were  not  different  between  elderly  and  young  volunteers. 
ADVERSE  REACTIONS 

Adverse  events  occurring  in  >2%  of  Celebrex  patients  regardless  of  causality  at  recommended  doses 
(N=4146):  abdominal  pain  4.1%,  diarrhea  5.6%,  dyspepsia  8.8%,  flatulence  2.2%,  nausea  3.5%,  back  pain 
2.8%,  peripheral  edema  2.1%,  injury-accidental  2.9%,  dizziness  2.0%,  headache  15.8%,  insomnia  2.3%, 
pharyngitis  2.3%,  rhinitis  2.0%,  sinusitis  5.0%,  upper  respiratory  tract  infection  8.1%,  rash  2.2%.  In  placebo- 
or  active-controlled  clinical  trials,  the  discontinuation  rate  due  to  adverse  events  was  7.1%  for  patients 
receiving  CELEBREX  and  6.1%  for  patients  receiving  placebo.  Among  the  most  common  reasons  for  dis- 
continuation due  to  adverse  events  in  the  CELEBREX  treatment  groups  were  dyspepsia  and  abdominal 
pain  (cited  as  reasons  for  discontinuation  in  0.8%  and  0.7%  of  CELEBREX  patients,  respectively).  Among 
patients  receiving  placebo,  0.6%  discontinued  due  to  dyspepsia  and  0.6%  withdrew  due  to  abdominal 
pain.  The  following  adverse  events  occurred  in  0.1-1.9%  of  patients  regardless  of  causality. 

Celebrex  (100-200  mg  BID  or  200  mg  QD):  Gl:  Constipation,  diverticulitis,  dysphagia,  eructation,  esoph- 
agitis, gastritis,  gastroenteritis,  gastroesophageal  reflux,  hemorrhoids,  hiatal  hernia,  melena,  dry  mouth, 
stomatitis,  tenesmus,  tooth  disorder,  vomiting;  Cardiovascular:  Aggravated  hypertension,  angina 
pectoris,  coronary  artery  disease,  myocardial  infarction;  General:  Allergy  aggravated,  allergic  reaction, 
asthenia,  chest  pain,  cyst  NOS,  edema  generalized,  face  edema,  fatigue,  fever,  hot  flushes,  influenza- 
like symptoms,  pain,  peripheral  pain;  Resistance  mechanism  disorders:  Herpes  simplex,  herpes  zoster, 
infection  bacterial,  infection  fungal,  infection  soft  tissue,  infection  viral,  moniliasis,  moniliasis  genital, 
otitis  media;  Central,  peripheral  nervous  system:  Leg  cramps,  hypertonia,  hypoesthesia,  migraine,  neu- 
ralgia, neuropathy,  paresthesia,  vertigo;  Female  reproductive:  Breast  fibroadenosis,  breast  neoplasm, 
breast  pain,  dysmenorrhea,  menstrual  disorder,  vaginal  hemorrhage,  vaginitis,  Male  reproductive:  Pro- 
static  disorder;  Hearing  and  vestibular:  Deafness,  ear  abnormality,  earache,  tinnitus;  Heart  rate  and 
rhythm:  Palpitation,  tachycardia;  Liver  and  biliary  system:  Hepatic  function  abnormal,  SGOT  increased, 
SGPT  increased;  Metabolic  and  nutritional:  BUN  increased,  CPK  increased,  diabetes  mellitus,  hyper- 
cholesterolemia, hyperglycemia,  hypokalemia,  NPN  increase,  creatinine  increased,  alkaline  phosphatase 
increased,  weight  increase;  Musculoskeletal.  Arthralgia,  arthrosis,  bone  disorder,  fracture  accidental, 
myalgia,  neck  stiffness,  synovitis,  tendinitis;  Platelets  (bleeding  or  clotting):  Ecchymosis,  epistaxis, 
thrombocythemia;  Psychiatric:  Anorexia,  anxiety,  appetite  increased,  depression,  nervousness,  som- 
nolence; Hemic:  Anemia;  Respiratory:  Bronchitis,  bronchospasm,  bronchospasm  aggravated,  coughing, 
dyspnea,  laryngitis,  pneumonia;  Skin  and  appendages:  Alopecia,  dermatitis,  nail  disorder,  photo- 
sensitivity reaction,  pruritus,  rash  erythematous,  rash  maculopapular,  skin  disorder,  skin  dry,  sweating 
increased,  urticaria;  Application  site  disorders:  Cellulitis,  dermatitis  contact,  injection  site  reaction,  skin 
nodule;  Special  senses:  Taste  perversion;  Urinary  system:  Albuminuria,  cystitis,  dysuria,  hematuria,  mic- 
turition frequency,  renal  calculus,  urinary  incontinence,  urinary  tract  infection;  Vision:  Blurred  vision, 
cataract,  conjunctivitis,  eye  pain,  glaucoma. 

Other  serious  adverse  reactions  which  occur  rarely  |<0.1%),  regardless  of  causality:  The  following  serious 
adverse  events  have  occurred  rarely  in  patients,  taking  CELEBREX.  Cardiovascular:  Syncope,  conges- 
tive heart  failure,  ventricular  fibrillation,  pulmonary  embolism,  cerebrovascular  accident,  peripheral 
gangrene,  thrombophlebitis;  Gl:  Intestinal  obstruction,  intestinal  perforation,  Gl  bleeding,  colitis  with 
bleeding,  esophageal  perforation,  pancreatitis,  cholelithiasis,  ileus;  Hemic  and  lymphatic:  Thrombo- 
cytopenia; Nervous  system:  Ataxia,  Renal:  Acute  renal  failure;  General:  Sepsis,  sudden  death. 
OVERDOSAGE 

Symptoms  following  acute  NSAID  overdoses  are  usually  limited  to  lethargy,  drowsiness,  nausea, 
vomiting,  and  epigastric  pain,  which  are  generally  reversible  with  supportive  care.  Gl  bleeding  can  occur. 
Hypertension,  acute  renal  failure,  respiratory  depression  and  coma  may  occur,  but  are  rare.  Anaphy- 
lactoid reactions  have  been  reported  with  therapeutic  ingestion  of  NSAIDs,  and  may  occur  following 
an  overdose.  Patients  should  be  managed  by  symptomatic  and  supportive  care  following  an  NSAID 
overdose.  There  are  no  specific  antidotes.  No  information  is  available  regarding  the  removal  of  cele- 
coxib by  hemodialysis,  but  based  on  its  high  degree  of  plasma  protein  binding  (>97%)  dialysis  is  unlikely 
to  be  useful  in  overdose.  Emesis  and/or  activated  charcoal  (60  to  100  g in  adults,  1 to  2 g/kg  in  children) 
and/or  osmotic  cathartic  may  be  indicated  in  patients  seen  within  4 hours  of  ingestion  with  symptoms 
or  following  a large  overdose.  Forced  diuresis,  alkalinization  of  urine,  hemodialysis,  or  hemoperfusion 
may  not  be  useful  due  to  high  protein  binding.  ~ 70/15/99  • CE18246V 
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From  Your 
President 


“To  be  suitable" 


By  Jim  Rohack,  MD,  TMA  President 

1^^  ompetence  is  derived  from  the 
I I Latin  root  competere,  which  means 
I “to  be  suitable.”  In  response  to 
B B pressures  for  accountability 

to  patients  and  payers  by  the  med- 
ical profession,  there  has  been  a move- 
ment in  the  last  2 years  in  the 
Accreditation  Council  on  Graduate  Med- 
ical Education  (ACGME)  and  the  Ameri- 
can Board  of  Medical  Specialties  (ABMS) 
to  define  a competent  physician. 

This  will  be  seen  in  2002  as  specific 
competencies  that  each  residency  pro- 
gram must  define  and  measure  to  allow 
trainees  to  successfully  complete  a pro- 
gram. Residency  programs  must  re- 
quire their  residents  to  develop  these 
six  general  competencies: 

1.  Patient  care.  Residents  must  be  able 
to  provide  care  that  is  compassion- 
ate, appropriate,  and  effective  for 
treating  health  problems  and  pro- 
moting health. 

2.  Professionalism.  They  must  demon- 
strate a commitment  to  professional 
responsibilities,  adherence  to  ethical 
principles,  and  a sensitivity  to  a di- 
verse patient  population. 

3.  Medical  knowledge.  They  must 
demonstrate  their  knowledge  of  es- 
tablished and  evolving  biomedical, 
clinical,  and  cognate  sciences  and 
their  application  to  patient  care. 

4.  Interpersonal  and  communication 
skills.  Residents  must  demonstrate 
skills  that  result  in  effective  infor- 


mation exchange  and  teaming  with 
patients,  their  families,  and  profes- 
sional associates. 

5.  Practice-based  learning  and  improve- 
ment. They  must  be  able  to  investi- 
gate and  evaluate  their  patient  care 
practices,  appraise  and  assimilate 
scientific  evidence,  and  improve 
their  patient  care  practices. 

6.  Systems-based  practice.  Residents 
must  be  able  to  demonstrate  an 
awareness  of  and  responsiveness  to 
the  larger  context  and  system  of 
health  care  and  the  ability  to  effec- 
tively call  on  system  resources  to 
provide  care  that  is  of  optimal  value. 

Those  who  have  completed  training 
and  are  certified  by  a member  board  of 
the  ABMS  will  be  required  to  maintain 
and  demonstrate  their  competency 
throughout  their  career  through  life- 
long learning  and  ongoing  improve- 
ment of  practice.  Those  components 
will  include  evidence  of  professional 
standing,  commitment  to  lifelong 
learning,  cognitive  expertise,  and  eval- 
uation of  the  individual  physician’s  per- 
formance in  practice. 

Gurrently,  the  AGGME  and  ABMS 
are  working  together  to  create  the 
tighter  linkages  between  accreditation 
and  certification  processes. 

We  should  reflect  and  give  thanks  for 
this  wonderful  profession  of  medicine. 
But  we  know  we  must  constantly  commit 
to  improve  the  care  we  give  to  those  we 
serve  and  be  accountable  for  ourselves 
and  others.  Defining  and  measuring  the 
competency  needed  to  prove  that  an  in- 
dividual has  the  knowledge,  skills,  and 
attributes  to  be  a physician  are  among 
the  basic  roots  of  the  American  Medical 
Association  and  the  Texas  Medical  Asso- 
ciation. The  noble  goal  of  protecting  the 
public  from  those  who  are  unworthy  will 
continue  to  be  our  mission. 

I extend  my  best  wishes  to  you  and 
your  family  and  I hope  the  New  Year  is 
one  of  health  and  happiness.  ★ 
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By  Rod  Borlase,  JD 

I’m  glad  I still  read  newspapers  every 
day  and  have  not  abandoned  televi- 
sion altogether,  because  I’m  reminded 
daily  that  I cannot  trust  my  doctor. 
Every  day  — indeed  several  times 
each  day  — I’m  urged  to  ask  my  doctor 
about  prescription  drugs  from  Allegra  to 
Zoloft,  and  many  more  in  between!  Evi- 
dently my  doctor  may  be  too  remiss  to 
prescribe  them,  even  if  I need  them.  (See 
“Who’s  Writing  the  Prescriptions?”  Au- 
gust 2000  Texas  Medicine,  pp  44-5 1.) 

I often  must  scrutinize  these  ads 
multiple  times  for  important  informa- 
tion, such  as  why  I might  need  a par- 
ticular drug.  Oddly,  I’ve  examined 
some  a dozen  times  or  more  and  still 
don’t  know  how  my  health  might  ben- 
efit or  what  secret  malady  might  be  re- 
lieved or  cured. 

My  doctor  will  be  pleased.  I’m  sure, 
not  only  that  I’m  going  in  for  a physical 
examination  soon,  but  also  that  I will 
be  armed  with  an  astonishingly  long  list 
of  prescription  drugs  he  might  not  con- 
sider. I can  hardly  wait  to  see  his  smile. 


because  I’ve  not  been  a very  good  pa- 
tient over  the  past  two  decades.  He’s  ac- 
tually had  to  save  my  life  a couple  of 
times  — maybe,  had  I been  providing 
my  own  pharmaceutical  checklist,  my 
appendix  might  not  have  burst. 

Sometimes  my  jaded  side  takes  over. 
I become  skeptical  as  to  whether  my  list 


is  really  as  useful  or  necessary  as  these 
ads  suggest.  For  instance,  years  before  I 
found  my  doctor,  I gobbled  down  mul- 
tiple over-the-counter  analgesics  to 
quiet  my  several,  now-arthritic  adoles- 
cent misbehaviors,  broken  bones,  and 
sprained  and  tortured  joints.  Moreover, 
I gobbled  a few  over-the-counter  anti- 
histamines each  day  to  quell  the  effects 
of  hyperallergenic,  near-tropical  Hous- 
ton. I think  my  local  pharmacist  was 
falling  in  love  with  me  from  afar, 
’though  she  made  no  move. 

It  dawned  on  me  one  day  that  de- 
spite these  medications,  my  hands, 
shoulder,  knees,  and  ankles  still  ached, 
and  my  sinuses  still  clogged  and  drib- 
bled, and  the  only  perceptible  effect 
was  constipation! 

So  I quit  them  all.  Cold  turkey!  No  as- 
pirin, Tylenol,  or  ibuprofen,  no  antihist- 
amines — indeed,  nothing.  My  aches 
and  pains  did  not  get  worse,  so  they 


clearly  hadn’t  gotten  better.  My  allergies 
did  not  get  worse  — how  could  they?  — 
so  they  clearly  hadn’t  improved  either. 
Mercifully,  constipation  ceased  to  be  a 
problem!  (Asians  are  right,  you  know  — 
everything  critical  to  personal  well-be- 
ing and  quality  of  life  does  take  place 
below  the  navel!) 


So,  despite  my  skepticism.  I’m  taking 
my  Madison  Avenue  drug  list  along  to 
my  doctor,  more  as  an  aid  to  him,  mind 
you,  so  he  does  not  neglect  me  in  any 
way  that  disparages  the  pharmaceutical 
industry’s  bottom  line.  After  all.  I’ve  al- 
ready been  warned  that  these  new  mir- 
acles may  wreck  my  kidneys,  ruin  my 
liver,  eat  holes  in  my  stomach  and  intes- 
tines, or  give  me  dry  mouth,  acid  indi- 
gestion, and/or  diarrhea.  Should  I be 
pregnant,  become  pregnant,  capable  of 
getting  pregnant,  or  be  able  to  spell 
pregnant,  develop  a rash,  or  get  dizzy, 
pass  out,  or  experience  chest  pains,  I am 
warned  to  see  my  doctor  immediately! 

Why  am  I telling  you  this?  Because  I 
have  a good  doctor,  to  whom  I owe  my 
life  a couple  of  times  over.  Why  is  he, 
and  why  are  you,  letting  the  pharmaceu- 
tical industry  get  away  with  this?  That  is 
my  question  to  medical  professionals. 
Has  the  medical  profession  become  so 


Succinctly  put,  it  is  time  to  either 
take  all  the  drug  pushers  off  the  street  corner 
or  quit  favoring  one  gang  over  another! 
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beleaguered,  emasculated,  or  abused  h) 
the  pharmaceutical  industry,  commercia 
health-care  provider  schemes,  and  gov 
ernment  meddling  that  it  can  no  longei 
resist,  mount  a defense  against,  or  ever 
complain  about  this  palpable  incursior 
into  its  traditional  domain? 

In  a v^ord,  I believe  this  is  all  highl); 
unethical.  I do  not  believe,  even  in  the 
name  of  commercial  free  speech,  that 
the  pharmaceutical  industry  ought  tc, 
use  Madison  Avenue  techniques  to  cre- 
ate a bunch  of  hypochondriac  pharma 
ceutical  junkies  — excuse  me,  I meant 
to  say  “a  market”  — to  endorse  and  pro- 
mote medical  pathologies  where  thel 
malady  does  not  really  originate  witfr 
the  patient.  I don’t  believe  the  medical 
establishment  should  stand  for  it,  and  1 
don’t  understand  why  it  does.  Indeed,  1 
would  ask  my  friends  — and  I do  con- 
sider my  doctor  a friend  — when  does 
the  medical  establishment  become  com- 
plicit  with  this  patent  drug  pushing? 

Succinctly  put,  it  is  time  to  either 
take  all  the  drug  pushers  off  the  street 
corner  or  quit  favoring  one  gang  over 
another!  ★ 
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Mewsmakers 


"ort  Worth  ophthalmologist  Lee  S.  An- 
Jerson,  MD,  has  been  appointed  presi- 
dent of  the  Texas  State  Board  of 
VIedical  Examiners  by  Gov  George  W. 
3ush.  He  succeeds  William  H.  Fleming 
illl,  MD,  vice  speaker  of  the  TMA  House 
pf  Delegates.  Dr  Fleming  will  remain 
iDn  the  board. 

Jeff  Andresen,  MD,  professor  of  psychi- 
‘atry  at  The  University  of  Texas  South- 
western Medical  Genter  at  Dallas, 
received  the  2000  Edith  Sabshin  Teach- 
ling  Award  from  the  American  Psycho- 
analysis Association. 

R.  Dennis  Bastron,  MD,  professor  of 
I anesthesiology  at  the  Texas  A&M  Uni- 
Iversity  System  Health  Science  Center 
I College  of  Medicine,  has  been  ap- 
I pointed  head  of  the  college’s  Depart- 
jment  of  Humanities  in  Medicine. 

Rotary  International  has  honored 
Houston  pediatrician  Gerardo  Cabrera- 
|iMeza,  MD,  for  his  service  and  17  years 
of  perfect  attendance. 

■ Officers  of  the  Texas  Academy  of  Inter- 
nal Medicine,  the  Texas  chapter  of  the 
ACP-ASIM,  were  installed  in  Novem- 
ber. Phillip T.  Cain,  MD,  Temple,  is  pres- 
ident. Joe  Cunningham,  MD,  Waco,  is 


Lee  S.  Anderson,  MD  PhillipT.  Cain,  MD 


Patrick  S.  Pevoto,  MD  Raymond  Remmers,  MD 


president-elect.  The  academy  also  pre- 
sented its  2000  Laureate  Award  to 
Stanton  P.  Fischer,  MD,  Houston;  Ray- 
mond Remmers,  MD,  Galveston;  and 
Marvin  Stone,  MD,  Dallas,  in  November. 
Edith  Irby  Jones,  MD,  Houston,  received 
the  2000  Texas  Chapter  Volunteerism 
and  Community  Service  Award. 

The  Texas  Medical  Association  Insur- 
ance Trust  Board  of  Trustees  named 
new  officers  at  its  annual  meeting  in 
September.  Fred  F.  Ciarochi,  MD,  a Dun- 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine,  401  W 15th 
St,  Austin,  TX  78701;  fax  (512)  370-1629;  e-mail  larry.besaw@texmed.org. 


Fred  F.  Ciarochi,  MD  Edith  Irby  Jones,  MD 


John  H.  Richards,  MD  Marvin  Stone,  MD 


canville  endocrinologist,  and  Edwin  R. 
Buster  III  MD,  an  Austin  neurosurgeon, 
were  unanimously  elected  chair  and 
secretary,  respectively,  for  1-year  terms. 
Other  officers  are  Patrick  S.  Pevoto, 
MD,  Austin;  Harry  E.  Hall,  MD,  Lubbock; 
and  George  O.  Zenner,  Jr,  MD,  Houston. 

Francisco  Cigarroa,  MD,  associate  profes- 
sor of  surgery  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio, 
has  been  named  the  school’s  new  presi- 
dent by  the  UT  System  Board  of  Regents. 
He  will  succeed  John  P.  Howe  III,  MD, 
who  has  retired  after  16  years  in  the  pres- 
idency. Dr  Cigarroa  has  been  on  the  fac- 
ulty of  the  health  science  center  since 
1995.  He  specializes  in  pediatric  and 
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adult  kidney,  liver,  and  intestinal  trans- 
plantation. A native  of  Laredo,  Dr  Cigar- 
roa  earned  a bachelor’s  degree  from  Yale 
University  and  a medical  degree  from 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas.  He  is  the  direc- 
tor of  general  pediatric  surgery  and  pedi- 
atric abdominal  organ  transplants  at 
University  Hospital. 

Baylor  College  of  Medicine  president 
Ralph  Feigin,  MD,  has  been  appointed 
to  the  Board  of  Governors  of  the  Na- 
tional Institutes  of  Health  and  Warren 
Grant  Magnuson  Clinical  Center. 

Nora  A.  Janjan,  MD,  of  Houston,  is  the 
new  president-elect  of  the  American 
Society  of  Therapeutic  Radiology. 

Ishwaral  Jialal,  MD,  director  of  the  Divi- 
sion of  Clinical  Biochemistry  and  Hu- 
man Metabolism  at  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas,  received  the  2000  Grace  Gold- 
smith Award  from  the  American  Col- 
lege of  Nutrition  for  significant 
scientific  achievement. 

William  Klish,  MD,  chief  of  gastroen- 
terology and  nutrition  at  Texas  Chil- 
dren’s Hospital  in  Houston,  received 
the  Shwachman  Award  from  the  North 
American  Society  for  Pediatric  Gas- 
troenterology and  Nutrition  for  a life- 
time of  leadership  and  academic 
accomplishment. 

Two  physicians  have  been  elected  to  fill 
unexpired  terms  through  May  2001  on 
the  TMA  Foundation  Board  of  Trustees. 
They  are  Bobby  Q.  Lanier,  MD,  of  Fort 
Worth,  vice  president;  and  Robert  Bern- 
stein, MD,  of  Austin,  executive  commit- 
tee member-at-large. 

John  H.  Richards,  MD,  of  Fort  Worth,  a 
family  practice  physician  since  1946, 
has  received  the  Gold  Headed  Cane 
Award  from  the  Tarrant  County  Medical 
Society.  The  award  honors  physicians 
for  their  pursuit  of  the  highest  standards 
of  scientific  excellence  and  integrity. 

The  Texas  Society  for  Gastroenterology 
and  Endoscopy  has  elected  the  following 


officers:  Lawrence  Schiller,  MD,  Dallas, 
president;  Thomas  McHorse,  MD,  Austin, 
vice  president;  Frank  Lanza,  MD,  Houston, 
secretary;  and  Delbert  Chumley,  MD,  San 
Antonio,  treasurer.  Dr  Lanza  also  received 
the  society’s  Marcel  Patterson-Robert  Nel- 
son Award.  The  award  was  established  in 
commemoration  of  two  physicians  who 
were  instrumental  in  the  formation  of  the 
society  and  whose  efforts  resulted  in  its 
initial  growth  and  success. 

Margaret  R.  Spitz,  MD,  of  Houston,  re- 
ceived the  Distinguished  Service  Award 
from  the  American  Society  of  Preven- 
tive Oncology. 

Dallas  surgeon  James  L.  Sweatt  III,  MD, 
has  been  appointed  to  the  Texas  State 
University  System  Board  of  Regents  by 
Gov  George  W.  Bush.  The  board  over- 
sees Angelo  State  University,  Lamar 
University,  Sam  Houston  State  Univer- 
sity, Southwest  Texas  State  University, 
Sul  Ross  State  University,  and  Sul 
Ross’s  Rio  Grande  College. 

HudaY.  Zoghbi,  MD,  a Howard  Hughes 
Medical  Institute  investigator  and  a 
professor  in  the  departments  of  pedi- 
atrics, neurology,  neuroscience,  and 
molecular  and  human  genetics  at  Bay- 
lor College  of  Medicine  in  Houston,  has 
been  elected  to  the  Institute  of  Medi- 
cine. Dr  Zoghbi  is  the  first  woman  from 
the  school  selected  to  the  institute. 


Deaths 

Reuben  H.  Adams,  MD,  73;  Dallas; 
Duke  University  School  of  Medicine, 
1953;  died  September  11,  2000. 

John  W.  Barnhill,  MD,  66,  Dallas;  Uni- 
versity of  Oklahoma  College  of  Medi- 
cine, 1959;  died  October  6,  2000. 

P.  Lamar  Jackson,  MD,  72;  Houston; 
Baylor  College  of  Medicine,  1953;  died 
October  2,  2000. 

Wiley  J.  Jinkins,  Jr,  MD,  83;  Galveston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1940;  died  August  17, 
2000. 


Douglas  E.  Jordan,  MD,  49;  Paris;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1977;  died  Octo- 
ber 9,  2000. 

Leon  C.  Kopecky,  MD,  91;  San  Antonio; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1934;  died  September 
29,  2000. 

Lifford  R.  Lancaster,  MD,  82;  Nashville, 
Tenn;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1942;  died  Octo- 
ber 1,  2000. 

John  A.  Murray,  MD,  68;  Houston;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1958;  died  October  3,  2000. 

Joseph  R.  Rodarte,  MD,  62;  Houston; 
Harvard  Medical  School,  1964;  died 
September  13,  2000. 

Joe  C.  Yelderman,  MD,  76;  Needville; 
Baylor  College  of  Medicine,  1947;  died 
May  12,  2000. 
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SURVEY:  , 

Texans  strongly  back  medical  research 


Ninety-three  percent  of  Texans 
participating  in  a Research! 
America  survey  believe  it  is 
important  for  government  to 
invest  in  basic  science  re- 
search. The  survey  also  shows 
that  Texans  rank  spending 
more  money  for  strengthening 
science  education  and  research  programs 
slightly  ahead  of  solidifying  Social  Secu- 
rity and  Medicare  and  cutting  taxes. 
Campaign  finance  reform  comes  in  a dis- 
tant fifth  on  the  list  of  priorities. 


In  fact,  63%  of  the  survey  respon- 
dents would  be  willing  to  spend  $1 
more  per  week  in  taxes  for  more  health 
research,  and  58%  would  be  willing  to 
pay  an  additional  $1  for  each  prescrip- 
tion drug  if  they  were  certain  the 
money  would  go  for  research. 

Almost  three  quarters  of  those  sur- 
veyed support  a proposal  to  double  state 
funding  for  science  and  engineering. 
Among  the  survey  findings: 

• 81%  of  the  respondents  do  not 
know  or  cannot  think  of  any  area  of 
medical  research  in  which  the  gov- 


ernment is  spending  too  much; 

71%  believe  that  not  enough  money 
is  being  spent  to  research  diseases 
that  disproportionately  affect  low- 
income  or  minority  residents; 

94%  say  “some”  or  “a  lot”  of  the 
money  the  state  receives  from  the 
tobacco  lawsuit  settlement  should 
be  spent  on  prevention  and  treat- 
ment of  disease; 

86%  approve  of  state  financial  in- 
centives to  attract  new  medical  and 
health  research; 


• 80%  say  Texas  should  be  a leader  in 
medical  research; 

• 95%  consider  physicians  and  nurses 
to  be  “very”  or  “somewhat”  credible 
sources  of  information  on  medical 
research;  and 

• 51%  say  health  maintenance  organ- 
izations are  “very”  or  “somewhat” 
credible  sources  of  information. 

Thomas  Burks,  PhD,  president  of  the 
Texas  Society  for  Biomedical  Research 
(TSBR),  says  the  survey  results  “demon- 
strate the  great  support  in  the  popula- 
tion for  biomedical  research.  The  fact 


that  a substantial  majority  of  the  people 
polled  is  willing  to  pay  more  in  taxes  in- 
dicates the  depth  of  that  support.  It  indi- 
cates that  the  citizens  of  Texas  recognize 
that  without  intensive  research,  there 
will  not  be  advances  in  health  care.” 

Dr  Burks,  vice  president  for  research 
at  The  University  of  Texas-Houston 
Health  Science  Center,  added  that  the 
survey  results  should  say  to  lawmakers 
that  “medical  research  is  a safe  issue 
for  you  to  champion.” 

Walter  Meyer  III,  MD,  vice  dean  of 
the  school  of  medicine  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galves- 
ton and  a member  of  the  TSBR  Board 
of  Directors,  says  the  survey  results 
also  demonstrate  continued  public  con- 
fidence in  medicine  and  research,  de- 
spite publicity  over  the  Institute  of 
Medicine  report  on  medical  errors. 

“The  public  is  not  paying  attention 
to  those  other  issues.  They’re  paying  at- 
tention to  the  fact  that  they  know  the 
newest  drug,  the  newest  treatment  may 
very  well  save  their  life  or  their  loved 
one’s  life  or  extend  their  life,”  he  said. 

Eight  hundred  Texas  residents  were 
surveyed  by  telephone.  The  survey  has  a 
margin  of  error  of  plus-or-minus  3.1%. 

Research! America  is  a nonprofit, 
membership-supported  national  al- 
liance of  groups  and  individuals  dedi- 
cated to  enhancing  public  education 
and  advocacy  for  scientific  research.  ★ 


“The  citizens  ofTexas  recognize  that  without  intensive 
research,  there  will  not  be  advances  in  health  care.” 
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AMA  Foundation  offers  kit  to 
improve  health  literacy 


Do  your  patients  understand  you 
when  you  talk  to  them  about  a 
treatment  plan?  Can  they  follow 
the  instructions  on  the  labels  of 
their  prescription  drugs?  Are  you 
iure?  You’re  wasting  their  time  and 
,'ours  and  they  won’t  get  well  if  they 
lon’t  follow  your  advice  correctly. 

According  to  the  American  Medical 
\ssociation  Foundation,  about  90  mil- 
ion  Americans  may  have  problems 
vith  health  literacy  — the  ability  to  un- 
lerstand  and  act  upon  what  their  doc- 
or  tells  them.  Furthermore,  national 
iurveys  show  21%  of  American  adults 
;annot  read  the  front  page  of  a news- 
paper and  48%  cannot  read  a bus 
ichedule.  And,  patients  with  low  liter- 
icy  are  twice  as  likely  to  be  hospital- 
zed  and  to  report  poor  health.  Health 
economists  estimate  this  problem  costs 
lealth  systems  $73  billion  a year.  In 
nany  cases,  the  patients  are  too 
ishamed  to  admit  they  cannot  under- 
itand  what  they  are  being  told. 

In  an  effort  to  help  solve  the  prob- 
em,  the  AMA  Foundation  is  offering  a 
dealth  Literacy  Introductory  Kit  that 
vill  help  you  communicate  better  with 
/our  patients.  It  contains  the  following 
naterials  for  self-study  and  discussion; 

• “Low  Health  Literacy  — You  Can’t 
Tell  by  Looking,”  a video  presenting 
interviews  with  patients  who  have 
low  literacy  levels; 

• Health  Literacy:  Report  of  the  Council 
on  Scientific  Affairs; 

• Fact  sheets  on  health  literacy; 

• A discussion  guide  with  a physician 
feedback  survey;  and 
• A questionnaire  for  2 hours  of  con- 
tinuing medical  education  credit. 

The  materials  will  help  physicians 
earn  the  scope  of  the  problem,  recog- 
tize  health  system  barriers  faced  by 
ow  literacy  patients,  improve  verbal 
md  written  communications,  and  in- 
corporate possible  strategies  to  create  a 
:hame-free  environment. 

AMA  members  can  purchase  the  kits 
or  $15  each.  The  charge  for  nonmembers 
s $25.  Checks  should  be  made  payable  to 


the  American  Medical  Association  and 
mailed  to  AMA,  Clinical  and  Public 
Health  Practice  & Outcomes,  515  N State 
St,  8th  Floor,  Chicago,  IL  60610.  ★ 

TexMed  2001  scheduled 
next  May  in  Houston 

Mark  your  calendar  now  for  TexMed 
2001:  A Medical  Odyssey,  May 
3-5,  2001,  at  the  George  R.  Brown 
Convention  Center  in  Houston.  A 
galaxy  of  events  and  opportunities 
awaits  you  at  the  conference,  including: 

• More  than  175  hours  of  free  Cate- 
gory 1 continuing  medical  educa- 
tion for  TMA  members; 

• Thursday  Opening  General  Session 
underwritten  by  Texas  Medical  Lia- 
bility Trust  (TMLT),  featuring  Apollo 
13  Flight  Director  Gene  Kranz; 

• Meet  the  Speaker  reception  follow- 
ing the  general  session; 

• Practice  management  information 
you  can  use  immediately; 

• Clinical  updates  in  more  than  20 
specialty  areas; 

• The  latest  on  advanced  directives 
and  tobacco  cessation  programs; 

• Networking  opportunities  with  col- 
leagues across  specialty  areas; 

• More  than  200  exhibitors,  including 
a special  “Practice  of  the  Future” 
technology  pavilion; 

• Onsite,  affordable  childcare;  and 
• Fun,  family  events,  and  more! 

If  it’s  been  a while  since  you’ve  been 
to  Houston,  you’ll  find  the  downtown 
area  has  undergone  a renaissance.  The 
Bayou  Place  entertainment  complex  has 
gained  a reputation  as  one  of  the 
world’s  greatest  retail  centers,  along 
with  having  several  excellent  restau- 
rants and  a live-music  venue.  Enron 
Field,  the  new  downtown  home  of  the 
Houston  Astros,  has  been  a blast  for 
baseball  fans  since  its  opening  in  March. 
You’ll  find  a variety  of  restaurants  and 
entertainment  options  within  easy  walk- 
ing distance  of  the  headquarter  hotels, 
the  Hyatt  Regency  and  Four  Seasons. 

Houston  also  boasts  outstanding  per- 
forming arts,  including  the  Alley  Theatre, 
the  Houston  Ballet,  the  Houston  Grand 


Opera,  and  the  Houston  Symphony,  all 
within  walking  distance  from  one  an- 
other. The  impressive  Museum  District  is 
home  to  the  Museum  of  Fine  Arts,  the 
Houston  Museum  of  Natural  Science,  the 
Children’s  Museum  of  Houston,  the  Con- 
temporary Arts  Museum,  and  the  Mu- 
seum of  Health  and  Medical  Science. 

For  those  looking  for  additional  fam- 
ily fun,  check  out  Six  Flags  AstroWorld 
and  WaterWorld.  Or,  plan  a day  trip  to 
Galveston  to  visit  the  Moody  Gardens’ 
Discovery  Pyramid,  where  you  can  ex- 
perience life  as  it  would  be  in  space.  On 
the  second  floor  of  the  pyramid,  “Living 
in  the  Stars”  offers  more  than  30  inter- 
active exhibits,  designed  in  cooperation 
with  NASA’s  Johnson  Space  Center.  And, 
to  complete  your  2001  Medical  Odyssey, 
a special  TMA  Day  at  Space  Center 
Houston  will  be  held  on  Saturday. 

For  more  information,  contact  Kim 
Koschemann  at  (800)  880-1300,  ext 
1410,  or  (512)  370-1410;  or  e-mail 
kim.koschemann@texmed.org.  Start- 
ing in  January,  visit  the  TexMed  2001 
Web  site  at  virtual.texmed.org  for  the 
latest  information.  ★ 


Medical  issues  in  legislature 
focus  of  winter  conference 

pcoming  state  and  national  leg- 
islative issues  and  how  they  im- 
pact physicians  and  patients  will 
be  the  focus  of  the  TMA  2001 
Winter  Conference:  Examining 
the  Capital  Issues  on  Saturday,  Eebruary 
24,  at  the  Renaissance  Austin  Hotel. 

Newly  elected  officials,  as  well  as  long- 
time friends  of  medicine,  will  be  on  hand 
to  share  their  insights.  A “dawn  duster” 
session  on  maintaining  professional 
boundaries  and  a conference  luncheon 
hosted  by  the  Texas  Medical  Association 
Insurance  Trust  round  out  the  schedule. 

There  is  no  registration  fee  for  TMA 
members,  and  Category  1 continuing 
medical  education  credit  will  be  offered. 

Also  scheduled  are  meetings  of  TMA 
committees,  councils,  and  boards. 

For  more  information,  call  (800)  880- 
1300,  ext  1346,  or  (512)  370-1346;  e- 
mail  amy.edwards@texmed.org;  or  visit 
the  TMA  Web  site  at  www.texmed.org.  ★ 
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By  Lee  Spangler,  JD,  TIVIA  Office  of  General  Counsel 

Managed  care  contracts  and  regulations  can  be  a jungle  of  legal  lan- 
guage, and  physicians  who  do  not  carefully  pick  their  way  through  the 
various  clauses  can  be  in  for  a nasty  surprise.  In  this  monthly  feature  of 
Texas  Medicine,  the  TMA  Office  of  General  Counsel  identifies  some  of 
the  contract  clauses  or  regulations  of  which  physicians  should  be  aware. 

Indemnity  clauses  in  managed  care  contracts 

An  all-too-common  provision  in  managed  care  contracts  is  the 
"hold  harmless"  or  indemnity  clause.  The  sole  purpose  of  this 
clause  Is  to  limit  a managed  care  organization’s  (MCO’s)  liability 
by  getting  the  physician  to  promise  to  reimburse  the  MCO  for  any 
litigation  that  may  arise  from  providing  health  care. 

Some  contracts  make  the  promise  reciprocal,  but  the  clause  Is 
often  drafted  so  that  it  is  a unilateral  promise. This  places  the  duty 
to  indemnify  squarely  on  the  shoulders  of  the  contracting  physi- 
cian without  a corresponding  benefit. 

Consider  this  example: 

Within  the  limits  of  their  policies  of  professional  and  general 
liability  insurance,  each  party  agrees  to  indemnify  and  hold  harm- 
less the  other  from  all  fnes,  claims,  demands,  suits,  actions  or 
costs,  including  legal  fees  of  any  kind  or  nature  arising  by  reason 
of  the  indemnifying  party’s  acts  or  omissions  in  the  course  of  its 
performance  of  its  obligations  under  this  Contract. 

Physician  agrees  to  indemnify  and  hold  the  Plan  harmless  from 
all  liability,  damages,  or  expenses  of  any  kind,  Including  court  costs 
and  attorney's  fees,  which  the  Plan  may  be  subjected  to  by  reason 
of  any  act,  negligence,  or  omission  on  the  part  of  Physician  in  con- 
nection with  hisjher  conduct  or  performance  of  services. 

Provider  agrees  to  indemnify,  defend,  and  hold  harmless 
Company  from  any  and  all  claims,  liabilities,  and  causes  of  action 
(including  costs  and  counsel  fees)  arising  out  of  Provider’s  care 
of  Members. 

This  clause  Is  seldom  a separate,  numbered  paragraph.  It  usu- 
ally is  buried  in  the  middle  of  a much  larger  paragraph.  A good 


place  to  begin  a search  for  the  indemnity  clause  is  under  the  pro- 
visions dealing  with  the  contractual  relationship  of  the  parties. 
However,  it  may  be  placed  anywhere  in  the  contract  and  will  be  ef- 
fective wherever  it  is  placed. 

The  effect  of  this  clause  may  be  magnified  by  the  presence  of 
other  contractual  clauses.  For  example,  most  MCO  contracts  con- 
tain a clause  securing  the  physician's  agreement  to  abide  by  the 
policies  and  procedures  of  the  MCO.  A legal  question  as  to 
whether  a large  lawsuit  award  arose  from  the  physician's  care  or 
from  the  MCO’s  policies  could  then  present  itself  and  further  pro- 
tract already  costly  litigation.  Also,  notice  how  the  broad  terms  “in 
connection  with”  and  “arising  out  of”  can  touch  almost  every  as- 
pect of  the  MCO's  business.  Under  the  most  liberal  construction, 
a physician  may  never  be  able  to  escape  the  duty  to  indemnify. 

The  major  risk  associated  with  this  clause  Is  that  the  contract- 
ing physician  may  become  personally  liable  for  large  damage 
awards  because  his  or  her  professional  liability  insurance  may  not 
cover  indemnity  claims,  or  the  limits  on  the  policy  are  insufficient 
to  cover  the  liability. 

Before  signing  an  MCO  contract,  you  may  wish  to  attempt  to 
negotiate  the  deletion  of  the  indemnification  clause.  If  that  is  not 
possible,  you  may  wish  to  limit  your  liability  to  only  those  matters 
over  which  you  have  control.  Thus,  the  MCO  will  be  liable  for  de- 
lays in  preauthorization  or  improper  utilization  review,  and  you 
may  not  have  the  duty  to  indemnify. 

In  any  event,  a physician  should  contact  his  or  her  professional 
liability  carrier  to  discover  any  policy  limitations  and  attempt  to 
limit  the  indemnity  provision  to  the  scope  of  the  policy.  As  you  can 
see,  the  clause  varies  from  contract  to  contract,  so  you  may  want 
to  ask  your  carrier  to  review  each  contract  regarding  coverage,  if 
your  carrier  indicates  your  policy  will  cover  the  potential  liability, 
ask  for  an  acknowledgment  of  coverage. 

Texas  law  now  provides  that  health  maintenance  organizations 
(HMOs)  may  not  include  any  clause  purporting  to  indemnify  an  HMO 
or  preferred  provider  benefit  plan  for  any  liability  resulting  from  the 
acts  or  omissions  of  the  company.  However,  this  provision  will  not  ap- 
ply to  self-funded  plans  because  the  federal  ERISA  law  preempts  the 
application  of  the  state  law.  So,  physicians  should  still  be  alert  to  the 
possible  inclusion  of  the  indemnity  clause. 
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Lobby  your  lawmakers 
during  Capitol  Salute 


The  2001  Capitol  Salute  and  TEX- 
PAC  Retreat  in  Austin  on  March 
27-28  will  be  your  opportunity 
to  directly  impact  the  legislative 
process  by  visiting  your  legisla- 
tors while  they  serve  in  Austin. 

On  Tuesday,  March  27,  physicians  and 
TMA  Alliance  members  will  be  trained 
on  “how  to  lobby”  and,  more  impor- 
tantly, how  to  effectively  get  medicine’s 
message  across  to  key  policymakers  in 
Austin.  A reception  and  dinner  will  be 
held  in  the  TMA  building  that  evening. 

On  Wednesday,  March  28,  during  a 
briefing  breakfast,  TMA’s  top  lobbyists 
will  discuss  the  key  issues  facing  m.edi- 
cine.  Later  that  morning,  there  will  be 
a ribbon-cutting  ceremony  for  the  Capi- 
tol Checkup  health  fair,  where  legisla- 
tors, staff,  and  visitors  can  participate 
in  a wide  array  of  health  screenings. 
Meanwhile,  teams  of  physicians  and  al- 
liance members  will  converge  on  the 
state  capitol  to  spread  the  word  that 
Texas  medicine  cares. 

For  more  information,  call  Heather 
Thill  at  (800)  880-1300,  ext  1328,  or 
(512)  370-1328;  or  e-mail  heather.thill 
(©texmed.org.  ★ 


(not  to  exceed  300  words),  and  provide 
three  examples  of  the  reporter’s  or  out- 
let’s work  in  covering  health  care  issues. 

Award  nominations  are  due  by  Jan- 
uary 15,  2001. 


For  more  information,  call  Allison 
Griffin,  TMA  media  relations  manager, 
at  (800)  880-1300,  ext  1381,  or  (512) 
370-1381;  or  e-mail  allison.griffin@ 
texmed.org.  ★ 


Summaries  of  recent  health  care  findings 

In  Case  You 

Misse 

id  I 

t 

University  of  Chicago  and  Howard  Hughes  Medical  Institute  researchers  say  they  have 
discovered  the  calpain-10  gene,  which  appears  to  influence  the  risk  of  type  2 diabetes,  es- 
pecially in  Mexican  Americans.  Fourteen  percent  of  cases  in  a sample  of  Mexican  Ameri- 
can patients  from  Texas  were  associated  with  the  gene.  Genetics,  10/00 

TheThinPrep  Pap  test,  a recently  developed  fluid-based  Pap  test,  offers  a relatively  sim- 
ple way  to  analyze  molecular  changes  in  cell  samples  and  could  lead  to  the  development 
of  biomarkers  identifying  women  at  risk  for  cervical  cancer  and  optimize  chemoprevention 
strategies,  say  scientists  at  The  University  ofTexas  Southwestern  Medical  Center  at  Dal- 
las. Journal  of  Obstetrics  and  Gynecology,  8/11/00 

High  levels  of  vitamin  C in  a person's  blood  significantly  reduce  the  risk  of  stroke,  accord- 
ing toTokyo  researchers  who  studied  880  men  and  1,241  women  in  rural  Japan  for  20  years. 
Stroke:  Journal  of  the  American  Heart  Association,  10/00 


TMA  invites  nominations  for 
new  media  award  category 


•■^■he  TMA  Council  on  Communica- 
I tion  has  created  a new  category 
I for  the  2001  Anson  Jones,  MD 
I Award.  Physicians,  TMA  Alliance 
I members,  county  medical  soci- 
eties or  alliance  chapters,  specialty  so- 
cieties, and  TMA  boards,  councils, 
committees,  or  sections  may  nominate 
journalists  and  media  outlets  for  the 
Anson  Jones,  MD  Special  Recognition 
Award  for  outstanding  and  ongoing 
[Coverage  of  health  care  issues. 

Judges  look  for  quality  and  accuracy 
of  reporting,  an  ongoing  commitment 
to  provide  information  to  improve  the 
health  of  Texans,  and  the  impact  the 
work  has  had  on  the  local  community 
or  state. 

To  make  a nomination,  submit  a writ- 
iten  statement  supporting  the  nomination 


Men  whose  cancerous  prostates  are  treated  with  radiation  rather  than  surgical  removal 
have  fewer  sexual  performance  and  urinary  problems,  but  they  have  more  problems  with 
bowel  function,  a National  Cancer  Institute  study  of  more  than  1,500  patients  shows.  Jour- 
nal of  the  National  Cancer  Institute,  10/4/00 

Bone  mineral  density  in  the  hips  and  spines  of  elderly  people  can  be  preserved  with  doses 
of  hydrochlorothiazide  as  low  as  12.5  mg  per  day,  according  to  a 36-month  Seattle  study  of 
309  patients  between  ages  60  and  70.  Annals  of  Internal  Medicine,  10/3/00 

Repeated  testing  of  the  memory,  conceptual  planning  ability,  attention  span,  and  verbal 
communication  skills  in  patients  with  multiple  sclerosis  causes  them  to  lose  their  cogni- 
tive ability  and  may  explain  why  they  often  complain  of  mental  and  physical  fatigue,  a State 
University  of  New  York  study  shows.  Neurology,  10/10/00 

Teenagers  who  smoke  are  four  times  more  likely  to  develop  depression,  according  to  re- 
searchers at  Children's  Hospital  Medical  Center  of  Cincinnati.  Pediatrics,  10/00 

Another  reason  not  to  smoke  has  been  discovered  by  the  Centers  for  Disease  Control  and 
Prevention.  Smoking  during  pregnancy  can  cause  infants  to  be  born  with  clubfoot.  Ameri- 
can Journal  of  Epidemiology,  10/00 
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This  month's  MedBytes  features  Web  sites  on  hospice  care. 


Hospice  Foundation  of  America 

Visit  the  Hospice  Foundation  of  America  site  at  www.hospicefoundation.org  to 
learn  the  history  and  development  of  the  hospice  concept  of  care. The  site  also  outlines 
the  foundation's  initiative  to  help  children  and  adolescents  cope  with  the  loss  of  a loved 
one  and  offers  a monthly  newsletter  to  help  deal  with  bereavement.  Information  also  is 
available  about  the  foundation’s  eighth  annual  “Living  with  Grief  teleconference, 
‘‘Caregiving  and  Loss:  Family  Needs,  Professional  Responses,”  on  April  18,  2001. 


National  Hospice  and  Palliative  Care  Organization 


This  site  at  www.nho.org  includes  details  of  Medicare's  FY  2001  Hospice  Wage  Index 
Notice.  It  also  carries  listings  of  the  organization’s  legislative  resources  and  offers  the 
opportunity  to  order  consumer  brochures  and  holiday  greeting  cards. 


Last  Acts 

Sponsored  by  the  Robert  Wood  Johnson  Foundation,  the  Last  Acts  site  at  www 
.lastacts.org  offers  information  on  improving  care  at  the  end  of  life.  Among  the  fea- 
tures on  the  site  are  an  electronic  newsletter  on  physician-patient  communications,  a 
database  of  groups  interested  in  funding  end-of-life  care  projects,  a directory  of  grants 
available  from  the  Robert  Wood  Johnson  Foundation,  a directory  of  resources  for  fam- 
ilies, and  a variety  of  publications. 


American  Academy  of  Pain  Management 


Located  at  www.aapainmanage.org,  this  site  addresses  the  issues  of  pain  manage- 
ment and  patients’  rights,  and  provides  information  on  the  National  Pain  Data  Bank, 
pain  management  accreditation  programs,  and  continuing  medical  education.  The 
academy's  newsletter.  The  Pain  Practitioner,  also  is  available  online. 


Texas  Medical  Association 

Juggling  the  demands  of  your  practice?TMA  can  help  as  it  presents  practice  manage- 
ment information  in  a whole  new  way  — online.  Interested  physicians  and  staff  now  can 
receive  a wide  assortment  of  timely,  hands-on  practice  management  tips  via  a monthly 
e-mail  newsletter,  TMA  Practice  E-Tips.  Newsletter  topics  featureTMA  practice  man- 
agement expertise  in  coding,  billing,  and  reimbursement;  human  resources;  customer 
service;  office  policies  and  procedures;  practice  marketing;  and  more. These  new  prac- 
tice management  resources  further TMA’s  mission  to  provide  up-to-the-minute,  pre- 
mium information  to  Texas  physicians.  To  subscribe  to  this  electronic  newsletter,  visit 
the  TMA  Practice  E-TipsV\Jeb  page  atwww.texmed.org/apn/practips/practips.asp. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column 
also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org.  If  you  know  of  some  cool  medical  sites  or 
have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  larry.besaw@texmed.org.  Publication  of  informa- 
tion about  Web  sites  in  this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


TMAF  approves  grants 
for  health  initiatives 


The  Texas  Medical  Association 
Foundation  (TMAF)  recently 
granted  nearly  $50,000  to  make 
Phase  II  of  Project  WATCH  a re 
ality.  Project  WATCH  is  the 
statewide  TMA/TMA  Alliance  heart 
disease  and  stroke  prevention  initiative 
that  began  last  September. 

Phase  II,  launched  at  TMAs  Summif 
2000  in  Austin,  focuses  on  the  increasing 
problem  of  inactivity  and  obesity  among 
children  and  the  five  risk  factors  for  heart 
disease  and  stroke  — weight,  activity,  to- 
bacco, cholesterol,  and  high  blood  pres- 
sure. (See  “Project  WATCH  Targets 
Children’s  Cardiovascular  Health,  Diet, 
and  Activity,”  p 22.) 

Also  at  its  September  14  meeting, 


the  TMAF  Board  of  Trustees  approved 
full  funding  for  the  following  TMA 
projects:  Hard  Hats  for  Little  Heads, 
Scientific  Symposium  on  Exposure  to 
Environmental  Contaminants  Affecting 
Children,  and  Spanish  Health  Tips. 

In  addition,  the  foundation  ap- 
proved nearly  $50,000  through  its 
Medical  Community  Grant  program  t 
support  eight  programs  to  be  con 
ducted  by  county  medical  societies  and 
alliance  and  medical  student  chapters. 
These  initiatives  range  from  a commu 
nity  internship  program  for  high  schoo 
science  teachers  to  shadow  physicians|| 
in  a variety  of  health  care  settings  t 
several  tobacco  prevention  and  cessa 
tion  efforts,  as  well  as  heart  disease 
and  stroke  prevention  programs. 

The  TMA  Foundation,  the  philan 
thropic  arm  of  TMA,  raises  funds  to 
support  a variety  of  TMA  and  family-of- 
medicine  programs  to  improve  the 
public’s  health.  Physicians  and  their 
families,  corporations,  and  foundations 
support  the  mission  of  the  foundation. 

For  more  information,  call  (800)  880- 
1300,  ext  1664,  or  (512)  370-1664.  ★ 
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JCet  us  gwe  you  a hand. 

^^actice  management  can  be  a three-ring  circus.  Utilize  our  expertise  tor  an  extensive 
array  of  practice  management  consulting  services  including:  billing  and  coding,  practice  start-ups, 
marketing,  personnel  issues,  and  policy  & procedures  manuals.  Contact  a TMA  consultant  today. 
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Se^lces 

(800)  523-8770 

pi  njsiciai  i_serv  ices@lexi  i led.org 
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Connections 

TMA 

Ho 

tiines 

TMA  switchboard 

(800)  880-1300 

Impaired  Physicians 

(800)  880-1640 
Insurance 
(800)  880-8181 

Loans 

(800)  880-2828 

TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 

info@texmed.org 

Advertising 

advertising@texmed.org 

Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 

sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma.library@texmed.org 
TMA  Physician  Services 
physician.services@texmed.org 


Project  WATCH  targets 
children’s  cardiovascular 
health,  diet,  and  activity 

In  the  era  of  video  games  and  VCRs, 
children  are  spending  more  time 
playing  games  on  screen  than  in  the 
yard.  This  increasingly  sedentary 
lifestyle,  combined  with  poor  eating 
habits,  puts  children  at  risk  for  long- 
term health  problems,  especially  cardio- 
vascular disease  — which  is  why  Project 
WATCH  has  set  its  sights  on  children. 


Project  WATCH,  a collaborative  ef- 
fort of  the  TMA  and  TMA  Alliance, 
funded  by  the  TMA  Foundation,  is  a 3- 
year  initiative  that  focuses  on  the  five 
leading  preventable  risk  factors  for  car- 
diovascular disease:  weight,  activity, 
tobacco,  cholesterol,  and  high  blood 
pressure.  TMA  and  Texas  physicians  are 
working  to  educate  patients  about 
these  risk  factors  and  decrease  the 
number  of  Texans  who  develop  and  die 
from  cardiovascular  disease  each  year. 

Though  biology  plays  a role  in  the  de- 
velopment of  cardiovascular  disease,  be- 
havior is  even  more  influential.  Even  as 
physicians  and  public  health  officials 
bombard  the  public  with  information 
about  cardiovascular  disease,  people  con- 
tinue to  engage  in  high-risk  behaviors. 
Americans  are  smoking  more,  eating 
more,  and  exercising  less,  according  to  a 
number  of  recent  studies.  These  risky  be- 
haviors often  begin  early  in  life,  with  chil- 


dren developing  habits  that  result  in  seri-| 
ous  health  problems  when  they  are  adults.j 

The  growing  girth  of  the  nation’s! 
young  people  is  a particular  concern.  Ac- 
cording to  the  National  Center  for' 
Health  Statistics,  6.5%  of  children  ages  6l 
to  11  were  overweight  in  the  late  1970s.| 
That  number  jumped  to  11.4%  by  the 
early  1990s.  And  among  Mexican  Amer- 
ican children,  the  problem  is  even  more 
pronounced,  with  a staggering  17.7%  of 
the  children  considered  overweight. 

“The  process  that  leads  to  cardiovascu- 
lar disease  can  begin  as  young  as  age  3,”i 
said  TMA  President  Jim  Rohack,  MD. 
“Children,  based  on  the  food  they  eat  and 
their  level  of  exercise,  can  develop  plaque 
in  their  arteries  at  a very  young  age.  How-1 
ever,  good  diet  and  exercise  can  prevent, 
or  at  least  delay  the  onset  of  cardiovascu- 
lar disease.  It’s  never  too  early  to  start.” 

Now  in  its  second  year,  Project 
WATCH  is  striving  to  educate  children'i 
about  the  need  to  exercise  regularly] 
and  watch  their  weight.  j 

Project  WATCH  has  introduced 
“Wags  the  Watchdog”  to  bring  the  mes- 


sage about  cardiovascular  health  to  a 
child’s  level.  Wags  has  made  appear- 
ances at  several  health  fairs.  In  addi-: 
tion.  Project  WATCH  is  distributing 
more  than  a million  Wags  bookmarks 
that  encourage  kids  to  “play  for  30 1 
minutes  every  day  at  things  that  are! 
fun  and  that  use  many  different  groups  j 
of  muscles.”  Suggested  activities  in-, 
elude  walking  the  dog,  swimming,! 
dancing,  jumping  rope,  running,  bike; 
riding,  inline  skating,  basketball,  soc-i 
cer,  hopscotch,  and  volleyball.  | 

The  bookmarks,  printed  in  English  | 
and  Spanish,  are  being  distributed  inj 
collaboration  with  the  TMA  Alliance 
and  other  statewide  organizations,  in- 
cluding the  American  Heart  Associa- 
tion and  the  Texas  Library  Association. 

Eor  more  information  about  Project 
WATCH  or  cardiovascular  disease,  log 
on  to  the  TMA  Web  site  at  www.texmed 
.org  and  choose  “Health  & Science.”  ★ 


“The  process  that  leads  to  cardiovascular  disease 
can  begin  as  young  as  age  3.” 
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TJyi/l  members  can  receioe 
one  ^ree  copy  by  request 


TMA  physician  directory 
additions  and  corrections 

The  following  are  additions  and  corrections  to  the 
TMA  2000-2001  Physician  Directory  & Resource  Guide; 


Assouad,  MD,  Mario 
(713)  790-6209  F(713)  790-3967 
1130  Earle  St  #121G 
Houston,  TX  77030-5008 
IM/DPT  AMA 

Athari,  MD,  Mohammad 
(713)  960-1250 
3115West  Loop  S Ste  2 
Houston,  TX  77027-6108 
N/DPC  AMA/TEXPAC 

Bankston-Troiani,  MD,  Dawn 

(214)  612-8829 
1600  Coit  Rd  Ste  208 
Plano,TX  75075-6172 
OBG/DPC  AMA 

Caraway,  MD,  Robert  B 

609  Boiling  Green  Dr 
Wharton,TX  77488 -9624 
GS/NAPR  AMA/TEXPAC 

Chandler,  MD,  Sarah  R 

(915)  646-3502 
103  S Park  Dr 
Brownwood,TX  76801-5917 
FP/DPT 

Cole,  MD,  Rhea 

1565  Country  Club  Rd 
San  Angelo,TX  76904-9509 
FP/DPC 

Crouch,  MD,  David  Malcolm 

(210)  614-1830  F(210)  692-1806 
PO  Box  29385 

San  Antonio, TX  78229-0385 
GS/DPC 

Culbertson,  MD,  Marvin  C,  Jr 

(214)  368-3423 
6126  Averill  Way  Apt  109W 
Dallas,TX  75225-3325 
OTO/NAPR 

England,  MD,  Michael  John 
(817)  878-5251  F(817)  878-5101 
1325  Pennsylvania  Ave  Ste  400 
Fort  Worth,  TX  76104-2128 
OBG/DPC  AMA/TEXPAC 

Fine,  MD,  Joshua  Kory 

(214)  826-6235 
3600  Gaston  Ave  Ste  1002 
Dallas,TX  75246-1810 
U/DPC 


Garcia,  MD,  Ramon  A 

(830)  774-6121 
104  Herrmann  Dr 
Del  Rio,TX  78840-4125 
EM/DPC  AMA/TEXPAC 

Garrett-Roe,  MD,  Ronald  D 

(361)  364-4486 
621  E Sinton  St 
Sinton,TX  78387-2801 
FP/DPC  AMA 

Granda,  MD,  Enrique  B 

(713)  988-0104  F(713)  988-1838 
6565  De  Moss  Dr  Ste  201 
Houston, TX  77074-5007 
IM/DPC  TEXPAC 

Heny,  MD,  Joseph  Samara 
(210)  432-7801  F(210)342-2221 
903  SW  24th  St 
San  Antonio, TX  78207-5136 
FP/DPC 

Hernandez  III,  MD,  Raymond  H 

(210)  494-4747  F(210)  494-4741 
North  Central  Ophthalmology  PA 
19202  Stone  Oak  Pkwy  Ste  103 
San  Antonio, TX  78258-3287 
OPH/DPC 

McLemore,  MD,  Joe  Ed 

(713)  461-4729 
618Wellesley  Dr 
Houston,  TX  77024-5507 
GYN/NAPR 

Mendelson,  MD,  Janice 
(210)  653-1241 
3803  Barrington  St  Apt  ID 
San  Antonio, TX  78217-4101 
GS/DPC 

Pappas,  MD,  John  D 
Cardiology  Associates 
(361)  888-8271  F(361)  880-7860 
1521  S Staples  St  Ste  700 
Corpus  Christi,TX  78404-3160 
CD/DPC  AMA 

Pliska,  MD,  John  Edward 
(361)  694-5086 
PO  Box  331240 

Corpus  Christi,TX  78463-1240 
PDC/DPT  AMA 


Rossel,  MD,  Anibal  F 
(713)  910-2244  F(713)  910-3334 
9319  Gulf  Fwy 
Houston, TX  77017-7023 
IM/DPC 

Rowlett,  MD,  C David 

(806)  725-5450  F(806)  762-3701 
3620  Interstate  27 
Lubbock,  TX  79404-2348 
OM/DPT 

Sanjar,  MD,  Mansour  R 

(281)  427-7777  F(281)  427-7779 
2802  Garth  Rd  Ste  215 
Baytown,  TX  77521-3925 
P/DPC  TEXPAC 

Stephens,  MD,  Christopher  Gist 

(915)  646-3502  F(915)  643-6567 
Brownwood  Clinic 
103  S Park  Dr 
Brownwood,  TX  76801-5917 
RHU/DPC 

Tan,  MD,  Robert  See-Hoong 
(713)  500-7580  F(713)  500-7619 
Dept  of  Family  Practice 
6431  Fannin  St,  MSB  2.104 
Houston, TX  77030-1501 
FPG/DPT 

Weiss,  MD,  Robert  A 
(210)  223-4236  F(210)  223-4217 
1954  E Houston  St 
San  Antonio, TX  78202-2951 
IM/DPC 


Find  your 
stren^h  in 


NUMBERS 


The  TMA  2000-2001 
. Physician  Directory  and 
yi  Resource  Guide  gives 
7 you  access  to 
29,000  Texas  physicians! 

■ Alphabetical  and  geographical 
listings  of  more  than  29,000 
physician  members 

■ TMA  officer,  board,  council, 
and  committee  directory 

■ Division/department  descrip- 
tions and  contacts,  and  staff 
telephone  guide 

■ Listing  of  health-related 
o rgan  i zati  o n s , Texas 
medical  schools,  and 
hotline  numbers 

To  order  your  copy,  call  TMA  at 
(800)  880- 1 300,  ext.  3909, 
or  (512)  482-3909. 
Additional  copies  available 
to  members  for  $25  plus 
8.25%  Texas  sales  tax. 
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Scrutinizing  screening 

Are  we  doing  all  we  can  for  our  newborns? 


You’ve  seen  the  tragic  stories  on 
the  netvs  and  sometimes  in  your 
practice  — a baby  who  seems 
perfectly  normal  at  birth  showsj 
signs  of  a rare  disease  as  he  ort 
she  develops  into  a toddler.  The; 
parents  are  horrified  to  discoverj 
their  child  is  suffering  from  a disorder! 
that  could  lead  to  retardation  or  death,  i 
But  they  are  even  more  horrified  toj 

learn  that  the  disease  could  have  been  de-l 

1 

tected  — through  newborn  screening  tests 
not  required  by  the  state  in  which  they  live 
— and  staved  off  with  early  treatment. 
The  angry  parents  are  left  wondering  if  so- 
called  rare  diseases  are  really  that  rare  and 
why  their  child’s  disorder  was  not  on  their 
state’s  newborn  screening  list.  > 


By  Johanna  Franke,  Associate  editor 


www.texmed.org  | 
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t Some  physicians  are  asking  the 
I same  questions  and  are  urging  state 
and  federal  government  intervention 
to  make  sure  that  every  newborn  has 
I the  opportunity  to  lead  a healthy  and 
happy  life. 

National  screening  standards 

Each  year  in  the  United  States,  4 mil- 
lion infants  are  screened  shortly  after 
birth  to  detect  a variety  of  congenital 
conditions  to  prevent  serious  health 
I problems  and  provide  early  treatment 
for  detected  disorders.  Tests  are  avail- 
lable  for  about  30  inherited  diseases, 

I' but  few  states  require  newborn  screen- 
ing for  all  of  them. 

Every  state  requires  mandatory 
screening  of  newborns  for  phenylke- 
tonuria (PKU)  and  hypothyroidism.  Most, 
including  Texas,  test  for  galactosemia,  a 
rare  inherited  disorder  in  which  the  body 
can’t  metabolize  sugar.  Texas  also  re- 
quires screening  for  congenital  adrenal 
hyperplasia  and,  along  with  39  other 
states,  testing  for  sickle  cell  disease. 

The  March  of  Dimes  would  like 
mandatory  tests  nationally  for  another 
four  diseases: 

• Congenital  adrenal  hyperplasia,  a 
set  of  inherited  disorders  involving 
^ the  synthesis  of  hormones; 

• Biotinidase  deficiency,  the  inability 
to  recycle  biotin,  a crucial  B vitamin; 
• Maple  syrup  urine  disease,  a rare  in- 
born metabolic  disorder;  and 
• Homocystinuria,  another  rare  en- 
zyme deficiency. 

The  National  Screening  Task  Force, 
a group  of  health  experts  who  grappled 
with  the  ethical,  legal,  social,  and  eco- 
nomic issues  surrounding  state  screen- 
ing programs  last  year,  found  that 
newborn  screening  is  changing  rapidly. 
It  said  state  public  health  programs 
might  not  be  keeping  up  with  the  ad- 
vances in  technology,  increased  advo- 
cacy efforts,  and  genetic  discoveries.  In 
its  report,  the  task  force  also  stressed 
the  need  for  an  adequate  public  health 
infrastructure  and  recommended  that 
children  be  linked  to  a medical  home  to 
ensure  access  to,  and  continuity  of,  ap- 
propriate care  and  treatment. 

The  report  also  focused  on  the  cost 
of  expanded  screening.  Testing  for  a 


single  disease  like  PKU  involves  a drop 
of  blood  from  a newborn’s  heel  and 
costs  $1  or  less.  With  tandem  mass 
spectrometry,  the  same  blood  drop  also 
can  be  tested  for  more  than  30  diseases 
for  about  $25.  But  that  $25  does  not 
include  the  infrastructure  needed  for 
short-term  follow-up,  diagnosis,  treat- 
ment and  management,  and  program 
evaluation  and  quality  assurance. 


The  Health  Resources  and  Services 
Administration  (HRSA)  — part  of  the  US 
Department  of  Health  and  Human  Ser- 
vices — and  other  agencies  will  use  the 
task  force  report  in  working  with  states. 
They  will  “try  to  produce  some  sort  of  na- 
tional agreement  on  what  tests  should  be 
developed  or  be  part  of  a core  set  of  tests 
that  at  a minimum  states  should  test  for,” 
said  Peter  van  Dyck,  director  of  HRSA’s 
Maternal  and  Child  Health  Bureau. 

Though  the  report  did  not  specify 
which  diseases  should  be  included  in 
national  uniform  testing  standards,  it 
suggested  that  national  criteria  needed 
to  be  developed  for  adding  disorders  to 
state  screening  panels.  It  also  identified 
the  issues  physicians,  public  health  of- 
ficials, parents,  and  politicians  must 
face  in  preparing  newborn  screening 
systems,  such  as: 

• Up-to-date  newborn  screening  systems 
— Programs  must  keep  pace  with 
new  technology,  which  requires  in- 
volvement from  experts  in  science, 
medicine,  public  health,  law,  and 
ethics,  as  well  as  local,  state,  and  fed- 
eral public  officials.  New  tests  cur- 
rently available  or  on  the  horizon, 
such  as  tandem  mass  spectrometry 
and  deoxyribonucleic  acid  (DNA)- 
based  testing,  make  it  possible  to  use 
one  test  or  a simpler  test  to  detect  a 
larger  group  of  metabolic  and  genetic 
conditions  and  risk  factors. 

• Uniformity  — 5creening  requirements 


vary  from  state  to  sttitc.  For  example, 
only  a few  states  currently  screen  for 
cystic  fibrosis,  toxoplasmosis,  or  HIV. 
Universal  hearing  screening  is  done 
in  about  half  of  the  states,  including 
Texas.  (See  “Detect  and  Connect  ... 
One  Baby  at  a Time,”  p 26.) 

• Privacy  and  consent  — Educational 
information  available  to  parents 
about  the  screening  process  varies. 


The  task  force  states  that  before 
newborn  screening,  parents  have 
the  right  to  be  informed  about 
screening  and  the  right  to  refuse  it. 
They  also  have  the  right  to  conh- 
dentiality  and  privacy  protections 
for  newborn  screening  results. 

• Public  awareness  — Parents  need  to 
be  informed  about  the  benehts  and 
potential  risks  of  the  tests  and  treat- 
ments in  newborn  screening,  poli- 
cies about  storage  and  use  of 
specimens,  and  how  families  will  re- 
ceive test  results.  All  prospective 
parents  should  be  made  aware  of 
the  newborn  screening  process. 

Taking  in  the  orphans 

Groups  such  as  The  World  Life  Founda- 
tion, based  in  Bedford  near  Fort  Worth, 
are  disseminating  information  to  pa- 
tients, parents,  and  physicians  about 
the  newborn  screening  process  and  “or- 
phan” diseases  — those  with  fewer  than 
200,000  cases  nationally. 

A 1999  report  by  the  National  Com- 
mission on  Orphan  Diseases  estimated 
that  between  10  million  and  20  million 
Americans  suffer  from  1 of  about  5,000 
known  rare  diseases,  and  that  most 
rare  diseases  also  are  orphan  diseases. 
They  have  no  parent  organizations,  in- 
vestigators, or  agencies  dedicated  to  re- 
searching the  prevention,  diagnosis,  or 
treatment  of  the  diseases;  thus,  parents 
and  physicians  lack  the  information 
they  need  to  target  these  diseases. 


“When  newborn  screening  tests  for  all  treatable 
conditions  are  universally  available  and  the  quality  of 
the  tests  is  assured,  it  may  well  turn  out  this  effort 
will  be  economically  beneficial  to  health  insurers.” 
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“Parents  have  difficulty  in  obtaining 
timely  and  accurate  diagnosis  of,  and 
subsequent  detailed  information  about, 
their  rare  disease,”  said  Vicki  Baum, 
vice  president  of  The  World  Life  Foun- 
dation. “Once  diagnosed,  patients  and 
their  families  desire  to  find  out  all  there 
is  to  know  about  their  diseases.” 

Physicians  also  could  use  more  in- 


formation on  these  diseases,  she  says. 
“Diagnosing  a rare  disease  is  not  easy. 
Physicians  may  find  themselves  at- 
tempting to  identify  a disease  they 
have  never  seen  before,  often  one  with 
confusing  symptoms,”  Ms  Baum  said. 
“Physicians  need  referral  sources  of 
physicians  researching,  diagnosing, 
and  treating  these  cases.” 


The  World  Life  Foundation  also  pro- 
vides information  to  state  lawmakers,! 
such  as  Rep  Todd  Smith  (R-Bedford).> 
The  foundation,  along  with  one  of  hisi 
constituents,  brought  the  issue  of  ex-i 
panded  newborn  screening  in  Texas  tc 
Representative  Smith’s  attention  this; 
summer.  The  constituent’s  child  has: 
medium-chain  acyl-CoA  dehydroge-- 


Detect  and  connect ...  one  baby  at  a time: 

Texas’  all-new  newborn  hearing  screening  program  debuts  this  month 


Because  the  incidence  of  hearing  loss  is  estimated  to  be  nearly 
three  times  greater  than  that  of  all  other  conditions  screened  with 
blood  tests  at  birth,  most  states  have  adopted  mandatory  univer- 
sal hearing  screening  rules.  Texas  became  one  of  those  states 
with  the  passage  of  House  Bill  714  during  the  last  legislative  ses- 
sion and  plans  to  officially  launch  the  state's  new  hearing  screen- 
ing program  this  month. 

‘‘About  three  babies  are  born  with  a hearing  loss  every  day  in 
Texas  — it's  the  most  common  abnormality  present  at  birth,”  said 
Dallas  neurologist  Kenneth  D.  Pool,  MD,  chief  executive  officer 
and  chair  of  OZ  Systems.  If  undetected,  the  hearing  loss  will  likely 
go  unnoticed  until  the  child  is  2 years  or  older,  he  adds. 

“Early  detection  will  help  thousands  ofTexas  infants'  cognitive 
and  social  development  and  provide  significant  long-term  benefits 
to  the  state  in  reduced  health  and  education  expenditures,”  Dr 
Pool  said.  “This  is  why  the  American  Academy  of  Pediatrics  rec- 
ommends hearing  screening  at  birth.” 

The  bill  requires  hospitals  to  conduct  hearing  screening  on  all 
newborns,  give  the  results  to  the  parents  and  the  baby’s  physician, 
provide  parents  with  educational  material  about  appropriate  fol- 
low-up services,  and  report  information  to  the  state  for  quality 
monitoring  purposes.  The  law  requires  a child’s  insurance  to  pay 
for  the  screening  test  and  any  necessary  follow-up  care. 

Most  babies  will  pass  the  initial  hospital-based  screenings, 
but  between  2%  and  10%  will  fail  the  test  and  require  additional 
care.  Most  of  these  infants  will  pass  a follow-up  screening  in  an 
outpatient  setting,  but  1%  to  2%  of  them  will  require  further  care 
that  includes  more  complex  and  sophisticated  testing  (diagnostic 
auditory  brainstem  responses)  to  determine  if  they  have  a hearing 
loss  that  requires  intervention. 

“It  is  important  that  physicians  let  their  patients  know  about 
this  law  and  about  what  they  can  expect  when  their  newborns  are 
screened,”  Dr  Pool  said.  “The  screening  is  simple  and  painless  — 
and  extremely  accurate.” 

To  implementthe  new  law,  theTexas  Department  of  Health  (TDH) 
contracted  with  OZ  Systems  to  provide  hospitals  with  Screening  In- 
formation Management  Solution  (SIMS)  software  designed  to  meet 
the  needs  ofTexas'  new  program.  Because  the  law  requires  each  hos- 
pital's newborn  hearing  screening  program  to  be  certified  to  ensure 
quality  services  to  newborns  and  families,  OZ  Systems  will  provide 
hospitals  with  performance  support  services  so  they  can  meet  the 


quality  certification  requirements.  Dr  Pool  says. 

Many  Texas  hospitals  already  offer  a hearing  screening  for 
newborns.  As  of  this  month,  all  large  hospitals  with  1,000  or  more 
births  per  year  can  begin  offering  parents  of  newborns  hearing 
screenings  through  their  certified  programs.  All  remaining  hospi- 
tals will  begin  implementation  of  their  certified  newborn  hearing 
screening  programs  early  next  year.  Dr  Pool  says. 

The  law  recognizes  that  appropriate  and  necessary  care  for  in- 
fants who  need  follow-up  services  should  be  coordinated  by  the 
infant’s  physician.  To  help  physicians  direct  the  care  of  their  pa- 
tients, the  SIMS  software  automatically  generates  a letter  in- 
forming the  baby’s  physician  of  the  test  results.  Dr  Pool  says. 

“While  some  hospitals  will  schedule  follow-up  diagnostic  ap- 
pointments for  newborns  who  fail  the  hospital-based  screening, 
others  may  not.  And  only  about  half  of  families  with  newborns  re- 
quiring diagnostic  testing  will  make  an  appointment  without  being 
prompted,”  Dr  Pool  said.  “So  a physician  referral  will  be  neces- 
sary in  many  cases.” 

A list  of  local  providers  is  available  from  theTexas  Department  of 
Health’s  referral  line  at  (800)  422-2956,  as  well  asTDH's  newborn  hear- 
ing screening  Web  site  at  www.tdh.state.tx.us/audio/pactpro.htm. 

Physicians  who  wish  to  purchase  the  hearing  screening  equip- 
ment, become  certified,  and  conduct  newborn  screening  in  their 
offices  can  subcontract  with  a hospital  to  do  newborn  hearing 
screenings,  says  Billy  Millwee,  director  of  TDH's  Texas  Health 
Steps  Comprehensive  Care  Program. 

But  because  paymentforthe  screening  exam  is  partofthe  hos- 
pital diagnosis  related  group,  the  practice  will  have  to  bill  the 
hospital  for  providing  the  test  rather  than  bill  the  state  directly. 
Reimbursement  for  the  hearing  screening  exam  is  about  $10  to  $12 
per  child. 

If  the  test  is  found  to  be  abnormal  and  further  diagnostic  test- 
ing is  required,  then  the  physician  can  bill  Medicaid  directly  for  an 
outpatient  visit  related  to  the  diagnostic  services.Though  HB  714 
requires  health  plans  to  cover  the  test,  the  legislature  did  not  es- 
tablish a minimum  payment  rate,  so  reimbursement forthetestfor 
a child  who  is  not  enrolled  in  Medicaid  must  be  negotiated  with 
the  health  plan,  Mr  Millwee  says. 

For  more  information  on  newborn  hearing  screening  reim- 
bursement, log  on  to  the  TDH's  Web  site  at  www.tdh.state.tx.us/ 
audio/payments.htm. 
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■ nase  (MCAD),  an  inherited  enzyme  de- 
ficiency disease  that  is  easily  treated 
with  diet  if  detected  early,  but  can  oth- 
! erwise  cause  severe  retardation  or 

■ death.  Only  three  states  test  for  MCAD. 
'Texas  is  not  one  of  them. 

Representative  Smith  contacted  the 
Texas  Medical  Association  Legislative 
Affairs  Department,  which  is  discussing 
^ issues  such  as  the  legislative  history  of 
the  state’s  newborn  screening  program 
and  the  costs  and  benefits  of  expanded 
testing  with  the  Texas  Pediatric  Society. 

“It  is  my  understanding  that  in  many 
of  these  cases,  the  failure  to  diagnose  the 
condition  at  the  newborn  stage  has  very 
horrible  and  very  expensive  conse- 
quences that  could  be  avoided  by  addi- 
tional testing,”  Representative  Smith 
wrote  to  TMA.  “If  it  is  possible  that  we 
can  avoid  those  consequences  and  costs 
by  way  of  inexpensive  newborn  testing, 
then  that  is  obviously  something  I would 
be  interested  in  looking  at  legislatively.” 

The  state  of  the  state  in 
screening 

To  be  included  in  the  Texas  newborn 
screening  program,  disorders  must  oc- 
cur with  significant  frequency  and 
cause  death  or  severe  mental  retarda- 
tion. There  also  must  be  an  inexpensive 
and  reliable  method  of  testing  and  an 
effective  treatment/intervention  pro- 
gram. Under  Texas’  newborn  screening 
criteria,  babies  are  not  screened  for  a 
disorder  that  is  not  treatable. 

Along  with  these  evaluation  meas- 
ures, the  screening  program  must  make 
sure  an  infrastructure  is  in  place  to  treat 
the  disorder  once  it  has  been  detected. 

Margaret  Drummond-Borg,  MD,  di- 
rector of  the  state  health  department’s 
Division  of  Genetic  Screening  and  Case 
Management,  says  Texas  has  a commit- 
tee that  reviews  the  screening  process. 

“What  we’ve  done  recently  is  have  a 
I look  at  how  we’re  doing  things  now 
and  how  we  could  improve,”  she  said. 
“So  we’re  planning  to  change  some  of 
our  testing  systems  to  make  them  more 
efficient.” 

For  example,  officials  are  looking  at 
how  to  make  the  test  for  galactosemia 
j more  accurate  because  of  problems 
with  soy  formula.  “We  test  for  total 


galactose,  and  we  plan  to  test  for  the 
actual  enzyme,  which  is  the  transferase, 
which  causes  the  severe  form  of  galac- 
tosemia,” Dr  Drummond-Borg  said. 

The  health  department  has  received 
requests  to  begin  screening  for  cystic  fi- 
brosis. “We’re  looking  at  that  to  see 
whether  it’s  feasible,”  Dr  Drummond- 
Borg  said. 


“If  you’re  going  to  screen,  then  you 
need  to  have  a way  of  ensuring  that  all 
the  testing  and  the  treatment  for  life  is 
funded.  It’s  all  very  well  to  have  the 
best  test,  but  you’ve  got  to  be  able  to 
do  something  with  that  test,  and  you’ve 
got  to  offer  that  person  something  for 
the  rest  of  his  or  her  life,”  she  said. 

She  was  a member  of  the  National 
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TMA  Medical  Directors’  Forum  reviews 


Much  like  each  state  has  its  own  set  of  disorders  for  which  to  screen  newborns,  each 
insurance  carrier  has  its  own  billing  method  to  pay  for  newborn  screening  test  kits.  No 
current  procedural  terminology  (CPT)  or  Health  Care  Financing  Administration 
(HCFA)  common  procedural  coding  system  (HCPCS)  codes  have  been  designated  for 
newborn  screening  test  kit  use. 

This  billing  inconsistency  created  much  confusion  and  frustration  for  physicians 
and  led  to  the  Newborn  Screening  Workgroup  within  the  Texas  Medical  Association 
Medical  Directors  Forum  last  February.  It  includes  physician  representatives  from 
Aetna  US  Healthcare,  Texas  Children's  Hospital,  Humana,  Scott  & White  Health  Plan, 
Blue  Cross  and  Blue  Shield, TRICARE,  PacifiCare,  and  United  Healthcare. 

During  several  conference  calls  between  April  and  July,  workgroup  members  addressed 
the  development  of  a standard  billing  method  for  all  payers. They  agreed  that  the  best  long- 
term solution  to  the  problem  would  be  to  implement  a CPT  and/or  HCPCS  code  that  would 
accurately  reflect  the  definition  of  state-mandated  newborn  screening  tests.  In  the  short- 
term, billing  for  newborn  screening  kits  would  be  simplified  if  health  plans  agreed  upon  a 
single  billing  methodology  and  voluntarily  used  the  agreed-upon  processing. 

The  workgroup  then  explored  several  billing  options.  "Home-grown"  codes  were  im- 
mediately ruled  out  because  of  limitations  placed  on  carriers  by  the  Health  Insurance 
Portability  and  Accountability  Act  of  1996.  Most  other  options  created  problems  within 
various  payers'  computer  systems. 

One  idea  was  to  use  the  phenylketonuria  (PKU)  code  (84030)  with  modifier  -22. This 
would  allow  proper  billing  of  the  single  PKU  test  with  code  84030,  plus  allow  "unusual 
circumstances”  to  be  noted  by  billing  84030-22  for  the  newborn  screening  code.  But  this 
option  was  not  feasible  for  most  carriers  because  modifier  -22  requires  manual  inter- 
vention in  most  claims-processing  systems. 

No  option  discussed  was  acceptable  to  all  the  carriers,  so  the  workgroup's  short- 
term recommendation  settled  on  what  the  majority  of  the  health  plans  in  the  workgroup 
found  adequate. 

The  workgroup  then: 

• Submitted  an  application  to  the  American  Medical  Association  requesting  the  de- 
velopment of  a CPT  code.  (Current  applications  are  for  consideration  to  changes  in 
CPT  2003.) 

• Submitted  an  application  to  HCFA  requesting  development  of  an  HCPCS  code. 
(Current  applications  are  for  consideration  to  changes  in  HCPCS  2002.) 

• Recommended  all  health  plans  use  code  84030  in  the  interim.  (Reimbursement  would 
need  to  reflect  the  whole  newborn  screening  test  kit  rather  than  just  the  PKU  test  alone.) 


No  action  on  the  requests  had  been  taken  at  press  time. 

For  more  information,  contact  AlanTolleson  inTMA's  Health  Care  Financing  Depart- 
ment at  (800)  880-1300,  ext  1407,  or  (512)  370-1407;  or  e-mail  alan.tolleson@texmed.org. 
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Screening  Task  Force  and  participated 
in  a subcommittee  of  the  task  force  that 
examined  the  financial  aspects  of 
screening. 

The  Newborn  Screening  Laboratory 
processed  between  2,500  and  3,000 
screens  daily,  totaling  665,176  speci- 
mens, in  1998.  This  includes  the  pri- 
mary and  secondary  screening  and 
repeat  testing  that  is  requested  because 
of  abnormal  initial  results. 

An  active  follow-up  system  on  all 
abnormal  reports  is  maintained  by  the 
Newborn  Screening  Case  Management 
Program  staff.  Physicians  are  given  in- 
structions for  further  testing.  Public 
health  nurses  and  social  workers  often 
are  used  to  help  locate  families  and  as- 
sist with  follow-up  procedures. 

Supplemental  screening 

Texas  parents  aren’t  confined  to  the 


state’s  screening  criteria,  as  affordable 
supplemental  tests  are  available. 

When  state-required  tests  are  per- 
formed, a sample  of  blood  is  taken 
from  the  baby’s  heel.  An  additional 
small  sample  can  be  collected  and  sent 
to  the  Institute  of  Metabolic  Disease 
Laboratory  at  Baylor  University  Med- 
ical Center  in  Dallas. 

The  institute  offers  a supplementary 
newborn  screening  by  using  tandem 
mass  spectrometry  to  detect  30  or  more 
inherited  disorders.  The  best  time  to 
collect  the  sample  is  at  least  24  hours 
after  delivery  and  prior  to  discharge. 

Baylor  began  offering  free  screening 
packets  in  March  1999.  Since  then,  it 
has  distributed  about  500  packets  — 
sometimes  1,000  during  periods  of 
heavy  news  media  coverage  — per 
month.  Parents  interested  in  the  sup- 
plemental screening  for  their  infants 
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should  request  it  from  their  physiciansi 
to  ensure  the  tests  are  conducted  be-; 
fore  newborns  leave  the  hospital.  Bay-i 
lor  will  provide  the  filter  paper  used  in 
the  screening.  The  parents  pay  $25  fotj 
the  lab  work. 

Results  usually  are  available  within 
2 to  3 working  days  after  the  lab  re-; 
ceives  the  specimen.  If  the  results  arej 
normal,  they  will  be  mailed  to  the 
physician,  along  with  a letter  explain-’ 
ing  the  findings  and  suggestions  for  fol-’ 
low-up  testing.  The  physician  will  be 
informed  by  telephone  if  the  results; 
show  a specific  diagnosis  or  the  need 
for  additional  testing. 

The  South  Dakota  Department  of 
Health  recently  signed  an  agreement 
with  Baylor  to  offer  supplemental  new- 
born screening  for  disorders  such  as 
MCAD,  which  is  not  required  in  that 
state.  The  state’s  Medicaid  program  — 
as  well  as  most  of  the  private  insurance 
companies  in  South  Dakota  — cover 
the  $25  test. 

In  Texas,  it’s  up  to  parents  and  their 
physicians  to  obtain  supplemental 
screening  for  their  children  and  pa- 
tients. For  a supply  of  screening  cards 
or  information  about  providing  this 
service  to  patients,  call  the  Baylor  In- 
stitute of  Metabolic  Disease  at  (214)1 
820-4980.  Also  log  on  to  the  institute’s! 
Web  site  at  www.baylorhealth.com/' 
newbornscreening. 

No  need  to  take  chances 

Though  the  March  of  Dimes  agrees 
with  the  National  Screening  Task  Force 
that  federal  intervention  is  necessary 
to  alleviate  any  public  health  inequity 
caused  by  the  states’  different  takes  on 
newborn  screening,  it  criticizes  the  re- 
port for  “favoring  cost-savings  over  in- 
fant health.” 

In  August,  March  of  Dimes  Presi- 
dent Jennifer  L.  Howse,  MD,  said  the 
task  force  “should  have  argued  for  the 
health  of  the  consumers  of  these  tests, 
babies,  and  their  families,  rather  than 
for  a cost-benefit  balance.” 

The  March  of  Dimes  recommends: 

• Every  baby  should  receive  the  same 
core  group  of  screening  tests  and  re- 
ceive the  best  tests  available. 

www.texmed.org 


Texas  Newborn  Screening  Program: 
a practitioner’s  guide 


The  goals  of  theTexas  Newborn  Screening  Program  are  to  ensure  that: 

• Each  baby  born  inTexas  receives  two  newborn  screening  tests,  the  first  within  the  first 
72  hours  of  life  (preferably  after  36  hours  after  birth  and  24  hours  after  the  first  protein 
feeding)  or  before  hospital  discharge,  and  the  second  test  at  1 to  2 weeks  of  age; 

• All  infants  testing  outside  of  normal  limits  for  a newborn  screening  disorder  receive 
prompt  and  appropriate  confirmatory  testing;  and 

• All  individuals  diagnosed  with  newborn  screening  disorders  are  maintained  on  ap- 
propriate medical  therapy. 

Achieving  these  goals  requires  coordinated  efforts  from  three  groups: 

• Practitioners  collect,  handle,  and  label  both  the  first  and  second  screening  speci- 
mens; perform  prompt  follow-up  testing  if  indicated  by  screening  results;  and  provide 
medical  care,  parent  education,  support,  and  referral  to  specialty  care  when  needed. 

• TheTexas  Department  of  Health  Laboratory  a'na\'jzes  specimens,  keeps  records,  main- 
tains quality  control  of  laboratory  methods,  and  forwards  results  to  practitioners 
and  case  managers. 

• The  case  management  team  tracks  abnormal  screens  and  diagnosed  cases;  links  con- 
firmed cases  to  medical  care;  serves  as  a source  of  information  for  practitioners,  parents, 
and  the  public  about  the  newborn  screening  disorders;  and  maintains  disease  registries. 

The  "Texas  Newborn  Screening  Program:  A Practitioner's  Guide"  is  on  theTexas 
Department  of  Health  Web  site  at  www.tdh.state.tx.us/newborn/p_toc.htm.This  site  de- 
scribes the  operation  of  the  newborn  screening  program,  the  disorders  currently  de- 
tected by  the  program,  procedures  for  follow-up  of  abnormal  screening  test  results,  and 
the  appropriate  medical  management  of  diagnosed  cases.  For  more  information  on  the 
Texas  Newborn  Screening  Program,  visit  www.tdh.state.tx.us/newborn/newborn.htm. 


28 


Public  Health 


• A test,  even  for  a rare  disease,  should 
be  conducted  for  every  newborn  if 
the  early  discovery  of  that  disease 
can  make  a difference  in  the  child’s 
health. 

• Safeguards  should  be  put  in  place  to 
ensure  timely  reporting  of  test  re- 
sults so  babies  born  with  potentially 
catastrophic  but  treatable  conditions 
get  help  before  it  is  too  late. 

• Uniform  quality  of  newborn  screen- 
ing tests  nationwide  must  be  as- 
sured, whether  the  tests  are  carried 
out  in  major  medical  centers  or  in 
rural  doctors’  offices. 

Dr  Howse  said  the  task  force  report 
should  have  examined  systematically 
all  the  available  newborn  screening 
tests,  categorized  them  on  the  basis  of 
urgency,  and  recommended  the  best 
practices  for  consistency,  quality,  and 
timeliness  of  testing  and  reporting. 

“When  newborn  screening  tests  for 
all  treatable  conditions  are  universally 
available  and  the  quality  of  the  tests  is 
assured,  it  may  well  turn  out  this  effort 
will  be  economically  beneficial  to 
health  insurers,”  she  said.  “Neverthe- 
less, the  March  of  Dimes  believes  the 
primary  consideration  should  always 
be  the  health  of  babies.” 

Frustrated  parents  agree,  as  evi- 
denced by  the  Web  site  for  the  nonprofit, 
voluntary  Tyler  for  Life  Foundation, 
which  is  based  in  Douglasville,  Ga,  and 
works  to  improve  the  lives  of  babies  by 
preventing  mental  retardation  and  death 
■resulting  from  disorders  detectable 
through  newborn  screening. 

“If  you  knew  that  in  buying  a lottery 
ticket  you  would  have  a 1 in  1,500 
chance  of  winning  the  jackpot  and  be- 
coming a multimillionaire,  would  you 
buy  a ticket?  Most  people  would,  as  that 
would  be  pretty  good  chances,”  the  site 
at  www.tylerforlife.com  reads.  “In  fact, 
millions  of  people  take  chances  with 
much  greater  odds.  Considering  that,  on 
[average,  every  live  birth  in  the  United 
States  has  a 1 in  1,500  chance  of  being 
‘diagnosed  with  some  type  of  metabolic 
I disorder  — why  are  they  still  considered 
■ rare’  disorders?”  ★ 
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Then  get  up-to-the-minute  legislative  news 
delivered  right  to  your  computer  every  day, 
or  every  week,  starting  January  9,  2001 ! 

To  subscribe,  point  your  browser  to 
www.texmed.org/apn/listserv/ 
legislativealert.asp 

Don’t  be  the  last  to  know! 
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When  a patient  dies, 


there  is  a tendency  by  many  physicians  to  believe  they  have 
failed.  Therefore,  their  instinct  drives  them  to  do  everything 
they  can  to  make  the  patient  live  as  long  as  possible,  even 
when  nothing  more  can  be  done. 

“When  doctors  learn  about  medicine  and  diseases,  they  learn 
how  to  maintain  things  that  dying  patients  don’t  care  about,  like 
urine  output,”  said  Leigh  Anne  Fredholm,  MD.  “What  patients 
care  about  is  if  they  are  too  weak  to  go  to  the  bathroom.” 

Dr  Fredholm  is  the  medical  director  for  the  nonprofit  Hos- 
pice Austin,  a program  that  serves  only  20%  of  the  people 
who  could  really  benefit  from  it.  She  hopes  more  Texas  physi- 
cians will  refer  their  terminally  ill  patients  to  hospice  care. 


Covered  by  Medicare,  Medicaid,  and  most  insurance  plans, 
hospice  care  gives  terminally  ill  patients  and  their  families  the 
attention  they  need  and  deserve.  Some  programs  meet  the 
minimum  requirements  while  others  go  the  extra  mile,  but  alb 
offer  services  through  a comprehensive  team  approach.  The 
majority  of  patients  receive  care  at  home. 

This  year’s  Texas  Medicine  photo  essay  goes  inside  Hospice 
Austin  for  a glimpse  at  the  physicians,  the  staff,  and  the  pa- 
tients they  serve.  As  the  photographs  show,  hospice  care  is 
more  about  living  than  dying  — and  not  just  living,  but  pa- 
tients living  well  and  doing  the  important  things  in  the  time 
they  have  left. 


For  more  information  about  hospice,  contact  the  Texas  Non-Profit  Hospice  Alliance  at  (800)  276-1387  or  the  Texas/New  Mexico 
Hospice  Organization  at  (512)  454-1247,  or  e-mail  tx_hospice_org@email.msn.com. 


I 


I 


I 
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In  the  past  decade,  significant  progress  has  been  made  in  understanding  and  treat- 
ing Alzheimer's  disease.  For  patient  James  Randle,  the  most  viable  way  to  deal 
with  the  disease  is  through  a visit  and  prayer  from  Chaplain  Ann  Hagmann,  PhD,  , 

and  yes,  with  a teddy  bear,  too.  I 
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Pharmacist  Linda  Rowell,  PhD.  left,  and  Veronica  Velasquez,  CPhT,  compound 
medications  for  patients.  In  end-of-life  care,  the  medications  that  come  into  play 
are  very  different  from  those  in  the  curative  world.  Nurses  solve  problems  with  doc- 
tors and  don’t  stop  until  they  have  solutions  and  can  get  symptoms  under  control. 


Shannon  Perryman,  RN,  second  from  left,  reviews  a patient's  chart  with  clerk  Ros- 
alind Cardenas-Rivera.  In  the  background,  Mark  Rawlins,  LVN,  and  Karen  Larson, 
RN,  tend  to  other  details  of  Hospice  Austin's  Christopher  House. 


Kimberly  Galusha,  DO,  associate  medical  director  at  Hospice  Austin’s  Christopher 
House,  left,  reviews  a patient’s  medications  and  care  with  Shannon  Perryman,  RN. 
“When  someone  is  dying,  a lot  of  issues  need  to  be  covered,’’  said  Dr  Galusha.  “Not 
all  can  be  handled  by  a physician.  It  takes  a team  approach." 
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In  some  cases,  inpatient  hospices  may  provide  acute  care  to  patients,  then  let  them 
go  home  if  they  are  able.  Lori  Williams,  a certified  nurse  aide,  says  good-bye  to 
Amelia  Mendoza,  an  abdominal  cancer  patient,  who  is  going  home  to  her  husband, 
Julian,  now  that  her  seizures  have  been  stabilized. 


Leigh  Anne  Fredholm,  MD,  visits  Rita  Weaver,  a lung  cancer  patient.  "If  you  are  a 
doctor  and  you  mention  hospice,  you  are  not  a failure,"  said  Dr  Fredholm.  "What 
you  want  to  do  is  take  care  [of  your  patient]  as  best  you  can.” 
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Amy  Hoffman,  MSW,  visits  Ernest  Montgomery,  an  osteomyelitis  and  CVA  patient, 
and  his  wife,  Rue.  "The  patients  and  families  are  the  reward  of  the  job,”  Ms  Hoffman 
said.  "The  most  difficult  part  is  when  there  are  situations  that  can't  be  fixed.  I want 
to  try  to  do  something,  but  1 can’t.  At  least  I know  they're  going  to  a better  place.” 
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Diane  Wilder,  a home  health  aide,  treats  Mary  Williams,  a lung  cancer  patient,  with 
hands-on  care  such  as  bathing  and  linen  changes.  Ms  Williams  is  a former  cook  for 
President  Lyndon  Johnson,  and  rumor  has  it  that  when  LBJ  was  sick,  he'd  request 
that  her  stew  be  flown  to  him  special  delivery. 


Mary  O’Hare,  harpist,  plays  while  patient  Roxann  Starr  receives  a massage  in  her 
room  at  Hospice  Austin’s  Christopher  House.  “Everyone  is  going  to  die,”  said  Ms 
St  arr,  who  has  amyotrophic  lateral  sclerosis.  “I  don’t  know  why  they  don’t  want  to 
do  it  well." 


Shannon  Perryman,  RN,  and  patient  Roxann  Starr  hug  during  a ceremony  that  Ms 
Starr  and  her  friends  have  arranged  for  blessing  the  room.  The  ceremony  includes 
special  thanks  for  everything  from  the  artwork  and  photos  on  the  walls  to  the  refrig- 
erator, microwave,  and  plants.  “We  give  thanks  and  celebrate,”  Ms  Starr  explained. 
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Spiritual  care  means  something  different  to  every  patient.  Chaplain  Ann  Hagmann, 
PhD,  leads  Rick  and  Terri  Echternacht  in  renewing  their  wedding  vows.  The  couple 
later  fulfilled  another  dream  — to  travel  to  Hawaii.  "What  you  offer  everyone  is  love 
and  respect,  regardless  of  any  other  factor,"  said  Dr  Hagmann. 


IW.  Linda  Suter,  RN,  CHPN  , visits  Nellie  Holder,  an  emphysema  patient,  in  her 
home.  In  February,  Ms  Holder’s  doctor  gave  her  6 months  to  live,  but  she  has  beaten 
those  odds.  “If  it  weren’t  for  this  lady,  I wouldn’t  be  alive  today,’’  she  said.  Hospice 
and  Medicare  don’t  discharge  dying  people  for  living  longer  than  their  prognoses. 
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Workers’  comp  rights 

Court  cases  could  limit  employers’ liability 


The  workers’  compensation  system 
established  in  Texas  in  1913  was 
the  result  of  a political  bargain 
hatched  in  the  progressive  era  to 
protect  injured  workers  from  the 
medical  and  economic  devasta= 
tion  of  their  injuries.  Eighty-seven 
years  later,  the  Texas  workers’  comp  sys- 
tem is  the  target  of  a legal  assault  that 
could  transform  insured  workers’  no-fault 
insurance  system  into  a liability-shedding 
system  for  employers.  > > 


By  Walt  Borges,  Associate  editor 
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The  issue  in  two  consolidated  cases 
heard  by  the  Texas  Supreme  Court  in 
'October  is  whether  employers  who 
don’t  carry  workers’  compensation  in- 
surance can  require  their  employees  to 
I give  up  the  right  to  sue  them  for  med- 
ical costs  and  lost  income  in  exchange 
for  being  admitted  to  employer-funded 
benefits  plans. 

Texas  is  the  only  state  that  does  not 
require  employers  to  carry  workers’ 
compensation  insurance.  Still,  the 
Texas  Workers’  Compensation  Commis- 
sion estimates  60%  percent  of  Texas 
employers  subscribe  to  the  state-ad- 
ministered  insurance  system. 

Texas  workers’  comp  system  officials 
and  labor  advocates  have  told  the 
Texas  Supreme  Court  in  friend-of-the- 
court  briefs  that  by  granting  “nonsub- 
1 scribers”  the  same  liability  protections 
. as  employers  in  the  system,  the  court 
would  undermine  all  incentives  for  em- 
I ployers  to  join  a compensation  system, 

I especially  when  a previous  high-court 
decision  held  that  nonsubscribing  em- 
' ployers  cannot  be  sued  for  firing  in- 
ij  jured  workers. 

For  physicians,  workers’  comp  is  a 
1 troubling  issue,  and  not  just  from  the 
I public  health  policy  perspective  of  how 
I society  cares  for  its  injured  workers. 

^ Physicians  play  a major  role  in  the 
workers’  comp  system,  and  the  Texas 
' Medical  Association  has  long  been  ac- 
I tive  to  ensure  that  injured  workers  can 
choose  their  own  doctors  rather  than  be 
j assigned  to  company-hired  physicians. 

I Other  physician  concerns  are  now 
j emerging  as  doctors  confront  insurance 
! companies  over  preauthorization,  fees, 
and  determinations  of  medical  neces- 
sity. (See  “Fighting  the  System,”  p 45.) 

But  it  is  the  legal  challenges  that 
ppose  the  gravest  threat  to  a system,  so 
I much  so  that  both  the  Texas  AFL-CIO 
' and  the  Texas  Workers’  Compensation 
Insurance  Fund  (TWCIF)  have  submit- 
ted friend-of-the-court  briefs  asking  the 
Supreme  Court  to  strike  down  the 
waivers. 

I Because  many  physicians  are  also 
I employers,  TMA  is  monitoring  the 
' cases  with  an  eye  on  how  the  outcome 
could  affect  the  ability  of  workers  to 
choose  physicians  to  independently 
evaluate  their  medical  conditions  and 
j treatment  plans. 

I Tel  800.880.1300 


Let’s  make  a deal 

The  workers’  compensation  system  was 
conceived  in  the  early  1900s  as  public 
officials  and  progressive  voter  move- 
metits  sought  to  ensure  that  workers 
who  were  itijured  on  the  job  could  re- 
ceive medical  treatment  and  income 
benefits  to  replace  lost  wages.  The  con- 
cept hinged  on  a political  bargain 
forged  between  the  rising  might  of  la- 
bor and  the  captains  of  industry.  In  ex- 
change for  medical  and  income  benefits 
paid  for  workplace  injuries,  the  workers 
would  forego  lawsuits  to  prove  that 
their  employers  were  at  fault.  Such  le- 


gal action  not  only  delayed  compensa- 
tion for  injured  workers,  but  resulting 
judgments  also  bankrupted  smaller 
businesses  because  of  a single  act  of 
negligence. 

The  states  usually  took  the  primary 
role  in  setting  up  and  administering  the 
benefits  system,  although  private  insur- 
ers assumed  most  of  the  risk.  Texas  was 
in  the  mainstream  of  the  states  moving 
to  adopt  the  new  concept. 

Texas  has  never  required  employers 
to  join  the  system.  However,  the  legis- 
lature sought  to  encourage  employers 
to  sign  up  for  the  program  with  the 
waiver  from  liability  and  by  limiting 
the  legal  defenses  that  nonsubscribing 
employers  could  use  to  fight  off  suits. 
For  example,  a nonsubscriber  who  is 
sued  by  an  injured  worker  may  not 
raise  a “contributory  negligence”  de- 
fense that  attempts  to  place  the  fault 
on  the  worker,  thereby  lowering  any 
payout  of  damages. 

The  legislature  also  sweetened  the 
workers’  comp  pot  by  preventing  non- 
subscribing employers  from  transfer- 
ring their  risks  for  accidents  to  the 
insurance  companies.  It  prohibited 
nonsubscribing  employers  from  pur- 
chasing indemnity  insurance  to  cover 
their  risk.  The  only  option  for  nonsub- 
scribers was  to  self-insure. 

The  workers’  compensation  system 


was  not  perfect.  By  the  kite  1980s,  work- 
ers’ comp  disputes  were  growing  more 
numerous.  For  employers,  premiums 
were  rising  rapidly  ;md  many  were  drop- 
ping out  of  the  system.  With  the  cost  of 
lawsuits  rising  and  the  awards  explod- 
ing, the  business  community  wanted  re- 
lief that  would  limit  expenses  but  retain 
the  waiver  of  liability.  In  1989,  the  Texas 
Legislature  enacted  the  first  of  a series  of 
reforms  that  in  essence  established  an 
administrative  system  to  resolve  dis- 
putes over  benefits  and  removed  all 
monetary  incentives  for  lawyers  to  rep- 
resent workers  in  the  system. 


One  controversial  element  of  the  re- 
forms was  the  use  of  the  American 
Medical  Association’s  impairment 
guidelines  as  a measure  of  the  disabil- 
ity of  workers,  despite  explicit  warn- 
ings by  AMA  that  the  guidelines  were 
not  meant  for  such  use.  In  1995,  how- 
ever, the  Texas  Supreme  Court  upheld 
the  use  of  the  guidelines  in  deciding 
that  the  reforms  were  constitutional. 

The  third  option 

The  workers’  compensation  system 
continued  to  provide  employers  two 
options:  sign  up  and  get  a waiver  for  li- 
ability or  go  uncovered  and  risk  the 
costs  and  judgment  of  litigation.  But 
nonsubscribing  employers  have  devel- 
oped a third  option,  one  that  provides 
them  with  protection  from  liability 
without  the  burden  of  premiums  for 
the  workers’  comp  insurance. 

Lambert  v Affiliated  Foods,  Inc  is  one 
of  the  two  cases  before  the  Supreme 
Court.  Danny  Lee  Lambert  signed  up 
for  an  employee  benefit  plan  in  1992 
that  offered  medical,  disability,  and 
death  benefits.  Mr  Lambert  also  signed 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“What  nonsubscribing  employers 
seek  to  accomplish  with  pre-injury  waivers  is  an 
end-run  around  the  Workers’  Compensation  Act.’’ 
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a waiver  in  which  he  relinquished  his 
right  to  sue  Affiliated  in  exchange  for 
being  enrolled.  Mr  Lambert  was  in- 
jured by  a forklift  in  1993,  about  9 
months  after  he  began  working  for  Af- 


filiated. He  received  “some  medical 
services  and  disability  benefits,”  ac- 
cording to  the  brief  his  lawyer  filed 
with  the  Supreme  Court,  but  sued  Af- 
filiated for  negligence  in  1997. 


In  the  second  case,  Lawrence  v CDB 
Services,  Inc,  a similar  pre-injury  waiver 
was  signed  by  a bulldozer  operator 
who  was  injured  when  his  machine 
turned  over.  The  worker  received  med- 


ical, dismemberment,  and  disability 
benefits  totaling  $210,000  under  the 
employer’s  plan. 

Both  workers  were  dissatisfied  with 
the  level  of  benefits  they  received  and 
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subsequently  sued  their  employers.] 
Both  cases  were  dismissed  by  the  trialj 
court  judges,  who  held  that  the  waiversj 
were  part  of  valid  contracts  for  bene-i 
fits.  The  7th  Court  of  Appeals  in  Amar-j 
illo  upheld  both  dismissals.  i 

The  7th  Court  decisions  conflict 
with  a similar  case  decided  by  the  4th 
Court  of  Appeals  in  San  Antonio  in 
1999.  In  Reyes  v Storage  & Processor,! 
Inc,  the  4th  Court  threw  out  the' 
waivers  but  said  they  would  be  valid  ilj 
the  benefits  plan  offered  by  the  em-| 
ployer  matched  the  level  of  benefits! 
under  the  workers’  comp  system.  The! 
Texas  Supreme  Court  subsequently  de-| 
dined  to  hear  an  appeal  of  the  case. 

Mr  Lambert  has  asked  the  Supreme 
Court  to  answer  several  questions.  First 
and  foremost,  he  wants  the  court  to  de- 
cide whether  the  waiver  of  the  right  to 
sue  violates  Texas  public  policy  by  pro- 
viding employers  with  a third  option 
for  workers’  comp.  Mr  Lambert  also 
wants  the  court  to  decide  whether  he 
lost  the  right  to  sue  his  employer  by  ac- 
cepting benefits,  or  whether  he  wouldj 
have  to  credit  the  benefits  he  has  al- 
ready been  paid  against  a future  court 
judgment  against  his  employer. 

If  the  justices  agree  with  the  4th  Court 
interpretation,  Mr  Lambert  also  wants 
the  Supreme  Court  to  decide  whether  the 
Affiliated  benefits  meet  or  match  the 
level  of  workers’  comp  benefits. 

Affiliated  responded  that  while  it 
may  be  against  public  policy  to  force 
employees  to  waive  their  rights  to  sue 
as  a condition  of  being  hired  or  as  a 
postinjury  condition  for  receiving  ben- 
efits, workers  should  be  able  to  volun- 
tarily sign  waivers  when  signing  up  for 
an  employer  plan. 

Company  lawyers  wrote  that  the 
waivers  are  simply  a “freedom  of  con- 
tract” issue  and  that  Mr  Lambert 
should  be  prevented  from  suing  Affili- 
ated because  “a  deal  is  a deal.” 

When  the  case  was  appealed, 
friend-of-the-court  briefs  were  filed  by 
the  TWCIF,  a quasi-public  workers’ 
comp  insurance  carrier,  and  by  the 
Texas  AFL-CIO,  in  support  of  the 
worker’s  position. 

“What  nonsubscribing  employers 
seek  to  accomplish  with  pre-injury 
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Worker’s 
comp  facts 


The  workers’  compensation  system  includes  about  60%  of  the  state’s  employers.  The 
Wall  Street  Journal  estimates  that  140,000  employers  remain  outside  the  system,  em- 
ploying 20%  of  the  state’s  workers. 

There  were  187,787  workplace  injuries  and  occupational  disease  incidents  reported  to 
theTexas  Workers'  Compensation  Commission  (TWCC)  in  1999. 

Medical  payments  to  physicians  for  1999  topped  $365  million,  and  hospitals  collected 
$328  million.  Chiropractors  collected  another  $110  million  and  physical  therapists  were 
paid  $90  million.  Payments  to  occupational  therapists,  dentists,  and  other  medical  en- 
tities accounted  for  another  $85  million  in  payments,  bringing  the  total  workers'  comp 
medical  bill  for  1999  to  $978  million.  However, TWCC  cautions  that  its  figures  will  rise 
as  additional  payments  for  treatment  during  1999  are  reported.  In  both  1997  and  1998, 
medical  payments  in  the  workers'  comp  system  exceeded  $1  billion. 

The  use  of  the  fee  guidelines  to  govern  physician  compensation,  acute  care  in  hospi- 
tals, and  durable  equipment  purchases  savedTexas  employers  $205  million,  theTWCC 
estimates. 

In  1999,  40%  of  injured  workers  were  represented  by  attorneys  at  the  initial  benefit  re- 
view conference  (BRC),  49%  hired  attorneys  for  contested  case  hearings  (CCHs),  and 
46%  retained  professional  legal  help  for  hearings  by  an  appeals  panel.  Insurance  carri- 
ers were  represented  by  attorneys  60%  of  the  time  at  the  BRC,  87%  of  the  time  at  the 
CCH,  and  92%  of  the  time  at  the  appeals  panel. 

In  1999,  TWCC  issued  68  sanctions  against  workers,  69  against  physicians  and  other 
health  care  professionals,  192  against  employers,  and  1,009  against  insurers.  No  attor- 
neys were  sanctioned.  Workers  were  fined  $27,200;  health  care  professionals,  $2,199; 
employers,  $43,967;  and  insurance  carriers,  $1.8  million. 

In  1999,  the  Hazardous  Employer  Program  identified  637  employers  (employing  147,296 
workers)  with  poor  safety  records.  Twenty-one  employers  completed  the  program,  and 
preliminary  results  showed  a 72%  reduction  in  workplace  accidents. 


“The  big  picture  is  that  we  support  patient  choice  for 
the  injured  in  the  workers’ compensation  system.” 
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waivers  is  an  end-run  around  the 
Workers’  Compensation  Act,”  the 
TWCIF  lawyers  wrote  in  their  brief. 

“Nonsubscribing  employers  have  no 
justified  expectations  of  being  able  to 
avoid  the  bargain  struck  by  the  Legisla- 
tttre  in  the  Act  by  relying  on  their  ‘bar- 
gain’ with  typically  new,  ‘at-will’ 
employees  to  whom  they  had  a take-it- 
or-leave-it  document  to  review  and 
sign  during  their  first  few  days  on  the 
job,”  the  TWCIF  brief  stated. 

Richard  Levy,  JD,  legal  director  for 
the  Texas  AFL-CIO,  wrote  that  “if  these 
decisions  are  allowed  to  stand,  it  would 
be  the  end  of  Texas  Workers’  Compen- 
sation Insurance  as  we  know  it.  Gone 
would  be  the  incentive  for  the  em- 
ployer to  participate  in  the  system.” 

The  result  would  be  “a  shadow  work- 
ers’ compensation  system  completely 
controlled  by  the  employer,”  Mr  Levy 
wrote,  noting  that  a 1998  Supreme 
Court  decision  in  Texas  Mexican  Railway 
Company  v Bouchet  permits  nonsubscrib- 
ing employers  to  terminate  injured  em- 
ployees. Under  the  workers’  comp  laws, 
subscribing  employers  may  not  retaliate 
against  workers  who  file  claims  by  firing 
them.  But  Mr  Levy  noted  that  the 
waivers-for-benefits  exchange  was  likely 
to  place  nonsubscribing  employers  in  a 
position  to  restrict  the  benefits  they  paid, 
to  control  adjudication  through  internal 
dispute  resolution  processes,  to  gain 
complete  access  to  employees’  medical 
histories,  and  to  control  the  medical 
treatment  of  the  injured  worker. 

The  latter  issue  is  the  focus  of  TMA 
concern,  says  Charlotte  Smith,  MD,  a 
member  of  TMA’s  Council  on  Socioeco- 
nomics and  House  of  Delegates. 

“The  big  picture  is  that  we  support 
patient  choice  for  the  injured  in  the 
workers’  compensation  system,”  ex- 
plained Dr  Smith,  whose  Austin  prac- 
tice is  in  physical  medicine  and 
rehabilitation.  “It’s  paramount  that 
there  are  checks  and  balances  in  the 
system  because  there  are  limited  advo- 
cates for  workers.  The  physician  is  the 
only  person  who  is  neutral  and  the 
only  person  who  can  manage  care  in  an 
appropriate  way.” 

Supporting  the  employer  perspec- 
tive was  a brief  filed  by  HCA-The 


Fighting 
the  system 


Austin  attorney  Richard  Pena,  JD,  is  one  of  the  few  attorneys  in  Texas  who  makes  a 
practice  of  taking  workers'  compensation  cases  on  behalf  of  injured  workers.  In  a sys- 
tem that  was  reformed  in  1989  to  take  lawyers  out  of  the  system  as  much  as  possible,  Mr 
Pena’s  workers'  comp  caseload  is  provided  more  as  a service  to  the  community  than  as 
a money-making  enterprise.  He  makes  his  fees  not  from  the  complex  negotiation  of  the 
administrative  workers'  comp  appeals  but  from  his  traditional  personal  injury  case 
practice. 

A former  president  of  the  State  Bar  ofTexas,  Mr  Pena  has  struggled  to  get  timely  and 
full  compensation  for  his  work  representing  injured  workers.  “I  spent  thousands  of 
hours  figuring  out  the  system,  even  though  I didn’t  get  paid  a penny  for  over  a year  after 
the  new  system  was  implemented,”  he  recalled. 

The  resistance  of  the  insurance  carriers  to  pay  his  fees  and  the  Byzantine  maze  of 
dispute  resolution  procedures  at  the  Texas  Workers'  Compensation  Commission 
(TWCC),  which  must  approve  the  payment,  led  Mr  Pena  to  guess  that  physicians  might 
be  having  similar  problems  collecting  fees. 

In  1998,  Mr  Pena  opened  a new  section  of  his  solo  practice  that  specializes  in  work- 
ers' compensation  medical  disputes.  He  has  hired  Elizabeth  Pickle,  the  former  supervi- 
sor inTWCC’s  medical  dispute  section,  to  head  his  effort,  which  he  says  now  brings  in 
a steady  stream  of  business. 

“Workers’  comp  insurance  carriers  pay  at  reduced  rates,  or  if  there  is  an  excuse, 
they  don’t  pay  at  all,”  said  Mr  Pena.  “But  we're  not  bill  collectors.  We  represent  doctors 
or  hospitals  in  hearings  when  they  appeal.” 

TWCC  considered  4,275  medical  disputes  through  its  dispute  resolution  process  in 
1999,  and  insurance  carriers  won  57%  of  the  resolved  cases,  according  to  TWCC 
records.  However,  in  disputes  in  which  the  commission  ordered  payments  and  refunds, 
922  disputes  resulted  in  payments  ordered  to  be  made  to  the  health  care  professional. 
Only  once  didTWCC  order  a health  care  professional  to  refund  money  to  an  insurance 
carrier. 

For  physicians  who  dispute  workers'  comp  fees,  the  process  is  slow.  Preauthoriza- 
tion disputes  took  an  average  of  38  days  to  resolve  in  1999, TWCC  records  show.  Med- 
ical necessity  disputes  took  366  days  and  fee  disputes  averaged  449  days  until 
resolution. 

One  of  the  major  issues  facing  physicians  who  find  themselves  in  disputes  is  the  1- 
year  time  limit  for  filing  appeals  of  disputed  medical  bills.  Initially, TWCC  considered  an 
appeal  deadline  met  if  the  application  packet  was  in  the  mail  before  the  first  anniversary 
of  the  treatment  being  billed  for. Then,  the  commission  started  imposing  the  following 
deadline:  an  application  had  to  be  completed  and  filed  in  the  Medical  Review  Division 
by  the  first  anniversary  of  treatment.  Because  of  backlogs  and  other  internal  delays, 
physicians  who  filed  appeals  often  wouldn’t  learn  of  missing  materials  or  improper  doc- 
umentation for  the  complex  packets  until  it  was  too  late  to  make  the  deadline. 

Ms  Pickle  notes  that  newTWCC  policies  dictate  that  disputes  are  supposed  to  be 
considered  within  30  days,  but  that  only  holds  for  appeals  of  carrier  decisions  filed  af- 
ter July  15. The  backlog  of  older  cases  will  be  reduced  only  after  the  newer  cases  are 
taken  care  of,  Ms  Pickle  explains. TWCC's  goal  is  to  eliminate  the  backlog  and  consider 
all  disputes  within  30  days  by  September  2001. 

She  urges  physicians  to  attend  educational  seminars  that  explain  the  workers’  com- 
pensation system. 

“Too  many  doctors  are  too  busy  to  follow  up”  with  appeals  of  medical  disputes,  said 
Mr  Pena.  "The  system  is  a maze,  but  doctors  don’t  know  where  to  start.  Physicians  can 
make  money  in  the  workers’  comp  system  — if  they  can  figure  out  how  to  negotiate  the 
system.” 
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Healthcare  Company,  St  Joseph  Re- 
gional Healthcare,  the  Texas  Risk  Re- 
tention Association,  and  the  Texas 
Association  of  Residential  Care  Com- 
munities. The  brief  for  the  organiza- 
tions noted  that  “the  sky  has  not  been 
falling”  on  the  Texas  workers’  comp 
system  despite  the  use  of  liability 
waivers  by  nonsubscribing  employers. 

During  the  argument  before  the 
court  on  October  2,  there  was  no  clear 
winner.  Several  justices  expressed  inter- 
est in  maintaining  the  right  to  contract 
and  focused  on  what  the  nonsubscrib- 
ing employers  could  do.  There  also  was 
much  talk  about  whether  the  em- 
ployer’s plan  benefits  were  equal  to 
those  under  the  workers’  comp  system, 
which  prompted  one  of  the  workers’ 
comp  lawyers  to  point  out  that  workers’ 
comp  benefits  are  guaranteed,  while 
the  employer’s  plan  benefits  won’t  be 
paid  if  the  employer’s  business  fails. 

The  line  of  questioning  about  equal 
benefits  also  prompted  one  of  the 
lawyers  for  the  employers  to  point  out 
to  the  court  that  the  nonsubscribers 
benefits  plan  were  employer-funded 
plans  that  are  not  subject  to  state  regu- 


lation because  they  were  preempted  by 
the  Employee  Retirement  Income  Secu- 
rity Act  (ERISA),  which  exclusively  reg- 
ulates such  plans. 

The  Supreme  Court  will  probably: 
render  a decision  in  the  case  before, 
July,  although  there  is  no  time  limit  on 
the  decision. 

Steve  Bent,  executive  director  of  the; 
Texas  Association  of  Responsible  Non-; 
Subscribers,  says  waivers  are  used  by 
only  about  20%  of  his  members,  who; 
are  employers  who  do  not  carry  work-i 
ers’  comp  insurance  but  who  provide! 
benefits  for  their  employees. 

Mr  Bent  says  the  court’s  decision 
will  likely  have  legislative  implications 
because  of  the  fear  that  waivers  may 
undermine  the  current  workers’  comp 
system. 

“We’re  mostly  concerned  about  the 
legislative  impact  of  these  cases. 
There’s  some  talk  in  the  legislature  that 
if  the  waivers  are  approved,  then  there 
will  be  an  effort  to  make  workers’  comp 
mandatory.”  ★ 


Walt  Borges  can  be  reached  at  (800)  386°130O,  ext  1385,  or 
(512)  370-1385;  or  by  e-mail  at  walt.borges@texmed.org. 


TIVI A provides  workers^  comp  education 


TMA  sponsors  “Impairment  Evaluation  UnderTexas  Workers'  Compensation”  seminars 
throughout  the  state.  Physicians  who  attend  the  seminars  wii!  be  eiigibie  for  up  to  17.5 
hours  of  continuing  medica!  education  credit  and  will  be  able  to: 

• Describe  the  role  and  responsibility  of  a designated  doctor  and  other  providers  in 
the  impairment  rating  process  as  it  pertains  toTexas  law  and  the  correct  usage  of  the 
American  Medical  Association  Guides  to  the  Evaluation  of  Permanent  Impairment; 

• Define  the  main  objectives  outlined  in  chapters  1-14  of  the  AMA  Guides; 

• ApplyTexas  Workers’  Compensation  Commission  (TWCC)  policy  regarding  the  use 
of  the  AMA  Guides  and  other  applicable  procedures  and  rules; 

• Complete  a clinical  example  of  an  impairment  rating  for  each  body  system  as  de- 
fined in  the  AMA  Guides; 

• Demonstrate  knowledge  of  the  correct  use  of  basic  equipment  (handheld  inclinome- 
ter and  goniometer)  for  range-of-motion  testing; 

• Claim  eligibility  to  complete  the  designated  doctor  application  (fulfill  training  com- 
ponent); and, 

• Complete  and  pass  writtenTWCC  examination  when  implemented. 

The  cost  is  $400  forTMA  member  physicians  and  $550  for  nonmembers. 

See  future  issues  of  Action  or  visit  the  TMA  Web  site  at  www.texmed.org/pmt/de- 
fault.asp  for  a listing  of  seminars  to  be  held  in  2001. 
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The  southern  exodus 


Is  seeking  health  care  south  of  the  border  a healthy  practice? 


D2000  George  Pickow,  Hulton  Getty 


NO  antibiotic  known  to  man  can  stop! 
the  resistant  strain  of  Pseudomoncui 
aeruginosa  that  has  begun  appear] 
ing  in  South  Texas.  It  eats  away  ai| 
human  flesh.  “It’s  an  excruciatingl} 
slow  and  gruesome  way  to  go, 
said  Michael  Jelinek,  MD,  an  infec- 
tious disease  specialist  in  McAllen.  He’j 
watched  three  patients  die  this  year  one 

man  from  Mexico  lapsed  into  a coma  as  hisj 

! 

leg  slowly  rotted  away.  ! 

All  of  these  patients  had,  over  the  years] 
taken  antibiotics  obtained  in  Mexico,  withj 
and  without  medical  supervision.  This  self- 
medication  and  unsupervised  use  of  an- 
tibiotics is  contributing  to  a drug  resistance! 
problem  “that’s  more  serious  than  people! 
realize,”  Dr  Jelinek  said.  > >! 


By  Laurie  Stoneham,  Contributing  editor 
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j But  pharmaceuticals  arc  clicaj^  and 
easy  to  come  by  south  of  the  border.  So 
..ire  walk-in  medical,  dental,  and  op- 
tometry care. 

When  20-year-old  Irma  Rodriguez 
wanted  contact  lenses,  she  went  to 
Matamoros.  There,  the  eye  exam  and 
contacts  cost  about  $90.  At  home  in 
■Brownsville,  those  same  services  would 
have  cost  double  that. 

Money  was  also  the  reason  21 -year- 
old  Isai  Ramirez  traveled  to  Matamoros 
to  have  all  four  wisdom  teeth  removed. 

' There  weren’t  any  x-rays  or  fancy  anes- 
thetics used  to  stave  off  the  pain.  But 
the  fee  — only  $170  — wasn’t  painful 
I either.  A few  miles  north,  he  would  have 
paid  a dentist  roughly  $700  and  an  oral 
surgeon  perhaps  as  much  as  $1,000. 

I Just  makes  sense 

'“The  border  is  an  amazingly  different 
place,”  said  Laurance  Nickey,  MD,  a re- 
tired pediatrician  in  El  Paso.  “There’s 
no  place  else  like  it  in  the  world.  Here 
you  have  essentially  a Third  World 
country  adjoining  the  most  advanced, 
industrialized  nation  in  the  world.” 

Why  people  do  what  they  do  can  be 
traced  to  economics,  language,  cultural 
comfort,  and  just  plain  convenience. 
Physicians  and  dentists  treat  walk-in  pa- 
I tients,  have  evening  hours,  and  are  open 
on  the  weekends.  Street-side  pharma- 
cies are  open  until  late  into  the  night. 

Dollars  and  cents  drive  a lot  of  the 
decisions.  Take  El  Paso,  for  example. 
With  a population  of  some  750,000,  it’s 
not  only  the  nation’s  largest  city  along 
the  US-Mexico  border,  but  it  also  has 
the  largest  population  of  uninsured 
persons  in  the  country.  The  region’s 
chronic  unemployment  rate  hovers  at 
close  to  10%,  and  somewhere  between 
a third  and  a half  of  the  city’s  residents 
. live  at  or  below  the  poverty  level,  de- 
j pending  on  who’s  counting, 
i A recent  University  of  California  at 
i Los  Angeles  study  showed  that  37%  of 
t the  people  in  El  Paso  County  are  either 
uninsured  or  underinsured.  The  rigors 

I of  applying  for  public  assistance  pro- 
grams, including  Medicaid,  Medicare, 
and  the  Children’s  Health  Insurance 
Program,  are  not  worth  the  effort  for 
■ many  would-be  applicants.  The  result 
is  “underenrollment,  underfunding, 
and  underutilization”  of  the  safety  net 


designed  to  capture  tlie  indigent  and 
working  i^oor,  says  Jose  Moreno,  exec- 
utive director  of  Commitnity  Voices,  an 
organization  dedicated  to  helping  the 
medically  utiderserved  in  El  Paso. 

So  it  makes  sense  for  people  who 
have  no  itisitrance  and  no  other  re- 
sources to  go  to  a country  where  their  na- 
tive tongue  is  spoken,  prices  are  cheaper, 


and  care  is  easier  to  obtain.  Dr  Nickey 
said,  “It’s  often  a choice  of  whether  to 
buy  medicine  or  put  food  on  the  table.” 
This  is  the  reality  of  life  on  the  border. 

No  picnic  for  physicians 

Border  communities  have  fewer  doc- 
tors than  other  areas  of  Texas  because 
practice  conditions  are  tough.  Salaries 
are  lower,  overhead  is  high,  and  staff  is 
hard  to  recruit,  train,  and  retain.  Liabil- 
ity insurance  is  increasingly  difficult  to 
obtain  and  what’s  available  is  more  ex- 
pensive than  in  other  parts  of  the  state. 

“Insurance  companies  don’t  want  to 
insure  physicians  in  this  area  because 
we  treat  poorer  people  who  may  be 


getting  treated  in  Mexico,  who  may  not 
be  compliant  with  treatment  regimens, 
and  who  are  getting  bombarded  by 
lawyers  seeking  to  make  a living  off 
malpractice  suits,”  said  Elaine  Barron, 
MD,  an  El  Paso  internist.  “It’s  no  won- 
der physicians  are  leaving  border 
towns  for  greener  pastures  in  Texas  and 
other  parts  of  the  country.” 


It’s  not  uncommon  for  Dr  Barron  to 
compete  with  cultural  belief  in  the 
power  of  the  curanderos,  faith  healers 
who  offer  herbal  preparations  and  old 
wives’  tales  as  cures  for  most  anything 
that  ails  a person.  She  says  she  respects 
the  legacy  of  these  native  medicine 
people  and  does  not  intervene  unless 
the  remedies  threaten  to  interfere  with 
the  clinical  outcome.  “It  takes  enor- 
mous amounts  of  time  to  educate  pa- 
tients and  to  teach  them  why,  for 
example,  they  should  take  the  pre- 
scribed medication  for  their  rheuma- 
toid arthritis,  instead  of  Cat’s  Claw,  a 
popular  herb.  And  we  don’t  get  reim- 
bursed for  that  time.” 


Bill  would  allow 
drug  reimportation 


Legislation  pending  in  Congress  at  press  time  would  allow  wholesalers  and  individuals 
to  reimport  prescription  drugs  made  in  the  United  States  from  other  countries  and  sell 
them  at  a discount  in  the  United  States. The  US  Food  and  Drug  Administration  (FDA) 
must  approve  the  drugs. 

The  bill  was  passed  by  the  US  House  of  Representatives  and  was  awaiting  Senate 
action  in  late  October. 

Current  law  allows  only  drug  manufacturers  to  reimport  prescription  drugs. The  bill  ap- 
propriates $23  million  to  the  FDA  to  monitor  the  safety  and  quality  of  the  reimported  drugs. 

Supporters  of  the  bill  say  it  would  provide  lower-cost  prescription  drugs  to  patients 
in  the  United  States  because  it  would  take  advantage  of  the  lower  prices  many  other 
countries  pay  American  pharmaceutical  companies.  Typically,  Americans  pay  30%  to 
50%  more  for  prescription  medicines  than  consumers  in  other  countries,  primarily  be- 
cause the  United  States  is  the  only  major  nation  that  has  price  controls  on  drugs. 

The  measure’s  opponents  contend  it  has  too  many  loopholes,  and  the  pharmaceuti- 
cal industry,  which  lobbied  against  it,  would  find  ways  to  block  the  cheaper  drugs  from 
coming  back  into  the  country. 

The  drug  reimportation  bill  is  attached  to  a $78  million  appropriation  for  the  US  De- 
partment of  Agriculture.  A White  House  spokesperson  said  President  Clinton  would  not 
veto  the  agriculture  bill  because  of  the  drug  reimportation  issue. 


“Most  of  my  patients  tell  me  they  have  a name  here, 
but  they  are  just  a number  over  there.” 
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Easy  to  access 

Mr  Moreno  believes  access  is  the  key 
dilemma.  His  organization,  Community 
Voices,  an  initiative  underwritten  by  the 
W.K.  Kellogg  Foundation,  is  dedicated  to 
improving  access  to  care  and  the  quality 
of  health  care  provided  to  the  people  of 
El  Paso.  In  one  of  its  successful  strategies, 
Community  Voices  has  enrolled  6,500 


people  in  the  El  Paso  First  Network,  a pri- 
mary care  plan.  “This  gives  people  a 
medical  home,”  said  Mr  Moreno. 

The  El  Paso  Hospital  District  provides 
matching  funds  to  pay  for  the  services, 
and  it’s  hoped  that  as  many  as  10,000 
will  be  enrolled  in  the  near  future. 
Though  valiant,  this  effort  is  only  a drop 
in  the  bucket.  Mr  Moreno  estimates 
120,000  people  need  to  be  able  to  access 
health  care  services  and  affordable  med- 
ications. And  they  do,  in  Mexico. 

But  Mr  Moreno  and  Miguel  A.  Es- 
cobedo, MD,  MPH,  regional  director  for 


the  Texas  Department  of  Health,  point 
out  that  a lack  of  continuity  of  care  and 
complications  in  case  management  are 
among  the  major  concerns  with  seeking 
treatment  in  Mexico.  While  a licensed 
Mexican  physician’s  qualifications, 
skills,  and  certifications  are  similar  to 
those  of  US  physicians,  according  to  Dr 
Escobedo,  communication  is  difficult. 


Trans-border  case  management  is  com- 
plicated not  only  by  language  but  also 
by  the  differences  in  forms,  procedures, 
and  systems  used  in  the  two  countries. 

More  comfortable 

Fernando  Cespedes,  MD,  is  a cardiolo- 
gist in  Matamoros.  He  says  25%  to  30% 
of  his  patients  come  from  the  United 
States.  “Most  of  my  patients  tell  me 
they  have  a name  here,  but  they  are  just 
a number  over  there,”  he  said.  He  adds 
that  his  patients  tell  him  they  feel  more 
comfortable  asking  questions  about 
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their  illnesses  and  “they  like  that  the' 
doctor  spends  more  time  with  them.”  | 

Despite  these  realities,  Dr  Cespedes,' 
who  estimates  his  services  cost  as> 
much  as  60%  less  than  charges  for  the;, 
same  services  in  Texas,  says  he  has!| 
good  relations  with  physicians  in' 
Brownsville.  They  refer  patients  back!] 
and  forth  across  the  border.  ^ 

(I 

Another  kind  of  drug  trade  ' 

Irma  Rodriguez  is  a waitress  at  a popular 
Brownsville  eatery.  She  says  winter  Tex- 
ans are  always  asking  about  the  famed 
Garcia’s  — the  gift  shop/restaurant/bari 
that’s  also  a pharmacy  — on  “The  Strip” 
in  Matamoros,  across  the  border  fromi 
Brownsville.  US  residents  from  all  overl 
the  country  stock  up  on  medications  for| 
themselves  and  their  neighbors  at  Gar- 
cia’s and  dozens  of  other  drugstores  that 
now  dot  the  Mexico-Texas  border  and 
cater  to  American  visitors. 

El  Paso  pharmacist  Barry  Coleman, 
who  owns  pharmacies  throughout  El 
Paso,  says  the  price  differentials  be- 
tween the  United  States  and  Mexico 
can  be  startling.  “I  bought  a 1 -month 
supply  of  a national-brand  birth  control 
pill  for  $1.79  in  Juarez.  My  cost  for  the 
same  medication  is  $24.” 

Marvin  Shepherd,  PhD,  director  of 
the  Center  for  Pharmacoeconomic  Stud- 
ies at  The  University  of  Texas  College  of 
Pharmacy,  says  the  primary  reason 
prices  are  dramatically  cheaper  below 
the  border  is  that  all  major  pharmaceu- 
tical companies  have  manufacturing  fa- 
cilities in  Mexico.  Labor  is  cheaper  and 
the  regulatory  environment  is  different. 
“They  don’t  have  the  FDA  looking  at 
everything  they  do.  And  while  I’m  sure 
the  products  are  comparable  in  quality,  I 
wonder  what  shortcuts  they  take  in  the 
manufacturing  process.” 

Whatever  the  reasons,  price  differ- 
ences can  and  do  cause  huge  resent- 
ments. Mr  Coleman  recalls  an  incident| 
when  an  older  gentleman  butted  aheadi 
of  other  people  in  line  and  demanded! 
to  know  the  price  for  a medication.  Mri 
Coleman  told  him  the  price  was' 
roughly  $85,  which  represented  $5| 
above  his  cost.  “At  that  point,  he  threw! 
a crumpled  piece  of  paper  at  me  and' 
said  in  a very  loud  voice  that  I was  onei 

www.texmed.org 


Mexican 

pharmaceutical  laws 


Many  pharmaceuticals  requiring  a prescription  in  this  country  are  dispensed  as  over- 
the-counter  products  in  Mexico,  including  antibiotics,  cardiac  medications,  antihista- 
mines, antihypertensives,  anti-inflammatory  agents,  antiuicer  medications,  and 
products  containing  estrogen. 

Three  classes  of  drugs  in  Mexico  require  prescriptions,  which  can  be  written  by  vet- 
erinarians, midwives,  nurses,  social  services  professionals,  homeopathic  doctors,  den- 
tists, and  medical  physicians. These  regulated  products  include: 

• Group  I:  injectable  narcotic  analgesics. 

• Group  II:  benzodiazepines,  antidepressants,  sedative/hypnotics,  amphetamines,  and 
tranquilizers. 

• Group  111:  antidepressants,  tranquilizers,  and  anabolic  steroid  products. 

And  while  a prescription  is  legally  required  for  these  classes  of  drugs,  obtaining 
them  without  one  is  not  impossible  or  even  particularly  difficult. 

Source:  “US  vs  Mexican  pharmacies:  competition  at  the  US-Mexico  border,”  US  Pharma- 
cist, 1997,  Marvin  D.  Shepherd,  PhD,  RPh,The  University  ofTexas  College  of  Pharmacy. 


“I  bought  a t-iuonth  supply  of  a national-brand 
birth  control  pill  for  $1.79  in  Juarez. 

My  cost  for  the  same  medication  is  $24.” 
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of  the  worst,  lousiest  thieves  he’s  ever 
[come  in  contact  with.  1 le  could  get  it  in 
Mexico  for  $24.  1 felt  awful,  but  there 
is  nothing  I can  do  about  the  situation.” 

Bringing  home  the  drugs 

US  resident  is  permitted  to  bring  into 
the  country  a 90-day  supply  of  phar- 
maceutical products  for  personal  use. 
■‘You  can  bring  in  these  quantities  of  15 
different  drugs,  go  back  an  hour  later, 
and  bring  in  another  batch,”  Dr  Shep- 
herd explained.  “There  are  basically  no 
limits.  They  sell  amoxycillin  like  we  sell 
Hershey  bars.” 

For  a product  that’s  considered  a 
‘controlled”  substance  in  this  countr}/;  a 
prescription  from  an  American  physician 
is  required,  but  US  Customs  officials  do 
not  check  for  that  kind  of  documenta- 
tion. There’s  no  time.  The  US  Customs 
Service  documented  21.3  million  pedes- 
trian crossings  and  another  47.9  million 
cars  and  buses  entering  through  the 
state’s  13  land  border  points  of  entry  in 
1999.  Another  3 million  commercial 
trucks  were  northbound.  By  the  way, 
Laredo  is  the  state’s  busiest  port  of  entry, 
with  6.5  million  pedestrian,  1.45  million 
truck,  and  6.9  million  car  crossings. 

Beyond  prices 

Most  experts  contend  the  quality  of  phar- 
maceutical products  in  Mexico  is  proba- 
bly comparable  to  US  standards. 
However,  Dr  Shepherd  points  out  the  vast 
majority  are  not  FDA  approved,  and  there 
may  be  a difference  in  the  excipients 
used,  which  could  affect  bioavailability. 

He  doesn’t  recommend  that  anyone 
switch  back  and  forth  between  US  and 
Mexican  products  for  a variety  of  rea- 
sons, eg,  there’s  no  assurance  of  the 
product’s  safety,  the  dosage  and 
strength  may  vary,  and  there  is  a prolif- 
eration of  counterfeit  drugs.  The  selling 
of  placebo  pharmaceutical  products  in 
look-alike  packaging  is  a $3  billion  to 
$4  billion  industry  worldwide,  accord- 
ing to  Dr  Shepherd,  and  recent  studies 
estimate  that  between  5%  and  25%  of 
that  trade  takes  place  in  Mexico. 

In  addition  to  manufacturing  issues, 
Dr  Shepherd  notes  that  record-keeping 
is  minimal,  written  information  about 
the  drug  or  drug  interactions  is  not 


provided,  and,  often,  the  drugs  are  not 
identified  with  labels.  “It’s  a pharma- 
cetitical  mill  down  there,”  he  said. 

Growing  resistance 

Easy  access  to  antibiotics  is  causing  a 
widespread  increase  in  drug  resistance 
within  border  communities.  This  in- 
cludes resistance  to  common  bacteria 
and  to  a lesser  extent  to  tuberculosis 
(TB),  according  to  Dr  Escobedo.  He  says 
resistant  strains  of  TB  are  not  tied  so 
much  to  indiscriminant  use  of  antibi- 
otics as  they  are  to  the  inconsistent  use 
of  the  drugs  used  to  treat  the  disease. 

There  is  one  exception,  however.  Ri- 
fampin, a high-powered  antibiotic  used 
to  treat  TB,  is  available  in  Mexico  in 


combination  with  the  drug  trimetro- 
prin.  This  mixture  is  sotnctimes  used  to 
treat  urinary  tract  infections  (UTIs), 
and  ahuse  of  this  drug  can  lead  to  ri- 
fampin resistance.  Dr  Escohedo  notes 
the  problem  is  not  widespread  because 
it’s  not  a well-known  medication 
among  the  lay  public  and  it’s  relatively 
expensive,  as  are  most  TB  drugs. 

When  interviewed  by  Texas  Medicine, 
Dr  Jelinek  was  caring  for  a hospitalized 
patient  who  had  treated  herself  for  a UTI 
with  penicillin  from  Mexico.  The  E coli 
bacteria  spread  into  her  bloodstream,  and 
the  38-year-old  woman  went  into  cardiac 
respiratory  arrest  before  falling  into  a 
coma  induced  by  anoxic  encephalopathy. 
If  she  survives  at  all,  she  will  live  in  a veg- 


Top  15  pharmaceutical  products 
declared  at  Laredo 


These  figures  are  based  on  a 12-month  study  (1994-1995)  of  products  that  US  residents 
declared  to  US  Customs  at  the  border  in  Laredo.  Fourteen  of  these  drugs  are  classified 
in  the  United  States  as  “controlled"  substances. 


Generic  Name 

Mexican  Brand  Name 

Therapeutic  Class 

1. 

Diazepam 

Valium 

Benzodiazepine 

2. 

Flunitrazepam* 

Rohypnol 

Benzodiazepine 

3. 

Alprazolam 

Tafil 

Benzodiazepine 

4. 

Diethylpropion 

Tenuate  Dospan 

Stimulant 

5. 

Oxycodone 

Neopercodan 

Narcotic  analgesic 

6. 

Phenterminef 

Diminex 

Stimulant 

7. 

Clobenzorexj: 

Asenlix 

Stimulant 

8. 

Codeine/acetaminophen 

Tylex 

Narcotic  analgesic 

9. 

Propoxyphene 

Darvon 

Narcotic  analgesic 

10. 

Nalbuphine 

Nubain 

Injectable  narcotic  analgesic 

11, 

Diazepam/ 

Oual 

Benzodiazepine 

acetaminophen/ 

propoxyphenef 

12. 

Triazolam 

Fialcion 

Benzodiazepine 

13. 

Methylphenidate 

Ritalin 

Stimulant 

14. 

Lorazepam 

Ativan 

Benzodiazepine 

15. 

Carisoprodol/ 

Somalgesic 

Muscle  relaxant 

naproxenj: 


*This  so-called  “date  rape"  drug  in  banned  in  the  United  States. 
fThis  weight  loss  drug  “Fen-phen"  is  banned  in  the  United  States. 
i Not  available  in  the  United  States. 

Source:  “Pharmaceutical  Products  Declared  by  US  Residents  on  Returning  to  the 
United  States  from  Mexico,”  Clinical  Therapeutics  (1996;18:1242-1251),  E.  Kristin  McKei- 
than,  MS,  and  Marvin  D.  Shepherd,  PhD,The  University  ofTexas  College  of  Pharmacy. 
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etative  state.  “She  thought  she  was  doing 
herself  a favor  and  saving  some  money. 
This  is  an  extreme  example,  obviously, 
but  it’s  the  sort  of  thing  that  happens 
when  people  try  to  self-treat  and  self- 
medicate,”  Dr  Jelinek  said. 

He  says  it’s  also  common  to  see  a 
youngster  hospitalized  for  a ruptured 
appendix  with  a nonresistant,  but  still 
virile,  strain  of  Pseudomonas  aerugi- 
nosa. “The  child  has  to  be  hospitalized 
for  7 to  10  days  following  surgery  and 
be  pumped  with  IV  antibiotics  to  get 
rid  of  the  bacteria.” 

Surviving  the  competition 

How  does  an  independent  pharmacy 
stay  in  business  in  a border  community 
with  such  stiff  competition  just  a few 
miles  away?  It’s  not  easy. 

Mr  Coleman  owns  seven  stores  in  El 
Paso.  All  five  of  his  children  work  in  the 
business  he’s  been  in  since  1960.  They 
make  it,  he  says,  by  having  convenient 
locations  in  medical  buildings,  working 
very  closely  with  physicians  and  labo- 
ratories, providing  counseling  services 
for  diabetics  and  asthmatics,  and  offer- 
ing services  through  Medicare  and 
Medicaid  insurance  and  welfare  busi- 
nesses that  aren’t  available  in  Mexico. 

The  stores  all  have  lower  volumes, 
Mr  Coleman  admits.  Some  barely  make 
a profit  from  year  to  year,  and  some 
don’t  make  a profit  at  all.  “My  wife  and 
I work  here  in  the  office,  and  we  work 
cheap.”  Some  years,  he  says,  he  makes 


less  than  the  pharmacists  who  work  for  ^ 
him,  “but  I love  it.” 

Solutions 

“Instead  of  pointing  fingers,  we  need  toi  i 
communicate,”  Dr  Escobedo  said,  j 
“Physicians  and  health  care  officials  in  I 
both  countries  need  to  work  together.”' 

Dr  Barron  believes  that  investments  inj 
the  medical  systems  of  border  communi-l  1 
ties  are  needed.  “We  need  to  beef  up  thejj 
infrastructure  for  our  physicians,  countyil 
hospitals,  and  other  facilities  to  provide! 
greater  access  and  higher  quality  care.” 
She  also  thinks  that  enrollment  proce-'  i 
dures  in  public  assistance  programs  need!  j 
to  be  simplified  to  improve  funding  for 
and  use  of  existing  resources. 

In  addition  to  the  local  efforts  of 
Community  Voices  in  El  Paso,  the  US- 
Mexico  Border  Health  Association  has 
established  binational  collaborations 
and  reciprocal  technical  cooperation  to 
disseminate  information  on  border 
health  issues  and  create  effective  net- 
work resources.  The  organization  is 
part  of  the  Pan  American  Health  Orga- 
nization, also  headquartered  in  El  Paso, 
which  serves  as  a regional  site  for  the 
World  Health  Organization.  ■ 

Dr  Nickey,  who  has  lived  in  El  Paso  j 
for  70  years,  remains  philosophical.  | 
“Texans  have  been  going  to  Mexico  for  | 
decades.  I don’t  expect  the  practice  toj 
change.  We  just  have  to  work  within  j 
the  system  to  give  quality  care  on  both 
sides  of  the  border.”  ★ 


Pharmaceutical 
price  differentials 


Juarez 

Elsewhere  in  Texas 

Lac-Hydrin  12%  cream,  225  g 

$24.00 

$48.00  (El  Paso) 

Dimetapp,  12  caps 

$16.15 

$6.85  (Tyler) 

Vasotec  10  mg,  30  tabs 

$16.24 

$47.88  (Austin) 

Retin-A  .05%,  40  g 

$ 9.00 

$86.29  (45  g)  (Houston) 

Rocephin  injectable  IM  500  mg 

$15.87 

$36.59  (Dallas) 

Cipro  500  mg,  12  capsules 

$29.74 

$56.00  (Amarillo) 

Claritin  D 12  hr,  12  caps 

$16.38 

$19.75  (Abilene) 

Claritin  10  mg,  10  tabs 

$10.38 

$28.95  (Brownsville) 

Research  in  Juarez  conducted  by  Elaine  Barron,  MD. 
Texas  research  conducted  by  Laurie  Stoneham. 


52 


■^exas  Medicine  ★ December  2000 


www.texmed.org 


M^y  surprise?  are  wonderful,  but  some  are  t/agic.  TMA  Physicians  Benevolent  Fund  was 
established' fbr^eople  who  are  unable  to  protect^t^mselves  from  life’s  unfortunate  surprises^  , 
he  Physicians  Benevolent  Fuf^povides  financial  askance  to  doctors  and  doctors’  families  who  have 
become  victims  of  personal  disaster.  Fund  assistance  catl  significantly  improve  the  lives  of  physicians  and 
their  families,  as  well  as  widows  and  dependents  left  without  adequate  support. 

Donations  from  you  and  other  active  Texas  physicians  will  ensure  continued 
help  for  those  in  need.  It's  one  of  the  best  gifts  you  can  give. 


TMA  Physicians  Benevolent  Fund 

OF  THE  TEXAS  MEDICAL  ASSOCIATION 
(SfTHE  TEXAS  MEDICAL  ASSOCIATION  ALLIANCE 
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To  learn  more,  call  (800)  880-1300,  ext.  1600,  or  sharon.gifford@texmed.org 


Legislative  Affairs 


Prescribing  a cure 

Texas  lawmakers  look  to  reduce  prescription  drug  spending 


rescription  drugs  — what  they 
cost  and  how  we,  as  a society,  are 
going  to  pay  for  them  =-  was  a 
key  issue  in  the  recently  com= 
pleted  election.  Pharmaceuticals 
are  the  fastest  growing  segment  of 
the  nation’s  health  care  delivery 
expenditures  and  have  become  the  source 
of  much  discontent  for  retired  Americans 
living  on  fixed  incomes  and  current  work- 
ers tired  of  seeing  their  health  insurance 
premiums  continue  to  rise.  > > 


©2000  Elizabeth  Simpson,  FPG  International 


By  Ken  Ortolon,  Associate  editor 
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According  to  a recent  Kaiser  f-amily 
Foundation  study,  Americans  spent  $91 
billion  on  prescription  drugs  in  1998. 
That  is  expected  to  climb  to  $243  bil- 
lion in  2008.  Between  1970  and  1998, 
prescription  drug  costs  grew  from  7.4% 
to  15.4%  of  total  health  care  spending. 
That,  according  to  The  New  York  Times, 
has  had  a disproportionately  harsh  im- 
pact on  the  elderly  who  make  up  only 
13%  of  the  country’s  population  but  ac- 
count for  a third  of  all  prescription  drug 
expenditures.  And  Medicare  currently 
provides  no  drug  benefit. 

Another  study,  the  2001  Segal  Health 
Plan  Cost  Trend  Survey,  shows  that  pre- 
scription drug  benefits  will  continue  to 
be  the  highest  component  of  group 
health  plan  costs  in  2001.  Increases  are 
projected  at  an  annual  rate  of  20%.  The 
high  drug  trend  forecasts  will  add  2%  to 
3%  to  total  medical  plan  expenditures 
next  year,  the  survey  shows.  Drug  claim 
expenses  are  expected  to  approach  15% 
of  active  health  plan  costs  by  2001,  up 
from  10%  in  1995. 

During  this  year’s  race  for  the  White 
House,  both  major  party  presidential 
candidates  touted  plans  to  provide  pre- 
scription drug  benefits  to  elderly 
Medicare  beneficiaries  and  cam- 
paigned on  the  issue  extensively.  In  his 
campaign,  Vice  President  Al  Gore  par- 
ticularly vilified  the  pharmaceutical 
manufacturers  for  profiteering  at  the 
expense  of  the  sick  and  the  elderly. 

Congressional  candidates  across  the 
country,  particularly  the  vice  presi- 
dent’s fellow  Democrats,  also  cam- 
paigned hard  on  the  issue  in  an  effort 
to  win  the  all-important  vote  of  the  eld- 
erly population  — a group  that  votes  in 
large  numbers. 

The  political  rhetoric  threatened  to 
turn  the  drug  companies  into  this 
year’s  version  of  the  “evil”  tobacco  or 
managed  care  industries. 

But  with  the  election  dust  settling 
and  the  work  of  legislating  for  another  2 
years  looming  on  the  horizon,  it’s  not 
just  Congress  and  the  new  administra- 
tion in  Washington,  DC,  that  will  have 
to  grapple  with  how  to  pay  for  prescrip- 
tion drugs  for  our  elderly,  low-income, 
and  other  populations.  State  legislatures 
throughout  the  country  are  gearing  up 
to  try  to  find  ways  to  rein  in  ever-in- 
creasing  prescription  drug  budgets.  Gor- 


don Smith,  executive  vice  president  of 
the  Maine  Medical  Association,  says  he 
won’t  be  surprised  if  every  state  legisla- 
ture tries  to  tackle  the  issue  next  year. 
The  77th  Texas  Legislature  will  be  no 
exception  when  it  convenes  next  month. 

The  illness 

Last  fall,  Texas  House  Speaker  James  E. 
“Pete”  Laney  (D-Hale  Center)  directed 
the  House  Public  Health  Committee  to 
review  the  role  of  the  pharmaceutical  in- 
dustry in  delivering  health  care  in  Texas. 


His  charge  specifically  asked  the  commit- 
tee to  identify  cost-drivers  and  opportu- 
nities to  reduce  costs.  The  committee 
also  was  asked  to  assess  the  role  of  phar- 
macy benefits  managers  and  pharmacies. 

The  attention  to  prescription  drug 
costs  was  particularly  timely.  State  Rep 
Patricia  Gray  (D -Galveston),  chair  of  the 
Public  Health  Committee,  says  state  Em- 
ployee Retirement  System  (ERS)  offi- 
cials have  given  notice  that  they  will  ask 
the  legislature  for  $700  million  in  addi- 
tional funds  next  year  to  cover  increased 
prescription  drug  costs  for  more  than 
500,000  people  within  their  system. 

In  1999,  lawmakers  voted  to  give 
state  workers  a $100  per  month  pay 
raise.  Earlier  this  year,  ERS  Executive 
Director  Sheila  Beckett  told  the  Austin 
American-Statesman  that  increases  in 
copayments  on  prescriptions  and  doc- 
tor visits  would  eat  up  about  $60  of 
that  raise.  Those  increases  occurred 
even  though  ERS  hired  Merck-Medco 
nearly  2 years  ago  to  act  as  pharmacy 
benefits  manager  for  the  ERS  health 
plan  and  to  try  to  put  the  brakes  on  ris- 
ing drug  costs. 

Robin  Strongin,  senior  research  asso- 
ciate for  the  National  Health  Policy  Fo- 
rum, says  public  and  private  payers 
across  the  country  are  experiencing  sim- 
ilar increases  in  the  cost  of  prescriptions. 
“Clearly,  the  numbers  support  that  the 


portion  of  a health  care  budget  going  for 
drug  costs  — whether  it’s  a Medicaid 
budget  or  a sttite  employee  health  plan 
Inidget  or  what  have  you  — is  going 
up,”  she  said.  Lite  National  Health  Pol- 
icy F’orum  is  a nonpartisan  health  care 
think  tank  based  at  George  Washington 
University  in  Washington,  DC. 

The  causes  of  the  explosion  in  pre- 
scription costs  are  varied,  and  Repre- 
sentative Gray,  Ms  Strongin,  and  others 
say  solutions  to  the  problem  are  likely 
to  be  complex. 


The  diagnosis 

Ms  Strongin  says  higher  expenditures 
for  prescription  drugs  cannot  be  pinned 
solely  on  rising  drug  prices  or  pharma- 
ceutical industry  profiteering,  as  some 
politicians  would  have  voters  believe. 
Prescription  drug  utilization  also  has 
risen,  largely  due  to  an  aging  popula- 
tion that  is  more  reliant  on  prescription 
medications.  Advances  in  pharmaceuti- 
cal technology  also  are  making  avail- 
able newer,  more  effective,  and  often 
more  expensive  drugs. 

“There’s  a whole  complex  set  of  fac- 
tors driving  prescription  drug  expendi- 
tures,” said  Don  Muse,  president  of  Muse 
and  Associates,  a Washington,  DC-based 
health  care  consulting  firm.  “For  exam- 
ple, nev/er  therapies  have  much  fewer 
side  affects,  so  they  are  being  taken  by 
larger  portions  of  the  population.” 

And,  direct-to-consumer  advertising 
of  prescription  drugs  has  spurred  new 
demands. 

A study  published  in  5eptember  by 
the  National  Institute  for  Health  Care 
Management,  a nonprofit,  nonpartisan 
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group  that  researches  health  care  is- 
sues, concluded  that  such  advertising 
could  be  responsible  for  10%  to  25%  of 
recent  prescription  drug  spending  in- 
creases. The  study  found  that  25  of  the 
most  heavily  advertised  drugs  ac- 
counted for  more  than  40%  of  the  in- 
crease in  retail  drug  spending  in  1999. 
(See  “Trust  the  Doctor,  Not  the  Drug 
Companies,”  p 11-12.) 

There  is  debate  over  whether  that  is 
all  bad.  While  some  health  care  policy 
analysts  blame  direct  advertising  for  in- 
creasing demand  for  prescription  drugs, 
other  analysts  and  pharmaceutical  in- 
dustry officials  point  out  that  such  ad- 
vertising may  also  be  making  patients 
more  aware  of  illnesses  they  may  not 
have  known  they  had  or  treatment  op- 
tions of  which  they  were  unaware. 

“Obviously,  more  people  are  taking 
prescription  drugs  because  of  the  adver- 
tising,” Mr  Muse  said.  “The  real  question 
about  direct-to-consumer  advertising  is, 
does  it  generate  unnecessary  prescrip- 
tion drug  usage?  Maybe  sometimes,  but 
a lot  of  times,  no.”  Austin  lobbyist  Frank 
Santos,  JD,  who  represents  the  Pharma- 
ceutical Research  and  Manufacturers  of 
America  (PhRMA),  admits  that  direct 
advertising  probably  has  increased  de- 
mand for  some  products,  but  it  also  has 
increased  patient  awareness  of  their 
own  medical  conditions. 

“The  anecdotes  I hear  are  that  it  has 
increased  peoples’  awareness  of  certain 
diseases  they  may  or  may  not  have 
known  they  had  and  of  available  treat- 
ment options  they  may  or  may  not 
have  known  about,”  he  said. 

The  cure 

Faced  with  those  complexities.  Repre- 
sentative Gray  says  her  committee  has 
focused  its  attention  on  the  groups  it 
believes  have  the  most  realistic  chance 
of  helping.  The  Public  Health  Commit- 
tee report  submitted  to  House  Speaker 
Laney  in  late  October  laid  out  several 
policy  options  for  bringing  prescription 
coverage  to  the  low-income  elderly  and 
for  reducing  state  drug  expenditures, 
but  made  no  recommendations  on 
which  options  to  pursue. 

“We  want  to  try  to  find  a way  to  ex- 
tend prescription  drug  coverage  to  the 
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, poorest  of  our  senior  and  disabled  pop- 
ulations by  covering  low-income 
Medicare  beneficiaries,”  Representative 
'Gray  said.  “These  are  people  below 
120%  of  poverty  level  with  more  than 
; $2,000  worth  of  assets.  We  currently 
pay  their  Medicare  premiums  to  give 
I them  hospitalization  and  physician 
; coverage,  but  we  don’t  pay  their  pre- 
scription drug  coverage.” 

I Representative  Gray  says  the  com- 
mittee also  looked  at  ways  to  pool  the 
state’s  drug  purchasing  programs  to  in- 
crease its  power  to  negotiate  lower 
drug  prices  from  the  pharmaceutical 
industry.  By  pooling  the  drug  purchases 
of  the  state’s  criminal  justice,  mental 
: health  and  mental  retardation,  and 
university  systems  with  those  of  the 
Teacher  Retirement  System,  ERS,  and 
'the  state  Medicaid  program,  Texas 
[could  form  a pool  with  $2  billion  to  $3 
! billion  in  purchasing  power,  she  says, 
j A similar  concept  already  is  being 
put  to  the  test  in  the  Northeast.  Mr 
Smith  from  the  Maine  Medical  Associa- 
tion says  six  New  England  states  — 
Maine,  Vermont,  New  Hampshire,  Con- 
jnecticut,  Rhode  Island,  and  Massachu- 
' setts  — have  joined  New  York  in  a 
purchasing  pool  that  will  attempt  to 
^leverage  multistate  purchasing  power 
into  lower  drug  costs  for  government 
health  care  programs  in  all  seven  states. 

“We  know  that  if  we  speak  for  mil- 
lions of  people  in  that  Northeast  corri- 
dor, the  companies  just  can’t  walk 
laway  from  us,”  Mr  Smith  said. 

Meanwhile,  Maine  has  gone  one 
step  farther  than  the  purchasing  coop- 
erative and  may  have  set  the  stage  for 
pharmaceutical  price  control  debates  in 
states  across  the  country.  In  August,  a 
new  state  law  took  effect  that  Maine 
lawmakers  hope  will  force  drug  compa- 
nies to  negotiate  lower  prices  for  the 
■ state’s  Medicaid  population,  it’s  low-in- 
|Come  elderly  drug  program,  and  some 
' 300,000  uninsured  residents, 
j The  law  says  companies  that  fail  to 
negotiate  will  see  their  drugs  subjected  to 
prior  authorization  requirements  under 
the  state’s  Medicaid  program.  The  law 
also  threatens  action  under  a state  profi- 
teering statute  for  those  companies  that 
don’t  agree  to  bring  their  prices  down. 
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Mr  Smith  says  SmithKline  Beecham, 
Bristol  Myers  Squibb,  and  AstraZeneca 
already  have  said  they  won’t  ship  their  i 
products  to  wholesalers  in  Maine.  And; 
PhRMA  has  challenged  the  law  on 
grounds  it  violates  the  clauses  of  the 
US  Constitution  that  govern  interstate: 
commerce  and  the  supremacy  of  fed-f 
eral  law  over  state  law.  Some  26  small| 
generic  drug  manufacturers,  however,  i 
have  said  they  will  negotiate  with  the! 
state,  Mr  Smith  says. 

A federal  judge  issued  a preliminary 
injunction  in  late  October  that  prevents 
enforcement  of  the  law  pending  the' 
outcome  of  the  lawsuit.  ' 

Ultimately,  if  pooled  purchasing 
power  and  allegations  of  profiteering 
prove  ineffective  in  controlling  pre- 
scription drug  expenditures,  the  statute 
gives  Maine  the  authority  to  create  a 
board  to  begin  setting  price  controls  on 
prescription  drugs. 

The  Texas  solution 

Mr  Santos  says  Texas  is  unlikely  to  go 
to  the  extent  of  enacting  price  controls. 
“The  leadership  does  not  appear  to  be 
moving  in  the  direction  of  traditional 
price  controls  like  those  enacted  in 
Maine,”  he  said. 

Representative  Gray  says  she  would 
like  to  include  Medicaid  in  a purchas- 
ing pool,  but  Mr  Santos  says  that  could 
create  problems  with  the  current  Med- 
icaid prescription  drug  pricing  struc- 
ture. Unlike  Medicare,  Medicaid  does 
provide  a prescription  drug  benefit. 
And,  Mr  Santos  says,  drug  manufactur- 
ers already  provide  substantial  dis- 
counts in  the  form  of  rebates  to  the 
Medicaid  program. 

“PhRMA’s  position  has  always  been 
that  you  cannot  include  Medicaid,”  he 
said.  Under  the  Omnibus  Budget  Recon- 
ciliation Act  of  1990,  Congress  requires 
the  pharmaceutical  manufacturers  to  re- 
bate a percentage  of  Medicaid  drug  ex- 
penditures back  to  the  states.  Those 
rebates  currently  total  about  $200  mil- 
lion, Mr  Santos  says. 

He  suggests  that  adopting  a pool  pur- 
chasing system  for  all  state  pharmaceu- 
tical purchases  — including  Medicaid  — 
may  reduce  drug  prices  for  state  em- 
ployees, the  prison  system,  and  other 
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state  agencies.  But,  at  the  same  time,  a 
leveling  of  drug  prices  across  state  agen- 
cies might  actually  increase  cost  for 
Medicaid  patients,  Mr  Santos  says. 

The  cross-border  traffic 

Meanwhile,  both  Congress  and  some 
states  are  looking  at  the  issue  of  im- 
porting low-price  pharmaceuticals 
from  other  countries.  Nearly  every 
pharmaceutical  market  in  the  world  is 
subjected  to  price  controls,  except  for 
the  United  States.  That  means,  Mr 
Smith  says,  that  Americans  are  subsi- 
dizing prescription  drugs  elsewhere 
through  high  costs  here  at  home. 

That  could  begin  to  change.  Con- 
gress was  attempting  to  wrap  up  work 
late  in  the  year  on  legislation  that 


would  allow  the  reimportation  from 
other  countries  of  cheaper  drugs  made 
by  American  manufacturers  in  US  Food 
and  Drug  Administration-approved  lab- 
oratories. (See  “Bill  Would  Allow  Drug 
Reimportation,”  p 49.) 

In  Texas,  the  Mexican-American  Leg- 
islative Caucus  recently  held  hearings 
in  Corpus  Christi  on  Texans  buying  pre- 
scription drugs  in  Mexico.  (See  “The 
Southern  Exodus,”  pp  48-52.)  Residents 
of  Maine,  Minnesota,  and  other  states 
adjacent  to  Canada  also  routinely  cross 
the  border  to  purchase  drugs,  which, 
because  of  Canadian  price  controls,  of- 
ten are  one-half  to  two-thirds  cheaper 
than  American  prices.  That  requires  a 
prescription  from  a Canadian  physician, 
but  a senior  advocacy  organization  in 


Maine  helps  facilitate  that,  Mr  Smith 
says. 

Ms  Strongin  from  the  National 
Health  Policy  Forum  says  she  thinks  it 
will  take  a mix  of  potential  solutions  to 
begin  to  bring  pharmaceutical  expendi- 
tures into  check. 

Representative  Gray  admits  that 
even  the  idea  of  forming  a state  pur- 
chasing pool,  which  may  sound  simple, 
will  be  complex  in  execution. 

“All  of  these  things  sound  simple  in 
concept  but  the  devil  is  in  the  details,” 
she  said.  “But  if  we  don’t  look  at  them, 
we’re  wasting  enormous  resources.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken.ortolon(gtexmed.org. 


Payment  for  Services, 

Now! 

Don’t  wait  90,  60,  or  even  30  days.  With  electronic  funds  transfer.  Discover®  Business  Services  settles 
within  2-3  business  days.  When  you  offer  your  patients  the  Discover®  Card  payment  option-you’ll 
speed  up  cash  flow  and  practically  eliminate  non-receivables.  Competitive  rates.  Fast  settlement.  24 
hour  service.  The  latest  in  point-of-transaction  technology! 


Sisn  up  to  accept 
Discover  Card: 
1-800-347-6673 


Adore  profits.^ 


DISCOVER 

BUSINESS  SERVICES 

More  service.  More  solutions. 

www.discoverbiz.com 


Tel  800.880.1300 


Volume  96  * Number  12 


59 


Texas  Medical  Association  Educational  Showcase  & Expo 
Houston,  Texas  ♦ May  3*6,  2001 


OPENING  GENERAL  SESSION: 
APOLL0 13  FUGHT  DIRECTOR 

GENE  KRANZ 

HOSTED  BY  TMLT 


TEXAS  MEDICINE 

A PUBLICATION  OF  THE  TEXAS  MEDICAL  ASSOCIATION 
VOLUME  96  NUMBER  12 
DECEMBER  2000 


Contents 

62  The  prevalence  of  female  genital  operations 
in  the  Houston  metropolitan  area 

MISHA  F.  HAQUE;  BARUCH  A.  BRODY,  PHD 


66 


Information  for  authors 


This  study  explored  the  prevalence  of  fe- 
male genital  operations  (FGOs),  also 
known  as  female  circumcision,  among 
women  in  the  Houston  metropolitan 
area.  The  medical  ramifications  of  the 
procedure  and  the  specific  type  of  proce- 
dure undergone  were  examined  as  well 
as  the  nationality  and  religious  back- 
ground of  these  women  and  their  views 
regarding  their  experience. 

To  gather  these  data,  we  sent  a ques- 
tionnaire to  practicing  obstetrician-gyne- 
cologists in  Harris  County.  This  survey 
yielded  a response  rate  greater  than 
36%,  of  which  approximately  30%  of 
physicians  reported  treating  patients 
with  FGOs  at  some  time  in  their  practice. 

The  results  of  this  study  demonstrate 
that  a notable  proportion  of  women  in 
Houston,  particularly  those  of  African 
background,  have  experienced  an  FGO  of 
some  type  and,  accordingly,  our  obstetri- 
cian-gynecologists and  primaiy  care 
physicians  clearly  need  to  be  aware  of  this 
cultural  practice  among  their  patients. 


Ms  Haque,  fourth-year  medical  student,  and  Dr 
Brody,  director.  Center  for  Medical  Ethics  and 
Health  Policy,  Baylor  College  of  Medicine,  Hous- 
ton, Tex.  Send  reprint  requests  to  Ms  Haque,  4807 
Pin  Oak  Park  Dr  #3312,  Houston,  TX  77081;  e- 
mail  mh692106@bcm.tmc.edu. 
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The  prevalence  of  female  genital  operations 
in  the  Houston  metropolitan  area 

MISHA  F.  HAQUE 
BARUCH  A.  BRODY,  PHD 


INTRODUCTION 

Female  circumcision,  referred  to  as 
female  genital  operations  (FGOs) 
in  this  article,  is  an  ancient  tradi- 
tional practice  that  has  somewhat 
cryptic  origins  but  has  been  traced 
back  to  the  Pharaonic  kingdoms  of  An- 
cient Egypt  from  as  early  as  200  BC  (1). 
In  recent  years,  FGOs  have  attracted  in- 
ternational attention  and  have  drawn 
much  criticism  from  both  the  Western 
world  and  from  within  countries  in 
which  the  practice  actually  occurs.  To 
date,  FGOs  are  estimated  as  affecting 
more  than  130  million  females  through- 
out the  world  (1).  Misconceptions  about 
these  procedures  abound.  Attempts  to 
study  the  actual  issues  and  concerns 
surrounding  FGOs  are  crucial  to  under- 
standing this  phenomenon  both  overall 
and  specifically  as  a medical  concern. 

The  question  of  the  prevalence  of  pa- 
tients in  the  Houston  metropolitan  area 
who  have  undergone  FGOs  is  intriguing 
as  well  as  timely.  Before  recent  mass  im- 
migration, which  has  made  the  “global 
village”  phenomenon  a reality,  many 
foreign  cultures  remained  exactly  that 
— foreign.  However,  most  major  cities 
in  the  United  States  are  being  exposed 
now  to  widely  different  cultures  and 
ethnicities  as  a result  of  the  large  num- 
bers of  immigrants  to  these  areas.  The 
US  Department  of  Health  and  Human 
Services  estimates  that  in  1990  approxi- 
mately 168,000  females  in  the  United 
States  had  undergone  or  were  at  risk  for 
FGOs  (2).  This  includes  immigrants 
from  regions  that  traditionally  practice 
female  circumcision.  Of  these  168,000 
females,  77%  lived  in  only  12  states: 
California,  Florida,  Georgia,  Illinois, 
Maryland,  Massachusetts,  New  Jersey, 
New  York,  Ohio,  Pennsylvania,  Texas, 
and  Virginia.  In  addition,  45%  lived  in 
metropolitan  areas  including  Atlanta, 
Boston,  Chicago,  Dallas,  Houston,  Los 
Angeles,  New  York,  Oakland,  Philadel- 
phia, and  Washington,  DC  (2).  In  fact, 
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according  to  the  1990  US  Census, 
13.2%  of  Houston’s  population  is  for- 
eign-born; the  Houston  metropolitan 
area  is  the  sixth  greatest  magnet  among 
metropolitan  areas  in  the  country  for 
new  immigrants  (3).  Based  on  these  sta- 
tistics, Houston-area  obstetrician-gyne- 
cologists are  possibly  seeing  a notable 
number  of  patients  who  have  had  FGOs. 
Physicians  and  other  health  care  work- 
ers must  be  able  to  provide  medical  care 
to  a diverse  population.  To  treat  a popu- 
lation optimally,  a physician  must  un- 
derstand various  cultures’  practices  and 
beliefs,  including  those  of  FGOs. 

FGOs  are  a prime  example  of  a cul- 
tural practice  that  has  potentially  great 
medical  implications.  As  would  be  ex- 
pected, immigrants  carry  culture  and 
traditional  practices,  including  the  FGO, 
to  their  new  homes.  The  goal  of  this  re- 
search project  was  to  discover  how 
many  obstetrician-gynecologists  in  the 
Houston  area  have  encountered  patients 
who  have  undergone  some  t3q)e  of  FGO 
and  the  experiences  resulting  from  their 
exchanges,  including  information  about 
patients’  views,  their  areas  of  origin,  and 
any  medical  complications  stemming 
from  the  procedures. 

Learning  about  this  ancient  cultural 
practice  and  other  similar  cultural  phe- 
nomena will  be  crucial  in  improving 
physicians’  overall  treatment  of  various 
immigrant  populations.  Such  knowl- 
edge can  only  serve  to  enrich  our  un- 
derstanding and  awareness  of  cultural 
differences. 


METHODS 


The  method  of  investigation  used  was 
a two-page  questionnaire  along  with 
an  additional  response  sheet  if  more 
than  one  patient  with  an  FGO  had  been 
seen  by  a physician.  An  explanatory 
letter  was  enclosed  with  the  question- 
naire as  well  as  a stamped,  self-ad- 
dressed envelope  for  return  of  the 
completed  surveys. 
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The  questionnaire  asked  the  follow- 
I ing:  whether  the  physician  had  ever 
I seen  a patient  with  an  FGO;  how  he  or 
she  would  describe  the  anatomic  ap- 
pearance of  the  procedure;  what,  if 
any,  medical  or  psychological  compli- 
cations stemmed  from  the  procedure; 
what  reason(s)  were  given  for  under- 
going the  FGO  (if  known);  what  opin- 
ion or  emotion  the  patient  had 
regarding  her  experience;  what  were 
the  patient’s  country  of  origin  and  reli- 
gion; what  trends  the  physician  may 
have  noticed  regarding  nationality,  ed- 
ucation level,  and  length  of  time  in  the 
United  States  (if  the  physician  had 
seen  multiple  patients);  and  if  the  doc- 
tor had  received  any  requests  to  per- 
form such  a procedure  on  a patient  or 
family  member  of  a patient.  If  in  his  or 
her  practice  a physician  had  seen  more 
than  one  patient  with  an  FGO,  an  “ad- 
ditional response”  sheet  was  provided 
for  answers  to  these  questions  for  each 
additional  patient  who  had  been  seen. 
This  additional  response  sheet  could  be 
photocopied  as  needed  for  each  addi- 
tional patient  seen,  as  explained  in  the 
letter  enclosed  with  the  questionnaire. 

Questionnaires  were  sent  to  all 
Houston  area  obstetrician-gynecolo- 
gists listed  in  the  Harris  County  Med- 
ical Society  Membership  Roster  for 
1998.  Of  the  total  of  353  question- 
naires mailed,  125  physicians  re- 
I sponded  by  mail,  0 by  e-mail,  and  3 by 
telephone  (message  stating  interest  left 
on  pager  voice  mail),  for  an  overall 
I 36.3%  response  rate.  Of  the  125  physi- 
[ dans  who  returned  the  survey,  38 
I (30.4%)  reported  seeing  patients  with 
some  type  of  FGO. 

The  variable  level  of  responses  re- 
ceived by  mail  was  notable.  Some 
1 questionnaires  were  incompletely  an- 
I swered,  and  often  the  additional  re- 
sponse sheets  for  patients  were  not 
completed,  leading  to  discrepancies  in 
j the  numbers  of  patients  recorded  in  the 
j data  collection. 

Tel  800.880.1300 


The  number  of  patients  and  number 
of  physician  responses  in  the  accompa- 
nying tables  of  data  do  not  correlate  in 
all  cases.  Some  physicians  had  seen 
more  than  one  patient  with  an  FGO  but 
did  not  complete  the  additional  re- 
sponse sheets  provided  for  each  addi- 
tional patient  seen.  Therefore,  each 
particular  patient  may  not  have  a cor- 
responding response  for  each  question 
in  the  survey.  Also,  numbers  are  not  the 
same  from  table  to  table  because  of  in- 
complete responses  to  surveys  and  am- 
biguities in  physicians’  responses. 

RESULTS 

We  received  responses  from  125  physi- 
cians by  mail;  no  responses  were  ex- 
cluded. Overall,  38  of  125  physicians 
(30.4%)  had  seen  at  least  one  patient 
with  an  FGO  of  some  type  (Table  1).  The 
question  concerning  the  number  of  pa- 
tients seen  raised  several  ambiguities  in 
the  responses,  including  the  responses  of 
“several”  (patients  seen  with  FGOs), 
which  do  not  specify  exactly  how  many 
patients  this  implies.  Of  the  38  physi- 
cians who  stated  they  had  seen  FGOs  in 
their  practice,  19  (50%)  reported  seeing 
one  patient  in  their  practice,  and  the  rest 
had  seen  from  2 to  15  patients  with 
FGOs  at  some  point  in  their  careers. 

Most  respondents  did  not  answer 
the  question  of  their  patients’  religion; 
of  those  who  did  answer,  only  10  of  28 
(36%)  actually  knew  the  religion.  Out 
of  28  respondents  who  answered  the 
question,  18  (64%)  said  the  patient’s 
religion  was  “unknown.”  The  religion 
mentioned  most  often  was  Islam,  with 
7 of  28  (25%)  of  respondents  stating 
their  patients  with  FGOs  were  Muslim. 
Generally,  FGOs  are  practiced  in  pre- 
dominately Muslim  countries  and  are 
often  said  to  be  linked  to  the  religion, 
but  actually  no  concrete  evidence  exists 
that  Islam  recommends  or  even  con- 
dones the  practice  (4).  FGOs  were 
practiced  long  before  the  advent  of  Is- 


iahle  I.  Number  of  pmienis  seen  witli  any  type  ol 
female  genital  operation  (rCO). 


No.  of  Patients  Seen 

No.  of  Physicians* 

1 

19 

2-4 

12 

5-6 

1 

10-15 

2 

2-3/y 

1 

“Several” 

3 

* Of  125  physicians  who  responded,  38  had  seen 
at  least  one  patient  with  an  FGO.  Two  physicians 
had  not  seen  patients  with  an  FGO.  One  physician 
had  patients  who  had  left  an  African  country  to 
keep  their  children  from  undergoing  the  proce- 
dure, and  another  received  a request  to  perform 
the  procedure  (which  was  denied  and  replaced 
with  education). 

lam,  dating  back  to  the  Pharaonic  king- 
doms of  Egypt  according  to  some  ac- 
counts (1).  Therefore,  culture  appears 
to  have  been  widely  responsible  for  the 
propagation  of  this  traditional  practice 
in  countries  throughout  Africa  and 
parts  of  the  Middle  East. 

Many  physicians  did  not  answer  the 
question  concerning  patients’  reasons  for 
undergoing  an  FGO,  presumably  because 
they  did  not  ask  why  their  patients  un- 
derwent or  advocated  the  procedure.  Out 
of  the  21  answers  received  to  this  ques- 
tion, culture  was  the  most  commonly 
cited  (10  of  21  [48%])  reason  for  under- 
going an  FGO.  Religion  was  not  very  fre- 
quently cited  (2  of  21  [10%])  as  a reason, 
but  religion  and  culture  are  often  inter- 
mixed and  many  people  do  not  distin- 
guish between  the  two  in  their  daily  lives, 
especially  in  the  more  traditional  soci- 
eties. “Tradition/social  norm”  was  also 
infrequently  given  as  a response  (2  of  21 
[10%]),  possibly  also  because  the  lines 
are  indistinct  among  the  three  entities 
(culture,  religion,  and  tradition/social 
norm).  Four  of  21  (19%)  responded  that 
the  FGO  was  “performed  in  childhood/no 
choice  in  matter”  or  that  the  procedure 
was  done  “at  the  insistence  of  a father  or 
mother.”  The  three  patients  from  the 
United  States  included  in  the  study  gave 
varying  reasons:  one  claimed  that  the 
procedure  was  done  for  redundant  labia 
minora,  a medical  reason;  the  two  other 
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Table  2.  Types  of  female  genital  operations  seen  by  surveyed  physicians. 


Type  of  FGO 

No.  Seen 

Hood  of  clitoris  removed 

2 

Clitoridectomy 

10 

Clitoral  hood  and  part  of  labia  minora  removed 

1 

Excision  of  labia  minora 

1 

Excision  of  labia  minora  and  majora 

1 

Excision  of  labia  minora  and  clitoris 

6 

Fused  upper  labia  minora 

1 

Fused  anterior  and  partial  posterior  labia* 

2 

Clitoridectomy  and  fused  labia* 

2 

Partial  labiectomyi' 

1 

Narrowing  of  vulva 

1 

Scarring/banding  of  vulva 

1 

Scarring  in  periurethral  area 

1 

Infibulation:;: 

11 

“Destructive”  appearance 

2 

“Normal”  appearance 

1 

* These  responses  did  not  specify  labia  minora  and/or  labia  majora. 

t This  respondent  noted  that  the  procedure  was  done  for  redundant  labia  minora,  which  caused  the  pa- 
tient significant  medical  problems  including  dyspareunia. 

i Infibulation  refers  to  removal  of  the  clitoris,  labia  minora,  and  labia  majora  with  sewing  together  of 
the  remaining  tissue  to  allow  only  pinpoint  passage  of  menstrual  blood  and  urine. 


patients  believed  the  FGO  would  enhance 
sexual  responsiveness. 

The  surveyed  group  was  questioned 
also  about  the  types  of  FGO  that  were 
seen  in  the  patient  population.  The  most 
frequently  noted  (11  of  38  [28.9%]) 
type  of  FGO  was  “infibulation”  (see  def- 
inition in  Table  2).  The  next  most  com- 
mon was  the  clitoridectomy,  a less 
radical  procedure.  Excision  of  the  labia 
minora  and  clitoris,  a “middle-range” 
FGO  between  infibulation  and  cli- 
toridectomy, was  noted  often  as  well. 

Infibulation  was  the  most  commonly 
seen  procedure  in  this  survey;  in  the 
countries  mentioned,  infibulation  is  tra- 
ditionally the  most  common  type  of 
FGO  performed.  Women  of  African  ori- 
gin, who  make  up  the  overwhelming 
majority  of  this  survey,  had  the  most 
FGOs  overall.  Out  of  the  African  coun- 
tries mentioned,  Nigeria  was  the  most 
common  country  of  origin  (10  of  46 
[21.7%])  and,  accordingly,  correlated 
directly  with  the  number  of  infibulation 
cases.  Of  the  46  responses,  Somalia  ac- 
counted for  9 (19.6%);  Sudan,  6 (13%); 
and  Ethiopia,  5 (11%).  Liberia,  North 
Africa,  Senegal/East  Africa,  Uganda, 
and  the  “Middle  East”  each  were  men- 
tioned in  1 (2.1%)  of  the  responses.  A 
significant  number  (8  of  46  [17%])  of 
responses  indicated  that  a patient  was 
“African,”  but  the  specific  country  or  re- 
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gion  was  not  identified.  Based  on  this 
survey,  the  geographical  breakdown  of 
areas  from  which  patients  with  FGOs 
come  does  correlate  generally  with  the 
worldwide  incidence  of  FGOs,  as  most 
are  carried  out  in  African  countries  with 
a very  small  minority  performed  in  the 
Middle  East  and  parts  of  Asia  (2). 

The  given  responses  did  demon- 
strate varied  medical  and  psychological 
complications  with  no  single  striking 
common  problem  seen  overall.  Of  pos- 
sible complications  resulting  from  the 
EGO,  sexual  dysfunction  caused  by  both 
mental  and  physical  trauma  seemed  to 
be  the  most  common  complaint  (Table 
3).  Scarring,  small  introitus,  inability  to 
achieve  orgasm,  and  extensive  peripar- 
tum  periurethral  lacerations  were 
among  the  frequently  mentioned  com- 
plications of  FGOs.  Vaginismus  was  re- 
ported often  as  well  as  inability  to 
achieve  orgasm  or  enjoy  intercourse.  In 
many  of  the  traditional  societies  that 
practice  FGOs,  the  operations  are  used 
as  a supposed  “safeguard”  in  keeping 
women  chaste;  the  thinking  is  that  if 
women  do  not  enjoy  sexual  activity, 
they  will  be  unlikely  to  participate  will- 
ingly (and  unlawfully)  in  it. 

Most  patients  did  not  express  any 
emotion  to  their  physicians  about  their 
experience  with  FGOs.  This  may  be  a 
result  of  only  short-term  interaction  be- 
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tween  the  physician  and  patient,  in 
which  the  patient  may  not  yet  be  com- 
fortable discussing  such  a private  issue. j 
Cultural  norms  may  also  play  a role;, 
women  in  traditional  societies  are  often 
taught  to  keep  their  difficulties  and 
complaints  to  themselves  and  withhold  i 
their  feelings.  Discussing  problems  re- 
lated to  sexual  function  with  anyone, 
especially  a relative  stranger  such  as  a 
physician,  may  be  considered  shameful. 
Of  the  29  responses  to  this  question 
concerning  patients’  emotional  re- 
sponses to  FGOs,  10  (34%)  were  noted 
as  “no  emotion  expressed,”  and  “anger” 
was  the  next  most  common  response  (6 
[21%]).  Only  approximately  2 (7%)  of 
the  patients  felt  that  the  FGO  “was  a 
‘norm.al’  part  of  life.”  Three  women 
(10%)  felt  “embarrassment”  about  the 
procedure,  2 (7%)  wished  that  they  had  j 
never  undergone  an  FGO,  and  2 (7%)j 
did  not  want  to  discuss  the  issue  with! 
their  physicians.  Unhappiness,  concern! 
about  sex  life,  and  “acceptance”  of  the! 
FGO  each  netted  1 (3%)  response.  One! 
patient’s  husband  (3%)  was  vehe- 
mently opposed  to  the  procedure.  ! 

DISCUSSION 

This  research  project  attempted  to  dis- 
cover the  current  prevalence  of  FGOs  in 
the  Houston  metropolitan  area.  Ap- 
proximately 350  obstetrician-gynecolo- 
gists in  the  Houston  area  were  sent 
questionnaires  asking  how  many  pa- 
tients, if  any,  they  had  seen  with  FGOs 
over  the  course  of  their  practices  in 
Houston.  The  survey  yielded  125 
(36%)  responses.  Of  these  respon- 
dents, 38  (30.4%)  had  seen  at  least 
one  patient  with  some  type  of  FGO  in 
their  practice.  The  most  common  types 
of  FGOs  seen  were  infibulation  and  cli- 
toridectomy. Most  of  the  46  patients  | 
with  FGOs  were  of  African  origin,  most ! 
commonly  Nigerian  (10  [21.7%])  and  I 
Somalian  (9  [19.6%]).  Scarring  and; 
sexual  dysfunction  were  among  the  ^ 
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Tabic  3.  Conipliciitioiis  resulting  from  female  genital  openttiotts. 


complaints  mentioned  most  frequently 
by  these  patients;  responses  to  the 
medical  and  psychological  conse- 
quences of  FGOs  were  fairly  evenly  dis- 
tributed without  a clear  majority  for 
any  particular  answer.  The  religion  of 
the  patients  was  unknown  in  most  of 
the  survey  responses,  but  of  those  in 
which  religion  was  known,  Muslims 
made  up  the  majority  (7  of  28  patients 
[25%])  with  FGOs.  Gulture  was  the 
major  reason  given  by  10  of  21  patients 
(48%)  for  having  an  FGO.  Overall,  10 
of  29  (34%)  had  “no  emotion”  about 
the  FGOs  they  experienced.  Of  those 
who  did  express  emotion,  “anger”  was 
the  most  common  response. 

This  study  had  several  limitations. 
First,  the  results  were  somewhat  diffi- 
cult to  interpret  in  a substantial  number 
of  responses  because  of  the  open-ended 
nature  of  the  questions,  which  resulted 
in  a less  accurate  data  collection  as  am- 
biguous responses  were  harder  to  in- 
clude under  larger  groupings.  The 
survey  forms  were  also  inconsistently 
completed;  multiple  forms  were  sent  in 
case  a physician  had  seen  more  than 
one  patient  with  an  FGO,  but  these 
forms  were  often  not  filled  out  in  these 
cases.  Also,  the  results  of  this  study  are 
applicable  only  to  the  Houston  area, 
and  to  extrapolate  any  wide-range  con- 
clusions from  this  study  would  be  diffi- 
cult due  to  the  geographic  limitations. 
Another  limitation  in  the  design  of  the 
study  was  the  method  of  finding  the 
physicians  to  answer  the  questionnaire; 
the  Harris  County  Medical  Society 
Membership  Roster  was  used,  which 
may  have  excluded  some  obstetrician- 
gynecologists  in  the  area. 

The  implications  of  this  research  may 
be  quite  significant  within  the  state  of 
Texas.  Houston  represents  one  of  the 
most  diverse  cities  in  the  country;  as  a 
result,  the  medical  and  health  care  con- 
cerns of  its  population  are  just  as  varied. 
Many  parts  of  Texas  are  as  diverse  as  the 
Houston  area:  Dallas-Fort  Worth, 


'IVpe  of  Complication 

No.  of  Patients 

Keloid  sctirring 

1 

Scarring 

3 

Scarred  introitus 

1 

Tight  introitus 

1 

Introitus  too  small  for  penetration/unable  to  h;ive  sex 

3 

Coitus  uncomfortable 

2 

Inability  to  achieve  orgasm 

3 

Complete  narrowing  of  vulva 

1 

Periurethral  laceration  (extensive)  at  delivery 

3 

Vaginismus 

1 

Pelvic  pain 

1 

Infertility 

1 

Severe  pain  during  female  genital  operation 

1 

Psychological  problems 

1 

Discomfort  of  sexual  partner 

1 

Austin,  and  San  Antonio.  Patients  with 
FGOs  probably  live  in  these  cities  as 
well.  These  patients  are  unique  in  a 
physician’s  practice  as  they  may  require 
specialized  medical  care  as  well  as  care- 
ful attention  to  psychosocial  and  cul- 
tural issues  that  affect  their  well-being. 
The  needs  of  these  patients  should  be 
recognized  and  incorporated  into  the 
management  of  their  health.  Just  as  the 
Hispanic  population  is  now  known  by 
doctors  to  have  a higher  incidence  of  di- 
abetes in  its  general  population  (5)  and 
the  African  American  population  has 
been  noted  to  have  a propensity  for  hy- 
pertension in  its  general  population  (6), 
the  African  and  Middle  Eastern  patients 
in  our  country  should  be  recognized  for 
their  unique  health  care  needs  — specif- 
ically, for  physicians  to  be  aware  of 
women  who  have  undergone  FGOs  and 
to  be  able  to  treat  them  in  a medically 
and  socially  appropriate  manner. 

To  this  end,  the  call  for  educational 
programs  to  expand  understanding  in 
this  little-explored  realm  is  great.  Work- 
shops could  be  arranged  for  physicians 
of  various  specialties.  The  origin  and 
cultural  basis  of  FGOs  could  be  ex- 
plained and  discussed,  along  with  spe- 
cific medical  findings  in  patients  with 
the  procedures  and  treatment  plans 
with  a multidisciplinary  focus  (ie,  psy- 
chosocial as  well  as  medical/surgical 
treatment).  The  American  College  of 
Obstetricians  and  Gynecologists  has  re- 
sponded to  this  developing  need  and 
has  recently  published  a manual  and 
slide  presentation  that  discusses  the 


clinical  management  of  circumcised 
women  (7).  The  potential  is  great  for 
learning,  as  is  the  potential  for  bettering 
the  patient’s  experience  and  outcome 
through  our  education  and  compassion. 
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vidual merit,  appropriateness,  and  the  availability  of  other  material.  Reviews 
usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right  to  reject  up  to 
press  time  any  articles  that  may  have  been  accepted  for  publication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  all  transmittal  letters  to  the 
editor  must  contain  the  following  language:  “In  consideration  of  the  Texas 
Medical  Association  taking  action  in  reviewing  and  editing  my  submission, 
the  author(s)  undersigned  hereby  transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dorland’s 
Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third  New  In- 
ternational Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but  not 
necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
ods, Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  March  19,  1997,  issue  of  the  Jounwl  of  the  American 
Medical  Association. 

Iverson  C,  Flanagin  A,  Fontanarosa  PB,  et  al:  The  American  Medical  As- 
sociation Manual  of  Style,  ed  9.  Baltimore,  Williams  & Wilkins,  1998. 

CBE  Style  Manual  Committee:  Scientific  Style  and  Format:  The  CBE  Man- 
ual for  Authors,  Editors,  and  Publishers,  ed  6.  Cambridge,  NY,  Cambridge  Uni- 
versity Press,  1994. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 

Texas  Medicine  + 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentaiy 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  editor  and 
editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  editor  and  editorial  advisors. 
Length  should  be  fewer  than  400  words.  A few  references,  preferably  less 
than  five,  may  be  included.  All  letters  are  subject  to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701;  faxed  to  (512)  370-1629;  or  e-mailed  to 
larry.besaw@texmed.org. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  editor  must  be  obtained  before  reproducing,  in  part  or  in 
whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Clinics 


Gonzalez  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzalez,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspina!  narcotic  pumps 


Ronald  G.  Scott,  MD 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road.  Suite  205 
Plano,  Texas  75093 
(972)  981-8658;  Fax  (972)  981-3012 


Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 


Hand  Surgery 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Ophthalmology 


PINTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

i Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center.  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 
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Orthopedic  Surgery 


Orthopedic  Surgery,  Spine 


W.B.  CARRELL  MEMORIAL  CLINIC,  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  IVID 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


Pain  Management 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 
Landry  Towers,  411  North  Washington,  Si 
Medical  City  Dallas  II,  7777  Forest  Lane,  : 
Dallas,  Texas  75230;  (972)  556-7010 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Robert  G.  Viere,  MD 
Shawn  C.  Bonsell,  MD 
Thomas  C.  Diliberti,  MD 


lite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
iuite  B116 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 


http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Steven  J.  Mackey,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
William  D.  Lowe,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #246 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #200 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


AMERICAN  PAIN  &WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


re>  .>  Medici:  ★ December  2000 


68 


www.txmed.org 


Texas  Physicians’  Directory 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD,  FACRO 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  lesions, 
jintensity  Modulated  (IMRT)  and  3D  conformal  radiotherapy. 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer. 

LDR  and  outpatient  HDR  brachytherapy  for  gyn  and  lung  tumors. 

Cancer  Therapy  and  Research  Center 
7979  Wurzbach  Road,  San  Antonio,  Texas  78229 
'(210)  616-5688;  Fax  (210)  616-5613 


t DIRECrrORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
j inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
1 is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
I should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
I St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 
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OPPORTUNITIES 

AVAILABLE 


Anesthesiology 

Pain  Specialists  Needed.  Pain  Care,  Inc.  is  cur- 
rently seeking  one  or  more  Anesthesiologists  and 
Neurologists  to  practice  pain  management  at  a hos- 
pital-based, outpatient  pain  center  in  Houston, 
Texas,  Full-time  or  part-time.  Fellowship  and/or 
board  certification  in  pain  management  strongly 
preferred.  Must  be  licensed  in  Texas  or  be  license- 
eligible.  This  new  Pain  Care  Center,  expected  to 
open  late  2000,  is  located  in  a highly  industrial 
area  of  Houston.  Target  patient  population  consists 
of  injured  workers  with  acute  and  chronic  pain  con- 
ditions. Excellent  compensation  potential  with 
income  guarantee  possible.  For  more  information, 
call:  (800)  786-6211,  ext.  319,  Terri  Nutgrass, 
Director  of  Physician  Recruitment. 

Cardiology 

Need  Cardiovascular/Vascular  Surgeon, 
BC/BE  to  join  established  practice  in  West 
Texas.  The  practice  includes  adult  cardiac,  tho- 
racic, and  vascular  work.  Competitive  salary.  Send 
responses  to  Ad-1225,  Texas  Medical  Association, 
401  W.  15th  Street,  Austin,  Texas  78701. 

Emergency  Medicine 


NORTH  AND  EAST  TEXAS 

Dallas,  Ft.  Worth,  Tyler  and  more! 


Emergency  Medicine  Consultants,  Ltd.  is  a 
democratic  team  of  physicians  providing 
Emergency  Medicine  services  for  PresbMerian, 
Harris  Methodist,  Trinity  Mother  Frances,  and 
other  leading  health  systems.  A variety  of 
(tpportnnities  are  available  in  rtintl,  subtirban, 
tirban,  trauma,  and  teaching  hospitals.  Annual 
patient  volumes  r.inge  from  17,t)()0-75,0()(). 
Additional  positions  in  direct  care  and 
occtipational  medicine.  Physicians  practice  as 
independent  contractors  in  a stable,  phv  sician- 
owned  group.  Contact  Diane  Hojfmann: 

Emergency  Medicine  Consultants,  Ltd. 

6451  BreutwoDci  Stair  Road.  Suite  200,  fort  Vdtrtb,  TX  '^6112 
(888)  .Ki2-^9I  /.  (8D  496-9700:  fax  (8r}  496-9889: 
fmail:dianellMC%aol.coin 


Growing  ER  Practice... 

needs  MDs  and  PAs  who  want  to  move  to 
Sherman,  Texas.  Stable  10  year  practice. 

Sherman,  locate'd  one  hour  north  of  Dallas,  has 
family  centered  lifestyles  and  Lake  Texoma  is  only 
minutes  avyay.  Competitive  salary  and  benefits. 
Fax  CV  to  Lisa  Ivlorgan  (903)  891-2025. 


Texas:  Laredo  MULTI  SPECIALTY  GROUP 
seeking  FT  and  PT  Emergency  Physicians. 

Practice  in  a BRAND  NEW,  nationally  recognized 
facility.  40,000  annual  patient  volume;  36  hr  physi- 
cian coverage  plus  12  hr  urgent  care  coverage.  BC/ 
BP  in  EM  or  PC  preferred.  Bilingual  in  Spanish 
required.  Earn  excellent  compensation,  includes 
benefit  package.  Contact  Lasca  Pierson  at 
EmCare/Southwest;  (800)  362-2731,  ext.  2035; 

Fax  (214)  712-2004;  or  email:  lasca_pierson 
@emcare.com.  Equal  opportunity  employer. 

TEXAS:  Lufkin:  Great  town  for  quality  fami- 
ly life.  Seeking  physicians  who  want  to  make 
a difference.  Paid  malpractice  with  unlimited 
tail;  competitive  compensation;  excellent  tax- 
deferred  retirement  package;  professional  expense 
reimbursement  account;  insurance  available. 

Annual  ED  volumes  of  15,000  patients.  Contact: 
Lasca  Pierson,  EmCare/Southwest,  800-362-2731, 
ext.  2035  fax:  2314-712-2004;  email; 
lasca_pierson@emcare.com. 

Texas:  Practice  EM  in  WESTTEXAS  at  its 
BEST!  Brownwood  Regional  Medical  Center  is 
seeking  a FT  physician.  BC/BP  in  EM  or  PC. 

Annual  ED  volume  is  18,000.  Productivity  incen- 
tive, paid  malpractice,  employee  benefits  available. 
Contact  Lasca  Pierson  at  Emcare/Southwest,  (800) 
362-2731,  x2035,  or  fax  CV  to  (214)  712-2004, 
lasca_pierson@emcare.com.  Equal  opportunity 
employer. 

Texas,  San  Angelo:  Come  Grow  With  Us  - Full 
and  part-time  MINOR  CARE  CLINIC  positions  are 
currently  available  as  an  independent  contractor  for 
physicians  BC  in  PC.  Four  minor  care  clinics  see  a 
combined  annual  patient  volume  of  36,000.  Paid 
malpractice,  flexible  scheduling  and  competitive 
compensation.  Contact  Lasca  Pierson  at 
EmCare/Southwest  (800)  362-2731  ext.  2035;  fax 
(214)  712-2004;  or  lasca_pierson@emcare.com. 
Equal  opportunity  employer. 

Family/General  Practice 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work. 
Competitive  salary  and  benefits.  Fax  CV  to 
(972)  256-0056,  or  contact  Lisa  Gross  at 
(972)  255-5533  or  (888)  K CLINIC. 


Family  Physician  Practice  Opportunity. 

Ellington  Memorial  Clinic,  LLP  (a  Rural  Health 
Clinic),  Atlanta,  Texas.  Contact  David  R.  Morris, 
MD,  Office:  (903)  796-2868,  Home:  (903) 
796-7015,  or  email:  dbmorrismd@msn.com 

Family  Practice  Physician  needed  now. 
Southwest  Houston,  Texas.  Good  potential.  Part- 
time/full-time. Spanish  speaking  desired.  Fax 
resumes  to  (713)  777-2226. 

Group  Practice  in  Shelby,  Montana  seeking 
GP  or  FP  with  OB  and  c-section.  For  details 
contact  Jerome  Morasko  at  (888)  242-3201  or 
e-mail  Jmorasko@mariasmedicalcenter.org. 

Part-time  and  full-time  physician  openings  in 
a busy  family /occupational  clinic.  Fax  current 
evto  (713)  270-8414. 

Hospitalist 

CORPUS  CHRISTI  - Immediate  opportunities 
for  board  certified  internists  to  join  a dedicated 
Hospitalist  program  in  Corpus  Christi.  These  100% 
inpatient  medicine  positions  offer  competitive  earn- 
ings, benefits  and  a well-defined  work  schedule. 
Call  Bob  Bowman,  National  Director  of  Physician 
Development,  or  Gordon  Crawford,  Manager, 
Physician  Development  at  (800)  777-0938,  or  fax 
curriculum  vitae  to  (502)  580-4066. 

The  Department  of  Veterans  Affairs,  Central 
Texas  Veterans  Health  Care  System 
(CTVHCS),  in  Temple,  Texas,  is  accepting 
applications  for  Hospitalist.  Candidates  must  bi 
US  citizens,  possess  a valid  and  unrestricted  license 
in  any  state,  and  are  Board  Certified/Board  Eligible 
in  Internal  Medicine.  CTVHCS  is  affiliated  with 
Texas  A&M  Health  Science  Center,  and  applicants 
should  be  qualified  for  academic  appointment.  The 
Temple  campus  of  CTVHCS  is  located  65  miles  nortl 
of  Austin.  It  serves  as  the  acute  care  referral  center 
for  Central  Texas,  which  serves  a large  veteran  popu 
lation  in  the  Waco  and  Austin  areas.  Responsibilitie: 
range  from  admitting,  treating,  and  discharging 
patients  on  Internal  Medicine  Wards  to  providing 
inpatient  medicine  consults  to  other  specialties. 
Salary  is  commensurate  with  qualifications,  excellen 
benefits  package.  Fax  CV  to  Mary  Doerfler, 
Physician  Recruiter,  CTVHCS,  1901  Veterans 
Memorial  Drive,  Temple,  Texas  76504,  Fax:  (254) 
899-4007,  Voice  (254)  899-4049.  E-mail: 
Mary.Doerfler@med.va.gov.  Applicants  subject  to 
drug  testing.  Equal  opportunity  employer. 
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Locum  Tenens 


P HYSICIANS. 


Time  for 
^ a Change? 

Locum  Tenens 
Opportunities 
Await 

As  the  largest 
locum  tenens 
provider  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 

0 short-term  assignments, 

1 flexibility,  weekly  pay  and 

£ expense  reimbursement 

I,  for  physicians. 

0 

“ Call  Us  Today  At: 

1 (800)  531-1122 

www.interimphysicians.com 

Neurology 

Neurologist  needed  part  time  in  DFW,  Longview, 
or  Tyler  for  office  practice.  Fax  CV  (972)  256-0056, 
or  contact  Lisa  Gross  at  (972)  255-5533  or  (888) 

K CLINIC. 


Locvm  Tenens/Permanent  Placement 


Medical  Staffing  Network  has  immediate  openings  in  the  following 


specialties: 

• Radiology 

• Anesthesiology 

• Psychiatry 

• Emergency  Medicine 

• Primary  Care 

• Short  and  long  term 


• Local  and  national 
assignments 

• Excellent  compensation 

• Malpractice  Insurance 

• Friendly,  dedicated  service 


If  you  are  looking  for  a pennanent  position  MSN  has  positions 
nationwide.  Our  Locum  Tenens  to  penn  option  allows  you  to  try 
out  a position  prior  to  accepting  a contract.  Our  physicians  have 
found  this  option  very  helpful  in  assessing  the  relative  strengths 
and  weaknesses  of  different  positions,  ensuring  a stable,  long-tenn 
relationship  when  a contract  is  signed. 

Fax  your  CV  to  (281 ) 820-5582  or  email  to  mistycauthen® 
msnhealth.com  and  a recmiter  will  contact  you  with  openings. 


»mccficaf  staffing  network,  inc. 


Oncology 


BE/BC  Medical  Oncologist  with  active  Texas 
license  needed  to  join  an  established  oncolo- 
gy practice  with  three  satellite  clinics  in  the 
Corpus  Christ!  area.  Send  CV  to  South  Texas 
Institute  of  Cancer  and  Blood  Disorders,  613 
Elizabeth,  #808,  Corpus  Christi,  Texas  78404  or 
Fax  CV  to  Maggie  at  (361)  888-4624. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 


ISSUE 

Jan.  200 1 
Feb.  2001 
Mar.  200 1 


DEADLINE 

Nov.  30, 2000 
Dec.  29, 2000 
Feb.  1,2000 


Tel  800.880.1300 
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Orthopedic  Surgery 

Orthopaedic  Surgeon 

San  Marcos  and  Central  Texas 

Well  established,  progressive 
Orthopaedic  Surgery  practice,  with 
four  B/C  Orthopaedic  Surgeons 
and  one  Physical  Medicine 
Specialist,  is  seeking  a BE/BC 
Orthopedist  to  join  group  and 
assume  high  patient  volumes  in 
established  markets.  Strong  univer- 
sity and  school  affiliation,  athletic 
program  service,  and  community 
commitment.  Well  positioned  multi- 
ple clinic  sites  with  strong  growth 
corridors,  excellent  population 
gains,  and  industrial  strengths. 
Region  provides  an  abundance  of 
beauty  and  quality  of  life. 

Forward  CV  to: 

Hill  Country  Orthopaedics  & Sports 
Medicine,  Administrator/COO, 
1305  Wonder  World  Drive,  Suite  100, 
San  Marcos,  Texas  78666 
Phone:  (800)  833-8936; 

Fax:  (512)  353-8355 


Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 

Orthopedic  Surgeon  Needed  for  office  practice 
in  DFW  Metroplex.  No  surgery,  no  weekends,  and 
no  call.  Please  fax  CV  to  (972)  256-0056,  or  contact 
Lisa  Gross  at  (972)  255-5533  or  (888)  K CLINIC. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-23  1 4 
FAX  71  3-493-2234  & Associates 


B r o n s t e 1 n 


Methodist 

HospiUils  of  Dalkis 

Methodist  Medical  Center,  one  of 
Dallas’  oldest  and  largest  not-for- 
profit  hospitals  is  a major  teaching 
and  referral  facility  and  the  flagship 
hospital  for  Methodist  Hospitals  of 
Dallas  which  includes:  Charlton 
Methodist  Hospital  and  the 
Methodist  Family  Health  Centers. 
Presently,  we  are  interviewing  for 
the  following  positions: 

• Cardiology 

• Hematology/Oncology 

• Rheumatology 

• Neurology 

• Otolaryngology 

• Orthopaedic  Surgery 

For  information  or  to  apply, 
contact  Susan  Coghurn: 

Phone  (214)  947-4579 
Fax  (214)  947-4502 
E-mail  susancoghurn@mhd.com 
P.O.  Box  655999 


Excellent  opportunity  in  Austin.  Innovative 
physicians  needed  to  join  growing  team.  Positions 
available:  Pulmonologist,  Psychiatrist,  Psychologist, 
Intemist/Hospitalist.  These  positions  offer  competi 
rive  earnings,  well-defined  work  schedule.  If  inter- 
ested please  fax  CV  to  (512)  336-1677. 


Urgent  Care 

Department  of  Veterans  Affairs,  Central  Texas 
Veterans  Health  Care  System  (CTVHCS),  is  accept- 
ing applications  for  an  ED  Physician.  Candidates 
must  be  US  citizens,  possess  a valid  and  unrestrict- 
ed license  in  any  state,  and  board  certified  in 
Internal  Medicine,  Family  Practice,  or  Emergency 
Medicine.  CTVHCS  is  supported  by  a new  state  of 
the  art  Urgent  Care  area  with  computerized  records 
and  data  retrieval.  Trauma  is  rare;  no  pediatric 
workload.  Flexible  hours  of  work.  Excellent  bene- 
fits package.  No  state  income  tax.  Fax  CV  to  Mary 
Doerfler,  Physician  Recruiter,  CTVHCS,  1901 
Veterans  Memorial  Drive,  Temple,  Texas  76504, 

Fax:  (254)  899-4007,  Voice  (254)  899-4049.  E- 
mail:  Mary.Doerfler@med.va.gov.  APPLICANTS 
ARE  SUBJECT  TO  DRUG  TESTING.  Equal 
Opportunity  Employer. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  “Best  Criminal 
Defense  Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud',com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


heauh  care  LIIIGATION 


• Restraint  of  Trade  Litigation 

• Peer  Review  Defense 

• Licensure  Hearings 

• Medicare  & Medicaid  Compliance 

• Sale  & Purchase  of  Medical  Practice 


Jeffrey  C.  Grass 
Perry-Miller  & Blount,  LLP 
Specializing  in  representing 
health  care  providers 
Call  (214)  522-7979 

'Not  certrtied  by  the  Board  of 
Legal  Speci3]i2atK3n  by  choice. 


Radiology 

RADIOLOGY  BUSINESS  MANAGEMENT, 
INC.  Owned  and  Operated  by  Radiologists  for 
Radiologists;  Services:  Practice  Management, 
Accounts  Receivable  Management,  Financial 
Services,  Billing,  Compliance  Program,  Internal 
Audit;  Address:  800  Rockmead  Drive,  Suite  208, 
Kingwood,  Texas  77339;  Phone:  (281)  358-7758; 
Fax:  (281)  358-7814;  Email:  ccwenck@rbmusa.com; 
Web  site:  www.rbmusa.com 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of 
Medical  Examiners  is  now  available  to  represent 
respondents  charged  with  violations  of  the  Medical 
Practice  Act  or  rules  of  that  board,  as  well  as 
problems  with  hospitals  and  societies.  Fee  $2,500. 
Call  (512)  615-6666. 
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FOR  SALE  OR  LEASE 


Equipment 

MetroBank  National 
Association 

Hoi  ston,  Tex.\s 


NEW/USED  MEDICAL 
EQUIPMENT  FOR  SALE 

New  Wheelchairs  (E&J) 

Used  Wheelchairs 
Geriatric  Recliners  (used) 
Hospital  Beds  (used) 

Electric  Wheelchairs 
Overbed  Tables 
Stethoscopes  (new) 

Oxygen  Concentrators 
EKG  Machine  Model  HPI5I  IB  (used) 
Scooter  Regal  Extra  Wide  Seat 
Scooter  Shoprider  Deluxe  4-wheel 
Office  Equipment 

Call  (713)  414-3649 
for  complete  list  of  items 


For  Sale:  Cooper  Vision  2000  YAG  Eye  Laser. 

Like  new.  For  information,  fax  (281)  494-5034. 

Medical/Surgical  equipment  for  sale.  New  or 

refurbished  equipment  for  all  heathcare  specialties. 
From  exam  rooms  to  operating  rooms  we  supply  all 
[ the  equipment  you’ll  ever  need,  new  or  refurbished. 
We  are  a Midmark/Ritter  & Welch  Allyn  authorized 
sales  organization.  Call  for  pricing  and  product 
availability.  Inventory  listings  available  upon  request. 
Contact  our  corporate  sales  office  at:  (800)  989- 
4909.  MESA  Medical,  Inc., C/0  James  Vollbracht. 

I 

' Office  Space 

Newly  finished  medical  space.  Approx  1300 
square  feet.  Plano,  TX.  Frontage  to  busy  street 

1^  corner.  Access  to  lab,  x-ray,  and  support  staff. 
Contact  Dr.  Steve  Rakkar  (972)  208-2900. 

Bastrop  Wellness  Center  - Now  Leasing  - 
21  miles  east  of  Austin  and  new  airport. 

Conveniently  located  midway  between  South 
Austin  and  Smithville  hospitals.  Highest  growth 
corridor  in  Central  Texas.  Community  need  for 
Dermatologist,  ENT,  Allergist,  Rheumatologist, 
Plastic  Surgeon  and  most  specialists.  Call  (512) 
321-4445.  Fax  (512)  321-7300.  Curtis  McDonald 
or  Joe  Emmert. 


Sub-lease  of  1211  sq.  ft.  in  Round  Rock 
Physicians  Plaza  and  1924  sq.  ft.  in  Austin 
Medical  Plaza.  Up  to  three  days  per  week  avail- 
able immediately.  For  information  call  Dr.  Bobby 
Joe  Kennedy  at  (512)  454-3781. 

Two  year  old  office  space  fully  furnished  in 
Lewisville/Carrollton  area.  Highly  visible  loca- 
tion near  1-35.  Approximately  3300  SF,  two  doctors 
offices,  six  exam  rooms,  treatment  room  and  large 
waiting  room.  All  primary  care  specialties,  pharma- 
cy, urgent  care  and  physical  therapy  in  the  building. 
New  construction  starting  soon  on  surgery  center 
adjacent.  Please  call  Phyllis  (214)  212-1929  day  or 
evening. 

For  Lease:  Fully  equipped  4500  sq  ft  medical 
office.  LH  improvement  allowance  provided. 

Call  Bill  at  (972)  669-9302. 


Practices 

ENT  /Allergy  practice  forsale  in  North  Dallas 
suburban  city  of  Plano.  Tremendous  opportuni- 
ty. Established  allergy  revenue  exceeds  monthly 
practice  overhead.  Want  to  retire.  Will  transition. 
Fax  CV  to  (972)  985-3801  or  e-mail  to 
gift0025@airmail.net. 

For  Sale  -Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes. 

For  information,  fax  (281)  242-3397. 

General  Practice  in  F/W  For  Sale.  Prof.  Bldg, 
w/two  units;  passive  income,  will  introduce. 
Inquiries  to;  Ad  1227,  Texas  Medical  Association, 
401  W.  15th  Street,  Austin,  Texas  78701.  Phone 
number:  (817)  923-8217. 

General,  Occupational  & Urgent  Care 
practice:  Established  20  years.  3600  sq.  ft. 
Presently  staffed  by  me  and  2 PT  MD’s.  Perfect  for 
2 FT  MD’s.  6 exam  rooms,  lab,  x-ray,  2 MD  offices, 
2 adm.  offices.  Open  7 days  a week.  I’m  retiring. 
Drennon  Stringer,  MD.  (972)  980-1010. 

Private  Practice  for  Sale:  Upscale,  state  of 
the  art.  North  Dallas.  High  gross,  high  net. 

No  managed  care,  no  call.  Call  W.  Max  Frankum, 
M.D.  Medical  Director  (214)  478-3810. 
www.dallasmedicalassociates.com. 


Real  Estate 

Spectacular  crystal  clear  Blanco  river 
property;  26  ac  with  400  ft.  of  riverfront;  swim- 
ming hole;  low  water  dam;  deep  water  well;  road 
and  cleared  building  site;  575K;  (512)  842-5550. 


EDUCATIONAL 

OPPORTUNITIES 
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PAN  AMERICAN 
ALLERGY  SOCIETY 

45th  Annual 

Training  Course  & Seminar 
March  7-  I 1,2001 
Westin  Riverwalk  Hotel, 

San  Antonio,  Texas 

Program  Director:  Richard  G.  Jaeckle,  M.D. 

Basic  course  in  quantitative  skin  testing  techniques 
designed  with  the  primary  care  physician  and  allied 
health  care  professional  in  mind.  Offering  32  hours 
of  CME  Inquiries:  Ann  Brey.  Ex.  Sec.,  P.O.  Box  947, 
Fredericksburg,  Texas  78624  Telephone:  (830)  997- 
9853;  Fax:  (830)  997-8625;  E-mail:  paas(gctesc  net 


TexasMedicine 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 


Here’s  what’s  coming 
in  January’s  issue 
of  Texas  Medicine. 


We’lu  Explore: 


Legislative  preview 
Clean  claims  revisited 
Healthy  kids 

For  more  information,  call  Larry  BeSaw,  editor, 
at  mO)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry.  besaw@  texmed.  org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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You  know 
what  happens 
when  you  doni 
advertise? 


Texas  Medicine  iiiagazifie  reaches  oyer  32,000  physicians  throughout  the  state. 
Make  things  happen  for  your  business  by  informing  them  about  your  products  and  services. 


For  more  information  visit  us  on  the  web  at 

www.texasmedicine.org 

or  call  (800)  880-1300  ext.  1393  or  1423. 


Tex 


TexasMedical 

Association 


Call  TM  A at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


February  24,  2001 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  3-5,  2001 
TexMed  2001 

George  R.  Brown  Convention  Center 
Houston 


December  2000 


December  4 

McAllen 

E&M  Auditing/Documentation 

December  5 

Greenville 

Physician  Stress/Burnout 

December  5 

Abilene 

E&M  Auditing/Documentation 

December  7 

Waco 

E&M  Auditing/Documentation 

January  2001 

January  24 

Austin 

PubMed  MEDLINE  Searching 
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Will  the  courtroom  be  your 

practice  setting? 

One  out  of  every  five  Texas  physicians 
will  receive  a medical  malpractice  claim  this 


Shocking,  isn't  it?  One  in  five  Texas  ^ % 

physicians  will  be  required  to  spend  time  ' 

away  from  their  patients  and  familie^j| 
to  meet  with  attorneys,  testify  at 
depositions  and  appear  in  court. 

▼ '3!» 

At  TMLT,  we  believe  one  of  the  best  ways  to 
keep  you  out  of  the  courtroom  is  to  enact  medical 
liability  reform  to  discourage  lawsuit  abuse  and  reduce 
the  total  number  of  claims  filed  against  physicians. 

If  claims  frequency  ar^  severity  continue  to  rise, 
so  will  your  medical  liability  premiums.  Texas 
physicians  must  speak  out.  For  information, 
please  call  800-580-8658  or  email  tmlt2000@tmlt.org. 

TMLT  is  the  Texas  pfrysician's  best  defense  against 
claims  and  lawsuits.  Just  ask  the  one  in  five. 


nviiT 


Texas  Medical  Liability  Trust 


Austin,  Texas  800*580»8658  www.tmlt.org 


Choose  frMLT. 


SCOTT  & WHITE 


Scott  & White  Memorial  Hospital  & Clinic 
2401  South  31st  Street,  Temple,  TX  76508 


Physician  Referral  Network  (800)  792-3368 
Appointments  (800)  792-3710 
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